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MARYLAND 
HEALTH 
CARE 
COMMISSION 

   

MATTER/DOCKET NO. 

DATE DOCKETED 

  

HOSPITAL 
APPLICATION FOR CERTIFICATE OF NEED 

PART I - PROJECT IDENTIFICATION AND GENERAL INFORMATION 

1. 	FACILITY 

Name of 
Facility: 
	

Anne Arundel Medical Center Mental Health Hospital 

Address: 
Riva Road & Harry S. Truman Parkway 	Annapolis 21401 Anne Arundel 
Street 	 City 	Zip 	County 

Name of Owner (if differs from applicant): 
N/A 

2. OWNER 

Name of 
owner: 	Anne Arundel Health System, Inc. 

3. APPLICANT. If the application has co-applicants, provide the detail regarding each 
co-applicant in sections 3, 4, and 5 as an attachment. 

Legal Name of Project Applicant: 
Anne Arundel Medical Center, Inc. 

Address: 
2001 Medical Parkway 	 Annapolis 21401 	MD 	Anne Arundel 
Street 	 City 	Zip 	State 	County 

Telephone: 443-481-6436 

Name of Owner/Chief 
Executive: 	 Victoria W. Bayless 
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4. 	NAME OF LICENSEE OR PROPOSED LICENSEE, if different from applicant: 

N/A 

5. 	LEGAL STRUCTURE OF APPLICANT (and LICENSEE, if different from 
applicant). 

Check El or fill in applicable information below and attach an organizational chart 
showing the owners of applicant (and licensee, if different). 

A. Governmental 
B. Corporation 

(1) Non-profit 
(2) For-profit 
(3) Close 

El 

State & date of  incorporation 

  

1902-Maryland 
C. Partnership 

General 
Limited 
Limited liability partnership 
Limited liability limited 
partnership 
Other (Specify): 

D. Limited Liability Company 
E. Other (Specify): 

  

  

To be formed: 
Existing: 

  

6. 	PERSON(S) TO WHOM QUESTIONS REGARDING THIS APPLICATION 
SHOULD BE DIRECTED 

A. Lead or primary contact: 

Name and Title: Joshua E. Jacobs, Vice President — Strategic Planning & 
Marketing/Communications  

Mailing Address: 
2001 Medical Parkway 	 Annapolis 
Street 	 City 
Telephone:  443-481-6436  
E-mail Address 
(required): 	 jjacobs4@aahs.org   
Fax: 	443-481-6539 

21401 
Zip 

MD 
State 
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4.

N/A

5.

6.

NAME OF LICENSEE OR PROPOSED LICENSEE, if different from applicant:

LEGAL STRUCTURE OF APPLICANT (and LICENSEE, if different from
applicant).

Check Q or X11 in applicable information below and attach an organizational chart
showing the owners of applicant (and licensee, if different).

A. Governmental
B. Corporation

(1)Non-profit
(2) For-profit
(3) Close

C. Partnership
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Limited liability partnership
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partnership
Other (Specify):

D. Limited Liability Company
E. Other (Specify):

To be formed:
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~I
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PERSONS) TO WHOM QUESTIONS REGARDING THIS APPLICATION
SHOULD BE DIRECTED

A. Lead or primary contact:

Name and Title: Joshua E. Jacobs, Vice President —Strategic Planning &
Marketing/Communications

Mailing Address:
2001 Medical Parkway Annapolis 21401 MD
Street City Zip State
Telephone: 443-481-6436
E-mail Address
(required): ,j,jacobs4 a~iaahs.org
Fax: 443-481-6539



B. Additional or alternate contact: 

Name and Title: Marta D. Harting, Esq. 

Mailing Address: 
750 E. Pratt Street, Suite 900 	Baltimore 
Street 	 City 
Telephone:  410-244-7542  
E-mail Address 
(required): 	 mdharting@venable.com  
Fax: 	410-244-7742 

21202 
Zip 

MD 
State 

7. 	TYPE OF PROJECT 

The following list includes all project categories that require a CON under 
Maryland law. Please mark all that apply. 

If approved, this CON would result in: 

(1) A new health care facility built, developed, or established 
(2) An existing health care facility moved to another site 
(3) A change in the bed capacity of a health care facility 
(4) A change in the type or scope of any health care service offered 

by a health care facility 
(5) A health care facility making a capital expenditure that exceeds the current 

threshold for capital expenditures found at: 
http://mhcc.maryland.gov/mhcc/pages/hcfs/hcfs  con/documents/con_capit 
al_threshold_march 2015.pdf 
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8. 	PROJECT DESCRIPTION 

A. Executive Summary of the Project: The purpose of this BRIEF executive summary is to 
convey to the reader a holistic understanding of the proposed project: what it is; why you 
need/want to do it; and what it will cost. A one-page response will suffice. Please include: 

(1) Brief description of the project — what the applicant proposes to do; 
(2) Rationale for the project — the need and/or business case for the proposed project; 
(3) Cost — the total cost of implementing the proposed project; and 
(4) Master Facility Plans — how the proposed project fits in long term plans. 

Applicant Response: 

Brief Description of the Project 

Anne Arundel Medical Center (AAMC) proposes to establish a 16-bed mental health 
hospital for adults. The mental health hospital would be established in a new building that 
AAMC would construct on a site approximately two miles from its acute care hospital in 
Annapolis. The mental health hospital will also house an ambulatory outpatient mental health 
clinic and a psychiatric partial hospitalization program (for both adults and adolescents). The 
hallmark of AAMC's mental health hospital will be providing both a comprehensive and 
community-based mental health treatment facility. Specifically, the project will: provide 
improved access to services; promote high quality and safe care; strengthen community 
partnerships; implement a patient and family-centered recovery model; integrate information 
systems to improve care coordination; and promote an environment focused on support for 
patients, families, and the community. 

(2) 	Rationale for the Project 

AAMC is a regional health system headquartered in Annapolis, Maryland. Under the 
hospital's Global Budget Revenue (GBR) contract with the Health Services Cost Review 
Commission (HSCRC), AAMC is responsible to serve a geographic area defined by 90 zip codes 
encompassing a total population of 1.1 million residents. The region includes communities in 
Anne Arundel County and extends across seven other counties, including Calvert, Prince 
George's, Charles, Caroline, Talbot, Kent, and Queen Anne's counties. 

AAMC's service area is one of the largest regions in Maryland without adequate 
inpatient psychiatric services. AAMC currently does not have an inpatient psychiatric unit, yet 
has witnessed a growing need for acute psychiatric services, largely through visits to its 
Emergency Department (ED). The ED volume at AAMC generated more than 1,100 adult and 
pediatric transfers in Fiscal Year (FY) 2015 to an acute psychiatric unit outside Anne Arundel 
County. With population growth in Anne Arundel County, and a growing need for mental health 
services throughout the State, these ED transfers have become increasingly difficult to arrange, 
causing delays in treatment. Further, long distances to the nearest hospitals with available beds 
impose a significant burden on patients, families, and caregivers who optimally participate and 
collaborate in the patient's treatment. Care transitions are more difficult to arrange across 
regions, and upon discharge, patients are far removed from their provider team. The overall 
result is a fragmented approach to behavioral health care that fails to meet any tenet of the 

8 

8. PROJECT DESCRIPTION

A. Executive Summary of the Project: The purpose of this BRIEF executive summary is to
convey to the reader a holistic understanding of the proposed project: what it is; why you
need/want to do it; and what it will cost. Aone-page response will suffice. Please include:

(1) Brief description of the project —what the applicant proposes to do;
(2) Rationale for the project —the need and/or business case for the proposed project;
(3) Cost —the total cost of implementing the proposed project; and
(4) Master Facility Plans —how the proposed project fits in long term plans.

Applicant Response:

(1) Brief Description of the Project

Anne Arundel Medical Center (AAMC) proposes to establish a 16-bed mental health
hospital for adults. The mental health hospital would be established in a new building that
AAMC would construct on a site approximately two miles from its acute care hospital in
Annapolis. The mental health hospital will also house an ambulatory outpatient mental health
clinic and a psychiatric partial hospitalization program (for both adults and adolescents). The
hallmark of AAMC's mental health hospital will be providing both a comprehensive and
community -based mental health treatment facility. Specifically, the project will: provide
improved access to services; promote high quality and safe care; strengthen community
partnerships; implement a patient and family -centered recovery model; integrate information
systems to improve care coordination; and promote an environment focused on support for
patients, families, and the community.

(2) Rationale for the Project

RAMC is a regional health system headquartered in Annapolis, Maryland. Under the
hospital's Global Budget Revenue (GBR) contract with the Health Services Cost Review
Commission (HSCRC), RAMC is responsible to serve a geographic area defined by 90 zip codes
encompassing a total population of 1.1 million residents. The region includes communities in
Anne Arundel County and extends across seven other counties, including Calvert, Prince
George's, Charles, Caroline, Talbot, Kent, and Queen Anne's counties.

AAMC's service area is one of the largest regions in Maryland without adequate
inpatient psychiatric services. RAMC currently does not have an inpatient psychiatric unit, yet
has witnessed a growing need for acute psychiatric services, largely through visits to its
Emergency Department (ED). The ED volume at RAMC generated more than 1,100 adult and
pediatric transfers in Fiscal Year (F~ 2015 to an acute psychiatric unit outside Anne Arundel
County. With population growth in Anne Arundel County, and a growing need for mental health
services throughout the State, these ED transfers have become increasingly difficult to arrange,
causing delays in treatment. Further, long distances to the nearest hospitals with available beds
impose a significant burden on patients, families, and caregivers who optimally participate and
collaborate in the patient's treatment. Care transitions are more difficult to arrange across
regions, and upon discharge, patients are far removed from their provider team. The overall
result is a fragmented approach to behavioral health care that fails to meet any tenet of the



Institute for Healthcare Improvement's Triple Aim: Better patient experience, better population 
health, and lower cost per case. 

Community stakeholders have identified improved mental health services to be one of the 
highest priority health care needs in Anne Arundel County, as described by the FY 2016 
Community Health Needs Assessment conducted in Anne Arundel County (Exhibit 1). The lack 
of an inpatient setting for effective treatment planning, the disjointed medical and psychiatric 
care management, and the poor care coordination across regions contribute to high ED utilization 
and the number of readmissions for patients with mental health diagnoses. 

Residents of Anne Arundel County and surrounding counties rely heavily on AAMC as 
the first point of contact. In FY 2015, AAMC served more than 2,400 adult ED patients with a 
mental health diagnosis as their primary diagnosis, representing an 8 percent increase over prior 
year volume at AAMC. This patient volume included 1,837 visits for Anne Arundel County 
residents, or 36 percent of all adult Anne Arundel County residents who sought mental health 
services in an ED. In other words, more than one third of Anne Arundel County residents who 
sought emergency care for mental health conditions came to AAMC. Similarly, more than 20 
percent of all adult residents from Queen Anne's County who sought emergency care for mental 
health conditions came to AAMC. The proposed program largely aims to meet the needs of 
patients already coming to AAMC for care. 

Through this project, AAMC will deliver a comprehensive system of care consisting of 
inpatient psychiatric care, psychiatric partial hospitalization, and intensive outpatient programs 
all located in Anne Arundel County and carefully coordinated with existing providers of care and 
programs of self-help and patient advocacy, aimed at reducing inpatient utilization and 
recidivism and to improving outcomes. 

Please refer to the Comprehensive Project Description below for a more detailed 
discussion of the rationale for the project. 

(3) Cost 

The capital cost of the project is $16,998,237. Details on cost are in Appendix 1 - Table 
E. 

(4) Master Facility Plans 

A description of how the project fits in AAMC's long term plans is discussed in part (6) 
of the Comprehensive Project Description below. 
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B. Comprehensive Project Description: The description must include details, as applicable, 
regarding: 

(1) Construction, renovation, and demolition plans; 
(2) Changes in square footage of departments and units; 
(3) Physical plant or location changes; 
(4) Changes to affected services following completion of the project; and 
(5) If the project is a multi-phase project, describe the work that will be done in each phase. 

If the phases will be constructed under more than one construction contract, describe the 
phases and work that will be done under each contract.  

Applicant Response: 

(1) AAMC 

AAMC is an independent regional health system headquartered in Annapolis, Maryland. 
Founded in 1902, AAMC includes a 375-bed acute care general hospital, a medical group, 
imaging services, a substance use treatment center (Pathways), and a variety of other health care 
enterprises. In addition to its hospital campus and the property on which Pathways operates on 
Riva Road in Annapolis, AAMC operates several outpatient centers throughout its service area. 
Under the strategic vision of "Living Healthier Together" defined in 2010, AAMC reoriented 
what was a successful hospital into a regional health system. Creating a sustainable ambulatory 
care platform, delivering high quality care at low cost, and broadening the breadth and depth of 
clinical programs have been important parts of this effort. 

Under the terms of its GBR agreement with the HSCRC, AAMC is accountable for a 
population of more than 1.1 million residents distributed across a region that includes 
communities in Anne Arundel County and seven other counties.' AAMC recently applied for a 
Transformation Grant in collaboration with University of Maryland Baltimore Washington 
Medical Center (UM BWMC), Healthy Anne Arundel Coalition, and other community 
organizations committed to quality care and health improvements across the region. 

(2) The Mental Health Crisis in Anne Arundel County 

Anne Arundel County—with 550,000 total residents—is the third most populous county 
in the State of Maryland but is currently served by only one inpatient mental health unit. This 14-
bed unit is located at UM BWMC, which is constrained by its limited capacity amidst growing 
volume. Between FY 2014 — 2015, adult ED visits for mental health and adult discharges for 
mental health for Anne Arundel County residents increased by approximately 2 percent (see 
Chart 3, page 33). Like most general acute care hospitals with an inpatient psychiatric unit, UM 
BWMC admits patients largely from its ED and rarely has bed capacity to accept transfers from 
other hospitals. IISCRC data validates that UM BWMC's unit has consistently operated at 
greater than 90 percent occupancy over the course of Calendar Year (CY) 2014 and the first 
three quarters of CY 2015 (Chart 28, page 62). 

1 This region is defmed by AAMC's Global Budget Revenue Agreement with the HSCRC, and is a more broadly 
defmed region than the service area defmition for proposed for acute psychiatric program. 
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AAMC is experiencing comparable growth. 

• According to a November 2015 report by the Maryland Hospital Association, Anne 
Arundel County now ranks fourth among Maryland's 24 counties in the number of 
behavioral health ED visits in CY 2014, reporting a total of 9,253 visits in the 
county.2  And, a comparison across the 48 hospitals in Maryland shows AAMC ranks 
fifth across all Maryland hospitals with 4,144 ED visits for behavioral health visits in 
that same period. 

• AAMC reports a growth in the number of mental health visits to the ED (Chart 1 
below), and AAMC is caring for an increased share of Anne Arundel County's total 
ED volume (Chart 2, page 12). 

Chart 1 
AAMC ED Visits for Mental Health, Adults Age 18+ 

FY 2013 — 2015 

Number of Adult ED Visits with Mental Health Dx % of Total 

County of Residence FY2013 FY2014 FY2015 FY2015 

Anne Arundel County 1,765 1,713 1,837 75.9% 
Prince George's County 184 205 218 9.0% 
Queen Anne's County 104 101 92 3.8% 
All Other 230 219 273 11.3% 

TOTAL ADULT MENTAL HEALTH ED VISITS 2,283 2,238 2,420 100.0% 

% change, year over year -2% 8.1% 

Source: HSCRC Abstract Dataset 

Mental health defined by CCS codes, and do not include substance use or alcohol-related disorders 

2 Maryland Hospital Association, Policy and Data Analytics. "Behavioral Health Hospital Services in MD: An 
Overview of Mental Health and Substance Use Related ED Visits and Admissions, 2014" (November 2015). Note: 
This report documents volume for "behavioral health" defined by mental health and substance use diagnoses, and 
includes patients of all ages. 
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AAMC is experiencing comparable growth.

• According to a November 2015 report by the Maryland Hospital Association, Anne
Arundel County now ranks fourth among Maryland's 24 counties in the number of
behavioral health ED visits in CY 2014, reporting a total of 9,253 visits in the
county. 2 And, a comparison across the 48 hospitals in Maryland shows AAMC ranks
fifth across all Maryland hospitals with 4,144 ED visits for behavioral health visits in
that same period.

• AAMC reports a growth in the number of mental health visits to the ED (Chart 1
below), and AAMC is caring for an increased share of Anne Arundel County's total
ED volume (Chart 2, page 12).

Chart 1
AAMC ED Visits for Mental Health, Adults Age 18+

FY 2013 — 2015

County of Residence

Anne Arundel County

Prince George's County

Queen Anne's County

All Other

TOTAL ADULT MENTAL HEALTH ED VISITS

change, year over year

Number of Adult ED Visits with Mental Health Dx % of Total

FY2013 FY2014 FY2015 FY2015

1,765 1,713 1,837 75.9%
184 205 218 9.0%
104 101 92 3.8%

230 219 273 11.3°0

2,283 2,238 2,420 100.0%

-2% 8.1%

Source: HSCRCAbstract Dataset

Mental health defined byCCS codes, and do not include substance use oralcohol-related disorders

2 Maryland Hospital Association, Policy and Data Analytics. "Behavioral Health Hospital Services in MD: An
Overview of Mental Health and Substance Use Related ED Visits and Admissions, 2014" (November 2015). Note:
This report documents volume for "behavioral health" defined by mental health and substance use diagnoses, and
includes patients of all ages.
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Chart 2 
Anne Arundel County Residents, Age 18+ 

ED Visits for Mental Health 
FY2013-2015 

# ED Visits with Mental Health Dx as Primary 

% change, 

Anne Arundel County Residents: Adults, only FY2013 FY2014 FY2015 	2013-2015 

# ED visits for mental health, all hospitals 5,056 5,014 5,120 	 1.3% 

# ED visits for mental health , at AAMC 1,765 1,713 1,837 41% 

AAMC market share of ED mental health visits 34.9% 34.2% 35.9% 

Source: HSCRC Abstract Dataset 

Mental health defined by CCS codes, and do not include substance use or alcohol-related disorders 

• In FY 2015, AAMC had to arrange transfer for a total of 1,173 patients from 
AAMC's ED for admission to a psychiatric unit (this includes 949 adult patients and 
224 pediatric/adolescent patients).3  This huge volume of transfers speaks to the need 
for an inpatient psychiatric program at AAMC, which patients select as their choice 
of provider and the first point of contact. 

As a result of these dynamics and UM BWMC's limited bed capacity, patients in crisis 
who present at AAMC's ED and require hospitalization must wait in the ED until an available 
bed is located and necessary transfer arrangements are made, delaying treatment. Adult patients 
in crisis who require admission wait an average of 28 hours in AAMC's ED from time of arrival 
until transfers occur. Because there rarely is an open bed at UM BWMC, patients who require 
inpatient care are often admitted to units located up to one hour's time or sometimes farther from 
home. One of the consequences is that family members—faced with one-hour drive times or 
limited access to public transportation—are less likely to be involved in the acute episode of 
care. After discharge, these patients may return to Anne Arundel County without an established 
local care provider to offer continuity of care post crisis, and/or often experience delays in 
accessing outpatient care. Therefore, while high-quality inpatient programs exist across the State 
of Maryland, these programs are at a geographic distance from Anne Arundel County and are 
less likely to be well-integrated with local, community-based resources critical to successful 
recovery and long-term community-based management. The volume of Anne Arundel County 
patients who require psychiatric admission calls for more than one locally-based inpatient unit. 

In the absence of a local comprehensive program, many patients with chronic mental 
health conditions are heavily reliant on AAMC's ED for episodic mental health care. In CY 
2015, a total of 70 patients presented at AAMCs ED three or more times in one year with a 
mental health condition as their primary diagnosis, a pattern that underscores the need for an 
improved delivery system for psychiatric services. The lack of an acute care unit may be 

3 HSCRC Abstract Dataset (FY 2015) 
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224 pediatric/adolescent patients). 3 This huge volume of transfers speaks to the need
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As a result of these dynamics and UM BWMC's limited bed capacity, patients in crisis
who present at AAMC's ED and require hospitalization must wait in the ED until an available
bed is located and necessary transfer arrangements are made, delaying treatment. Adult patients
in crisis who require admission wait an average of 28 hours in AAMC's ED from time of arrival
until transfers occur. Because there rarely is an open bed at UM BWMC, patients who require
inpatient care are often admitted to units located up to one hour's time or sometimes farther from
home. One of the consequences is that family members—faced with one -hour drive times or
limited access to public transportation—are less likely to be involved in the acute episode of
care. After discharge, these patients may return to Anne Ariuidel County without an established
local care provider to offer continuity of care post crisis, and/or often experience delays in
accessing outpatient care. Therefore, while high -quality inpatient programs exist across the State
of Maryland, these programs are at a geographic distance from Anne Arundel County and are
less likely to be well -integrated with local, community -based resources critical to successful
recovery and long-term community -based management. The volume of Anne Arundel County
patients who require psychiatric admission calls for more than one locally -based inpatient unit.

In the absence of a local comprehensive program, many patients with chronic mental
health conditions are heavily reliant on AAMC's ED for episodic mental health care. In CY
2015, a total of 70 patients presented at AAMCs ED three or more times in one year with a
mental health condition as their primary diagnosis, a pattern that underscores the need for an
improved delivery system for psychiatric services. The lack of an acute care unit maybe
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contributing to under-treatment and return ED visits, and the lack of integration with medical 
management and local community resources may be contributing to relapse and episodic care. 
AAMC's proposed program seeks to provide a comprehensive treatment and management plan 
to support patients for successful community-based living, and reduce the dependence on the 
hospital for episodic care. 

The need for mental health services in Anne Arundel County is not limited to inpatient 
psychiatric services. There is a serious need for partial hospitalization services in the county. 
The only partial hospitalization program for mental health in Anne Arundel County today is UM 
BWMC's program that primarily serves patients who present at UM BWMC's ED or as a 
stepdown unit from UM BWMC's inpatient unit. Accordingly, even when a patient who presents 
at AAMC's ED could be appropriately treated in a partial hospitalization program, the only 
option is to find an available inpatient bed for the patient (which is almost always found outside 
of Anne Arundel County). 

A further challenge is that many of AAMC's patients have comorbidities, i.e. both 
medical and mental health diagnoses. The interconnectedness of mental health conditions and 
poor medical status is widely recognized. In FY 2015, 19 percent of AAMC's inpatients had a 
primary or secondary mental health diagnosis. 

In an analysis of "high utilizers" at AAMC during FY 2015, a total of 1,089 high utilizers 
were identified. Closer analysis showed that 50 percent of these high utilizing patients had an 
accompanying mental health diagnosis (refer to Chart 15, page 46). Effective care management 
to reduce unnecessary hospital utilization requires both well-resourced medical and mental 
health delivery systems to improve health status and personal well-being. 

To summarize: 

• Anne Arundel County documents more than 3,200 mental health admissions but is 
dependent on distant facilities for acute psychiatric care. 

• Patients residing in the AAMC service area rely heavily on AAMC as the first point 
of contact, but AAMC can only provide stabilization in the ED and transfer to another 
hospital, often located one hour or more away in travel time. 

• Patients with chronic mental health conditions are relying heavily on the ED for 
episodic mental health care. 

• Many AAMC patients who come to the ED with medical concerns also have a mental 
health diagnosis. Readmission rates and high utilizer patterns are strongly correlated 
with patients who have mental health diagnoses. 

• Community residents report that their needs for mental health services are not being 
adequately met. 

(3) 
	

The Project: AAMC's Mental Health Hospital 
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were identified. Closer analysis showed that 50 percent of these high utilizing patients had an
accompanying mental health diagnosis (refer to Chart 15, page 46). Effective care management
to reduce unnecessary hospital utilization requires both well-resourced medical and mental
health delivery systems to improve health status and personal well-being.

To summarize:

• Anne Arundel County documents more than 3,200 mental health admissions but is
dependent on distant facilities for acute psychiatric care.

• Patients residing in the AAMC service area rely heavily on RAMC as the first point
of contact, but RAMC can only provide stabilization in the ED and transfer to another
hospital, often located one hour or more away in travel time.

• Patients with chronic mental health conditions are relying heavily on the ED for
episodic mental health caxe.

• Many RAMC patients who come to the ED with medical concerns also have a mental
health diagnosis. Readmission rates and high utilizer patterns are strongly correlated
with patients who have mental health diagnoses.

• Community residents report that their needs for mental health services are not being
adequately met.
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AAMC proposes to establish a 16-bed mental health hospital for adults (to be licensed as a 
Special Hospital-Psychiatric) located in a new building to be constructed on the property where 
AAMC currently operates Pathways (its longstanding substance use and co-occurring disorders 
residential and outpatient treatment facility). The new mental health hospital will also house an 
ambulatory outpatient mental health clinic and a psychiatric partial hospitalization program (for 
both adults and adolescents). A more detailed description of the proposed new building is 
provided in part (7) below. 

This project will enable AAMC to deliver a comprehensive and integrated mental health 
care program that will incorporate inpatient psychiatric care, psychiatric partial hospitalization, 
intensive outpatient programs, and referral and care coordination to community-based support 
services. This comprehensive mental health care program will be well-integrated with 
community-based activities, including self-help and family programs to strengthen patient 
engagement, and patient advocacy organizations to encourage active involvement in community 
health. The goals will be to sustain the patient in the community and to require inpatient 
admissions only when absolutely necessary for the patient's health. 

AAMC will offer an integrated care, population health approach for the provision of 
mental health services in a single setting with the collaboration of other community and health 
care providers to offer optimal and effective care. Integrated care entails a focus on the provision 
of holistic and coordinated care, liaison services, and the development of clinical pathways 
between and across a range of treatment providers. A prerequisite for the delivery of effective 
treatment is a strong collaboration, cooperation and effective working relationship between 
providers such as primary care physicians, psychiatrists, inpatient psychiatric services, clinical 
psychologists, licensed social workers, therapists, and emergency care services. 

AAMC already offers several core components of this community-centered program, 
including the following population health initiatives: 

• Ambulatory outpatient clinic. In 2014, AAMC opened an outpatient clinic offering 
services for diverse mental health needs for adults and children ages three and older. 
We provide comprehensive evaluation and treatment services by a team of board 
certified psychiatrists, nurse practitioners, and other licensed clinical professionals. 
Services provided through our outpatient setting include: Psychiatric evaluations, 
medication management, and individual and group psychotherapy. The clinic team 
offers services for life challenges, relationship issues, behavioral issues with a child 
or teen, depression, anxiety, trauma and persistent mental illness. 

• Screening and referral in the primary care setting. In FY 2015, AAMC introduced 
a screening tool and early intervention model across primary care and OB/GYN 
practice sites to identify individuals experiencing mental health or substance use 
problems and to provide early intervention. A recovery navigator provides referral 
and follow-up to patients in eight physician offices, drawing on nine community 
mental health and substance use providers who collaborate with AAMC and accept 
referrals within 48 hours. From the program's inception to January 31, 2016, the 
program coordinated 509 referrals from community physician offices. The recovery 
navigator program is expected to expand its operations in FY 2016 to provide 
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services to the communities of northern Anne Arundel County in conjunction with 
UM BWMC. 

• Mental health clinicians embedded in the primary care setting. In CY 2016, 
AAMC plans to pilot a primary care integration model in one of AAMC's primary 
care practice sites. This integrated model for community-based behavioral health care 
within the primary care setting is evidence-based with positive outcomes across the 
country. The pilot program at AAMC will incorporate interventions for both mental 
health and substance use disorders. Most recently, a bilingual therapist was hired to 
work at the Forest Drive Community Clinic to address the mental health and 
substance use needs that are seen among the patient population. This clinic provides 
primary care to the uninsured and underserved community, and acts as a primary care 
medical home for new and/or established patients who are in need of services ranging 
from preventative, acute and/or chronic care. The goal of the clinic is to build a 
provider-patient partnership with a focus on patient education and continuity of care, 
thereby reducing unnecessary ED visits. Patients are able to receive care regardless of 
their ability to pay. Adverse social determinants of health compound the complexity 
of these patients: low literacy, housing and nutritional challenges, lack of 
transportation, social isolation and poverty are common. 

• Psychiatric partial hospitalization program. In FY 2016, AAMC will open a 
psychiatric partial hospitalization program with a capacity to serve up to 12 adults 
and 12 adolescents at any one time. This program offers a lower-cost, community-
based alternative to the inpatient setting for a significant percentage of patients. 
Patients are expected to be referred by the ED or directly by community providers as 
an alternative to inpatient care, or by inpatient facilities as a step-down level of care. 
The projected course of treatment in the partial hospitalization program is one to three 
weeks. At this length of stay, the program will have a capacity to treat approximately 
500 individuals on an annual basis. It is also expected to help prevent recurring 
hospitalization of individuals stepping down from inpatient care. This program will 
be relocated to the new building proposed in this Application so that it can be co-
located with the new inpatient program. 

Having an inpatient unit co-located with AAMC's comprehensive network of 
community-based services will promote continuity of care in multiple ways. Psychiatrists will 
work in both the inpatient unit as well as the partial hospitalization program, thus easing this 
transition for patients and avoiding the potential for gaps to arise in communication or 
appropriate follow-up care. Should an acute episode/relapse occur, physicians will be able to 
admit patients directly to the acute unit and eliminate the need for an ED visit/evaluation. The 
ability to accommodate direct admissions from sub-acute care programs when relapsing illness 
requires such an intervention will reduce unnecessarily overburdening acute hospital EDs and 
inconveniencing patients and families. The integration of self-help programs and family wellness 
programs into the work flows and into the very work spaces of the inpatient program will 
encourage incorporation of this recovery-oriented approach to mental health problems. 

Continuity of these self-help programs and family programs across inpatient, partial 
hospital, and outpatient environments will also promote early identification of relapse and timely 
intervention to reduce utilization of the more intensive and costly service sites. The goal is to 
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support an integrated clinical program, assure continuity of care for patients, and encourage use 
of the most appropriate service setting. For more information on AAMC's existing behavioral 
health programs—including Pathways—please refer to Exhibit 2. 

In summary, the project will positively impact the health care system as follows: 

(a) Improve access, minimize the need for hospital-to-hospital transfer, and reduce delays 
in care for patients in crisis; 

(b) Improve quality of care by providing continuity of care for patients who require 
ongoing treatment; maintain clinical relationships across acute and community-based 
treatment settings; 

(c) Reduce length of stay in the acute care setting by providing alternative mental health 
settings in the same building, and by integrating closely with local community-based 
support services; 

(d) Reduce the relapse rates, readmissions, and return visits to the ED, and improve long-
term outcomes through the integration of substance use and medical services to 
patients and through more effective use of local community-based services; 

(e) Involve family members in the recovery process by providing a more local service 
site and removing the hardship of travel that currently discourages family 
involvement; 

(f) Produce operating efficiencies by leveraging the mental health workforce within the 
inpatient and outpatient programs and sharing well-trained, hard-to-recruit 
professionals; 

(g) Become a community-oriented model for comprehensive mental health services, and 

(h) Promote the training of clinicians at all levels, attract clinical research, and provide a 
setting for effective collaboration with social services. 

(4) 	Existing Program Integration 

AAMC' s electronic health record (EHR) technology, Epic, plays an essential role in 
achieving patient-centered and seamless integrated care across the full continuum. AAMC's Epic 
platform successfully accommodates and connects physicians, nursing, clinicians, and the entire 
behavioral health team and care coordinators to help ensure that all are "on the same page" and 
working to develop an effective, patient-centered care plan. AAMC providers also use CRISP 
(Maryland's health information exchange) to access information on patients who visit multiple 
care locations, which allows for greater care coordination. 

In addition to improved, more coordinated communication, AAMC's Epic platform 
includes a fully integrated behavioral health record that helps to: 

• Promote solution-focused care, 
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behavioral health team and care coordinators to help ensure that all are "on the same page" and
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In addition to improved, more coordinated communication, AAMC's Epic platform
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• Reduce the risk of contraindicated care or conflicting medications, 

• Provide more timely access to patient data, 

• Offer better outcomes tracking, 

• Allow more informed modifications and alterations to the plan of care, and 

• Improve patient-provider relationships. 

(5) Program Leadership 

Raymond Hoffman, MD, is the Medical Director of the AAMC Division of Mental 
Health and Substance Use. He previously served as Medical Director of the Walter P. Carter 
Clinics in the Division of Community Psychiatry at the University of Maryland Medical Center, 
and as Chief Medical Officer at Mosaic Community Services. Mosaic is Maryland's largest 
provider of community-based outpatient, residential rehabilitation, and psychiatric rehabilitation 
programs. Dr. Hoffman's CV is located in Exhibit 3 (a). 

Dawn Hurley, MA, CPRP, is Executive Director of Behavioral Health at AAMC. A 
certified psychiatric rehabilitation practitioner (CPRP), she previously served as the Division 
Director of Adult Psychiatric Rehabilitation at Mosaic Community Services, where she oversaw 
programs of psychiatric rehabilitation, supported employment, occupational therapy, and 
substance use. Ms. Hurley is serving as an appointee to the Governor's Task Force on Behavioral 
Health Initiatives. Ms. Hurley's CV is located in Exhibit 3 (b). 

Barbara Jacobs, RN, is Chief Nursing Officer (CNO) at AAMC. She came to AAMC 
from John Hopkins Suburban Hospital in Bethesda, Maryland where she served as the chief 
nurse officer. She has almost 40 years of nursing experience, beginning her career in New 
Brunswick, New Jersey, then continued to develop her clinical skills at hospitals in Camden, 
New Jersey and Philadelphia, Pennsylvania and served in progressive leadership positions at 
George Washington University Hospital. The inpatient psychiatric unit was her responsibility at 
Suburban Hospital and while Interim CNO at George Washington University Hospital. She is 
certified in gerontological and critical care nursing. Ms. Jacobs' CV is located in Exhibit 3 (c). 

(6) Consistency with AAMC's Long Term Plans 

Vision 2020 — Living Healthier Together, AAMC's ten-year Strategic Plan, defines 
AAMC's mission to enhance the health of the people it serves. In 2014, consistent with its 
overall mission, AAMC developed its Strategic Plan for Behavioral Health to guide it in meeting 
the mental health and substance use needs in its community. Recognizing that access to quality, 
patient-centered behavioral healthcare services is key to having a favorable quality of life in its 
community, AAMC committed in this Strategic Plan to be a leader in promoting access to mental 
health services within a seamless, integrated medical, mental health continuum of care. One of 
the key elements of this Strategic Plan was the development of inpatient psychiatric services at 
AAMC, which the plan targets for FY 2017 — 2018. 
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programs of psychiatric rehabilitation, supported employment, occupational therapy, and
substance use. Ms. Hurley is serving as an appointee to the Governor's Task Force on Behavioral
Health Initiatives. Ms. Hurley's CV is located in Exhibit 3 (b).

Barbara Jacobs, RN, is Chief Nursing Officer (CNO) at AAMC. She came to AAMC
from John Hopkins Suburban Hospital in Bethesda, Maryland where she served as the chief
nurse officer. She has almost 40 years of nursing experience, beginning her career in New
Brunswick, New Jersey, then continued to develop her clinical skills at hospitals in Camden,
New Jersey and Philadelphia, Pennsylvania and served in progressive leadership positions at
George Washington University Hospital. The inpatient psychiatric unit was her responsibility at
Suburban Hospital and while Interim CNO at George Washington University Hospital. She is
certified in gerontological and critical care nursing. Ms. Jacobs' CV is located in Exhibit 3 (c).

(6) Consistency with AAMC's Long Teem Plans

Vision 2020 —Living Healthier Together, AAMC's ten-year Strategic Plan, defines
AAMC's mission to enhance the health of the people it serves. In 2014, consistent with its
overall mission, AAMC developed its Strategic Plan for Behavioral Health to guide it in meeting
the mental health and substance use needs in its community. Recognizing that access to quality,
patient -centered behavioral healthcare services is key to having a favorable quality of life in its
community, RAMC committed in this Strategic Plan to be a leader in promoting access to mental
health services within a seamless, integrated medical, mental health continuum of care. One of
the key elements of this Strategic Plan was the development of inpatient psychiatric services at
AAMC, which the plan targets for FY 2017 — 2018.
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The development of inpatient psychiatric capacity within AAMC's health system is also 
contemplated within its Master Facilities Plan, which shows two options for locating this 
program from a facilities standpoint. One potential location is shown within the acute care 
hospital in the North Tower, and the other location is shown in a new building that could be 
constructed on property on Riva Road in Annapolis where Pathways operates currently. AAMC 
leases the Riva Road property from Anne Arundel County on a long-term basis and the lease 
allows for construction of a freestanding psychiatric hospital on the property with approval from 
the county. AAMC began exploring the construction of a freestanding psychiatric hospital on the 
property conceptually in 2011, generating several conceptual drawings. AAMC participated as 
an interested party in the development of an adjacent site in 2011 to ensure that it would not 
interfere with AAMC's ability to construct a freestanding psychiatric hospital on the property. 
Utilities are in place (including electricity, gas, telephone and data, water and sewer), capital 
connection and other impact fees have been identified, and storm water management planning 
and additional building parking were also explored. 

As will be discussed in further detail below in response to COMAR 10.24.01.08G(3)(c), 
Availability of More Cost-Effective Alternatives (page 79), while the Master Facilities Plan 
identifies two options for the location of inpatient psychiatric capacity within AAMC's health 
system, AAMC determined that establishing this capacity as a freestanding mental health 
hospital on the Riva Road property was the superior option. Among other considerations, the 
patient population to be served often has varied privacy needs from a standard acute-care 
population. This geography offers patients and family members less exposure than at a busy 
acute care, medical center campus. Locating the unit outside of an acute care hospital also 
enables the design team to prepare a pleasing, site-specific milieu while meeting the array of 
applicable codes and regulations as well as the therapeutic and safety needs for patients and staff 
AAMC determined that this location strikes the right "balance between the safest possible 
healing environment and a non-institutional appearance that is correct for the unique conditions 
that exist in each and every facility."4  

(7) 	Facility Details 

(a) 	Construction, renovation, and demolition plans 

Site Features: The proposed facility will be located adjacent to the existing Pathways 
building. As configured on the site, the entrance to the new building will be separate from 
the entrance to the existing Pathways building. The configuration of the new facility 
adjacent to the existing Pathways building allows for an outside courtyard area between 
the buildings to be secured providing an opportunity for staff and patients to utilize 
outdoor space while maintaining privacy and security. 

Parking: Existing parking is sufficient to support both buildings and is readily accessible 
to the new building entrance. The secure ambulance entrance and the loading dock are 
accessible at the basement level with access off of Harry S. Truman Parkway providing a 
separate entrance away from the main entrance on the first floor. 

4 Hunt, James M and David M. Sine "Design Guide for the Build Environment of Behavioral Health Facilities," 
Edition 7.0, May 2015. 
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Primary Building Features: The proposed facility will be a 66,725-square-foot, four-
story structure with three stories above grade on the courtyard and main entrance sides of 
the building, and four stories above grade on the service entrance side of the building. 
Exterior façade will be similar to the existing Pathways building. Façade materials 
include the following: split face concrete masonry units at the building base, face brick as 
the predominant material, stucco in selected areas, and metal-framed windows with 
insulated glass and appropriate security features. Roofing materials consist of standing 
seam metal roofing on sloped surfaces and built-up roofing on flat surfaces. Each of the 
building floors includes the following functional areas: 

Basement Floor: This floor of the building serves primarily to provide the various 
support facilities for the entire building to include the following: centralized 
mechanical systems, central electrical systems, loading dock, kitchen, soiled and 
clean laundry storage, and supply and dietary storage. In addition, the secure 
ambulance entrance is located on this floor with an enclosed ambulance bay 
leading to the appropriate intake and holding area (where patients are examined 
by an Intake Coordinator), and then transport via a secure elevator to the inpatient 
unit on the second floor. 

First Floor: The main entrance to the building occurs on this floor with access 
available from nearby parking as well as a drop-off lane adjacent to the building 
entrance. Upon entering the building, appropriate security features are in place 
before access to the remainder of the building is granted. A multi-purpose room 
next to the vestibule provides space for outside group meetings without having to 
enter the secure portion of the building. Once passing through security, the 
reception, meditation, waiting, vending, and public toilet facilities are 
immediately available. Elevators are configured adjacent to the lobby for 
appropriate secure access to the inpatient unit on the second floor. Beyond the 
lobby, a public corridor provides access to the other functions on this floor. The 
corridor will be glass-enclosed on the building edge providing views and 
controlled access to the outdoor enclosed courtyard. Shell space is included for 
the future outpatient programs. Space is provided for the mental health partial 
hospitalization program with separate areas for adolescent patients, adult patients, 
and staff support functions. At the rear of the building, the service elevator is 
located with access to all building floors. Some storage is also available next to 
the service elevator. 

Second Floor: This floor of the building serves as a 16-bed inpatient unit. 
Patients arriving by ambulance will be transported to this floor via the secure 
elevator discharging into a secure vestibule and subsequent intake into the unit. At 
the front of the building, the other elevator will provide access for families and 
visitors to the unit Immediately adjacent to this elevator are a waiting room, 
public toilets, consult rooms, staff offices, and a staff team room. Upon entering 
the unit, there are two wings of patient rooms. All patient rooms are single 
occupancy with code compliant toilet and shower facilities. In the center of the 
building, the common areas for patients are located with views into the secure 
courtyard and views to the other portions of the site. Staff support areas are also 
located in the center of the building with nurse station sight lines directly down 
each patient wing corridor. At the rear of the building, the occupational therapy 
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program is provided, along with storage and the service elevator, which will 
provide food service to the inpatient unit from the basement floor kitchen. 

Third Floor: This floor is shell space reserved for expansion for potential 
additional inpatient psychiatric beds or outpatient mental health programs. Please 
refer to page 77 below for further discussion of the proposed shell space. 

(b) Changes in square footage of departments and units 

Not applicable. 

(c) Physical plant or location changes 

When it is initiated later this year, AAMC's mental health partial hospitalization program 
will occupy leased space at another location. Upon completion of construction of the 
freestanding facility and end of existing lease, the PHP program will relocate to the new 
facility. 

(d) Changes to affected services following completion of the project 

Except for the relocation of the partial hospitalization program described in (c), there will 
be no change in AAMC's existing health care services following completion of the 
project. 

(e) Multi-phase project 

This is not proposed to be a multi-phased project. The project schedule is described in 
AAMC's response to Application Question 12. 
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Complete the DEPARTMENTAL GROSS SQUARE FEET WORKSHEET (Table B) in 
the CON TABLE PACKAGE for the departments and functional areas to be affected. 

Applicant Response: 

Please see Appendix 1 - Table B. 

9. 	CURRENT PHYSICAL CAPACITY AND PROPOSED CHANGES 

Complete the Bed Capacity (Table A) worksheet in the CON Table Package if the 
proposed project impacts any nursing units. 

Applicant Response: 

Please see Appendix 1 - Table A. 

10. 	REQUIRED APPROVALS AND SITE CONTROL 

A. Site size: Parcel 222 owned by Anne Arundel County is 13.2 acres and the leased 
area is 10.0 acres 

B. Have all necessary State and local land use approvals, including zoning, for the 
project as proposed been obtained? YES 	NO _X_ (If NO, describe below 
the current status and timetable for receiving necessary approvals.) 

AAMC is working with Anne Arundel County to amend the existing lease to 
allowing AAMC to construct the new facility on the leased property. Anne 
Arundel County Executive has provided a letter to AAMC affirming the project 
site will be under the control of AAMC by November 1, 2016. See Exhibit 4. 

The property is zoned appropriately for this use. 

C. Form of Site Control (Respond to the one that applies. If more than one, explain.): 

(1) Owned by: 
Please provide a copy of the deed. 

(2) Options to purchase held by: 
Please provide a copy of the purchase option as an attachment. 

(3) Land Lease held by: Anne Arundel County, Maryland 
Please provide a copy of the land lease as an attachment. 

Applicant Response: Please refer to Exhibit 5 (a), (b), (c), and (d). 

(4) Option to lease held by: 
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Please provide a copy of the option to lease as an attachment. 

(5) 	Other: 
Explain and provide legal documents as an attachment. 
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Please provide a copy of the option to lease as an attachment.

(5) Other:
Explain and provide legal documents as an attachment.
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11. 	PROJECT SCHEDULE 

In completing this section, please note applicable performance requirement time frames 
set forth at COMAR 10.24.01.12B & C. Ensure that the information presented in the 
following table reflects information presented in Application Item 7 (Project 
Description). 

Proposed Project 
Timeline 

Single Phase Pro'ect 
Obligation of 51% of capital expenditure from CON approval 
date 12 months 
Initiation of Construction within 4 months of the effective date of 
a binding construction contract, if construction project 4 months 
Completion of project from capital obligation or purchase order, 
as applicable 24 months 

Multi-Phase Project for an existing health care facility 
(Add rows as needed under this section) 

One Construction Contract months 
Obligation of not less than 51% of capital expenditure up 
to 12 months from CON approval, as documented by a 
binding construction contract. months 
Initiation of Construction within 4 months of the effective 
date of the binding construction contract. months 
Completion of l' Phase of Construction within 24 
months of the effective date of the binding construction 
contract months 

Fill out the following section for each phase. (Add rows as needed) 
Completion of each subsequent phase within 24 months 
of completion of each previous phase months 

Multiple Construction Contracts for an existing health care facility 
(Add rows as needed under this section) 

Obligation of not less than 51% of capital expenditure for 
the 1St  Phase within 12 months of the CON approval date months 
Initiation of Construction on Phase 1 within 4 months of 
the effective date of the binding construction contract for 
Phase 1 months 
Completion of Phase 1 within 24 months of the effective 
date of the binding construction contract. months 

To Be Completed for each subsequent Phase of Construction 
Obligation of not less than 51% of each subsequent phase 
of construction within 12 months after completion of 
immediately preceding phase months 
Initiation of Construction on each phase within 4 months 
of the effective date of binding construction contract for 
that phase months 
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Completion of each phase within 24 months of the 
effective date of binding construction contract for that 
phase 

 

Imonths 
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Completion of each phase within 24 months of the
effective date of binding construction contract for that
phase months
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12. 	PROJECT DRAWINGS 

A project involving new construction and/or renovations must include scalable schematic 
drawings of the facility at least a 1/16" scale. Drawings should be completely legible and 
include dates. 

Project drawings must include the following before (existing) and after (proposed) 
components, as applicable: 

A. Floor plans for each floor affected with all rooms labeled by purpose or function, 
room sizes, number of beds, location of bathrooms, nursing stations, and any 
proposed space for future expansion to be constructed, but not finished at the 
completion of the project, labeled as "shell space". 

B. For a project involving new construction and/or site work a Plot Plan, showing the 
"footprint" and location of the facility before and after the project. 

C. For a project involving site work schematic drawings showing entrances, roads, 
parking, sidewalks and other significant site structures before and after the 
proposed project. 

D. Exterior elevation drawings and stacking diagrams that show the location and 
relationship of functions for each floor affected. 

Applicant Response: 

Please see Exhibit 6, Project Drawings. 
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13. 	FEATURES OF PROJECT CONSTRUCTION 

A. If the project involves new construction or renovation, complete the Construction 
Characteristics (Table C) and Onsite and Offsite Costs (Table D) worksheets in 
the CON Table Package. 

Applicant Response: 

Please see Appendix 1 - Tables C and D. 

B. Discuss the availability and adequacy of utilities (water, electricity, sewage, 
natural gas, etc.) for the proposed project, and the steps necessary to obtain 
utilities. Please either provide documentation that adequate utilities are available 
or explain the plan(s) and anticipated timeframe(s) to obtain them. 

Applicant Response: 

Water. The site is currently served via a 6" meter and 8" service off a 16" water 
main in Harry S. Truman Parkway. The site is located within the "Existing 
Service Area" of the Anne Arundel County Water Master Plan 2013 (Map W-
7). Allocation for water will occur at Preliminary Plan approval. However, 
AAMC's experience with this area of the county indicates available capacity for 
this expansion of the facility. 

Sewer. The site is currently served via an 8" service line from Public Sanitary 
Sewer Manhole #11428 located along Harry S. Truman Parkway. The site is 
located within the "Existing Service Area" of the Anne Arundel County Sewer 
Master Plan 2013 (Map S-7). Allocation for sewer will occur at Preliminary Plan 
approval. However, AAMC's experience with this area of the county indicates 
available capacity for this expansion of the facility. 

Electric. Upgraded electric service from BGE to the existing Pathways was 
performed by BGE in 2014/2015 which will be utilized for the proposed 
expansion. 

Gas. A single 2" gas service was extended to the access road for the recent 
Annapolis Corporate Park Office development to the west of the Pathways 
property. This gas service is readily available for this expansion. 

Telephone/Communications. The proposed expansion will utilize the existing 
services for the Pathways building for any new service. 
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PART II - PROJECT BUDGET 

Complete the Project Budget (Table E) worksheet in the CON Table Package. 

Note: Applicant must include a list of all assumptions and specify what is included in all costs, 
as well the source of cost estimates and the manner in which all cost estimates are derived. 

Applicant Response: 

Please see Appendix 1 - Table E and Exhibit 7, Marshall Valuation Segregated Cost 
Form. 
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PART III - APPLICANT HISTORY, STATEMENT OF RESPONSIBILITY, 
AUTHORIZATION AND RELEASE OF INFORMATION, AND SIGNATURE 

1. List names and addresses of all owners and individuals responsible for the proposed project. 

Victoria W. Bayless, President/CEO 
Anne Arundel Medical Center 
2001 Medical Parkway 
Annapolis, MD 21401 

Anne Arundel Health System, Inc. 
2001 Medical Parkway 
Annapolis, MD 21401 

2. Is any applicant, owner, or responsible person listed above now involved, or has any such 
person ever been involved, in the ownership, development, or management of another health 
care facility? If yes, provide a listing of each such facility, including facility name, address, 
the relationship(s), and dates of involvement. 

The Applicant (Anne Arundel Health System, Inc., or "AAHSI") is the owner of Anne 
Arundel Medical Center (AAMC), an acute care general hospital. Neither AAHSI nor Ms. 
Bayless owns or operates any other health care facility, as that term is defined in Section 19-
114 of the Health-General Article. 

AAHSI does own (directly or indirectly) certain other entitles that provide health care, 
including the following: 
Anne Arundel Health Care Services, Inc. 
Anne Arundel General Treatment Services Inc. 
Anne Arundel Health Care Enterprises, Inc. 
Anne Arundel Medical Center Foundation, Inc. 
Anne Arundel Real Estate Holding Company 
Cottage Insurance Company LTD. 
Anne Arundel Medical Center Collaborative Care Network, LLC 
Anne Arundel Health Systems Research Institute, Inc. 
Physician Enterprise, LLC 

3. In the last 5 years, has the Maryland license or certification of the applicant facility, or the 
license or certification from any state or the District of Columbia of any of the facilities listed 
in response to Question 2, above, ever been suspended or revoked, or been subject to any 
disciplinary action (such as a ban on admissions) ? If yes, provide a written explanation of 
the circumstances, including the date(s) of the actions and the disposition. If the applicant(s), 
owners, or individuals responsible for implementation of the Project were not involved with 
the facility at the time a suspension, revocation, or disciplinary action took place, indicate in 
the explanation. 

None of the health care facilities listed above has had its license or certification suspended, 
revoked, or subjected to disciplinary action in the last 5 years.  
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PART III -APPLICANT HISTORY, STATEMENT OF RESPONSIBILITY,
AUTHORIZATION AND RELEASE OF INFORMATION, AND SIGNATURE

1. List names and addresses of all owners and individuals responsible for the proposed project.

Victoria W. Bayless, President/CEO
Anne Arundel Medical Center
2001 Medical Parkway
Annapolis, MD 21401

Anne Arundel Health System, Inc.
2001 Medical Parkway
Annapolis, MD 21401

2. Is any applicant, owner, or responsible person listed above now involved, or has any such
person ever been involved, in the ownership, development, or management of another health
care facility? If yes, provide a listing of each such facility, including facility name, address,
the relationship(s), and dates of involvement.

The Applicant (Anne Aruzidel Health System, Inc., or "AAHSI") is the owner of Anne
Arundel Medical Center (AAMC), an acute care general hospital. Neither AAHSI nor Ms.
Bayless owns or operates any other health care facility, as that term is defined in Section 19-
114 of the Health -General Article.

AAHSI does own (directly or indirectly) certain other entitles that provide health care,
including the following:
Anne Arundel Health Care Services, Inc.
Anne Arundel General Treatment Services Inc.
Anne Arundel Health Care Enterprises, Inc.
Anne Arundel Medical Center Foundation, Inc.
Anne Arundel Real Estate Holding Company
Cottage Insurance Company LTD.
Anne Arundel Medical Center Collaborative Care Network, LLC
Anne Atlxndel Health Systems Research Institute, Inc.
Physician Enterprise, LLC

In the last 5 years, has the Maryland license or certification of the applicant facility, or the
license or certification from any state or the District of Columbia of any of the facilities listed
in response to Question 2, above, ever been suspended or revoked, or been subject to any
disciplinary action (such as a ban on admissions) ? If yes, provide a written explanation of
the circumstances, including the dates) of the actions and the disposition. If the applicant(s),
owners, or individuals responsible for implementation of the Project were not involved with
the facility at the time a suspension, revocation, or disciplinary action took place, indicate in
the explanation.

None of the health caxe facilities listed above has had its license or certification suspended,
revoked, or subjected to disciplinary action in the last 5 years.
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4. Other than the licensure or certification actions described in the response to Question 3, 
above, has any facility with which any applicant is involved, or has any facility with which 
any applicant has in the past been involved (listed in response to Question 2, above) ever 
received inquiries from a federal or any state authority, the Joint Commission, or other 
regulatory body regarding possible non-compliance with Maryland, another state, federal, or 
Joint Commission requirements for the provision of, the quality of, or the payment for health 
care services that have resulted in actions leading to the possibility of penalties, admission 
bans, probationary status, or other sanctions at the applicant facility or at any facility listed in 
response to Question 2? If yes, provide, for each such instance, copies of any settlement 
reached, proposed findings or final findings of non-compliance and related documentation 
including reports of non-compliance, responses of the facility, and any final disposition or 
conclusions reached by the applicable authority. 

AAMC has received the following inquiries by the entities specified above in regard to the 
quality of or payment for health care services where the inquiry led to (or could still lead to) 
penalties, admission bans, probationary status, or other sanctions (for documentation, please 
see Exhibit 8): 

3-Month Temporary Hold on Medicare Deemed Status — July 2015 
• Outcome: No Penalties (Action Plan accepted, restored full Deemed Status October 

2015). 
• Actions/Monitoring: Documentation and monitoring of Patient Rights conditions of 

participation. 

3-Month Temporary Hold on Medicare Deemed Status - May 2013 
• Outcome: No Penalties (Action Plan accepted, restored full Deemed Status July 

2013). 
• Actions/Monitoring: Documentation and monitoring initiative to improve language 

and interpretation services for patients with limited English proficiency. 
• Note: Self-Reported December 2012. 

Radiation Misadministration — February 2008 
• Outcome: Monetary Fine.5  
• Actions/Monitoring Completed: Developed an Emergent Radiation Oncology 

Protocol. 
• Note: Self-Reported. 

Joint Commission Conditional Accreditation Status - July 2003 
• Outcome: Action Plans accepted and awarded full Accreditation March 2004. 
• Actions/Monitoring Completed: Established evidence of acceptable compliance with 

5 Type 1 Recommendations (Medical Record Documentation, Medication Range 
Orders, Data Analysis, Departmental Scope of Services, and Job Description 
Performance Competencies). 

5 A Maryland Department of the Environment Press release referencing this matter can be found at: 
http://www.mde.state.md.us/programs/PressRoom/Pages/1086.aspx.  
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Medicare/Tricare Billing Claims for Infusion Therapy 
• Outcome: Settlement including five year corporate integrity agreement (closed 2003) 

plus fine. 
• Actions/Monitoring Completed: Appointment of Compliance Officer/Committee, 

Annual Corporate Compliance Education, Implementation of a Corporate 
Compliance Program.6  

• Note: Identified April 1999.  

5. Has any applicant, owner, or responsible individual listed in response to Question 1, above, 
ever pled guilty to, received any type of diversionary disposition, or been convicted of a 
criminal offense in any way connected with the ownership, development, or management of 
the applicant facility or any of the health care facilities listed in response to Question 2, 
above? If yes, provide a written explanation of the circumstances, including as applicable 
the court, the date(s) of conviction(s), diversionary disposition(s) of any type, or guilty 
plea(s). 

No applicant, owner, or responsible individual listed in response to Question 1 above 
has pled guilty to or been convicted of a criminal offense in any way connected with the 
ownership, development or management of the applicant facility or any of the health care 
facilities listed in response to Question 2. 

One or more persons shall be officially authorized in writing by the applicant to sign for and act 
for the applicant for the project which is the subject of this application. Copies of this 
authorization shall be attached to the application. The undersigned is the owner(s), or Board-
designated official of the applicant regarding the project proposed in the application. 

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. 

Date 	 Signature of Owner or Boar*designated Official 

PRE306-rii- (,-eo 
Position/Title 

Printed Name 

6 The institutional memory of relevant AAMC staff does not go further than this time period and therefore a 
comprehensive response to this question is not reasonably possible for time periods before 1999. 
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Medicare/Tricare Billing Claims for Infusion Therapy
• Outcome: Settlement including five year corporate integrity agreement (closed 2003)

plus fine.
• Actions/Monitoring Completed: Appointment of Compliance Officer/Committee,

Amival Corporate Compliance Education, Implementation of a Corporate
Compliance Program. 6

Note: Identified Anril 1999.

5. Has any applicant, owner, or responsible individual listed in response to Question 1, above,
ever pled guilty to, received any type of diversionary disposition, or been convicted of a
criminal offense in any way connected with the ownership, development, or management of
the applicant facility or any of the health care facilities listed in response to Question 2,
above? If yes, provide a written explanation of the circumstances, including as applicable
the court, the dates) of conviction(s), diversionary dispositions) of any type, or guilty
plea(s).

No applicant, owner, or responsible individual listed in response to Question 1 above
has pled guilty to or been convicted of a criminal offense in any way connected with the
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comprehensive response to this question is not reasonably possible for time periods before 1999.
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PART IV - CONSISTENCY WITH GENERAL REVIEW CRITERIA AT COMAR 
10.24.01.08G(3): 

INSTRUCTION: Each applicant must respond to all criteria included in COMAR 
0.24.01.08G(3), listed below. 

An application for a Certificate of Need shall be evaluated according to all relevant State 
Health Plan standards and other review criteria. 

If a particular standard or criteria is covered in the response to a previous standard or criteria, the 
applicant may cite the specific location of those discussions in order to avoid duplication. When 
doing so, the applicant should ensure that the previous material directly pertains to the 
requirement and the directions included in this application form. Incomplete responses to any 
requirement will result in an information request from Commission Staff to ensure adequacy of 
the response, which will prolong the application's review period. 

10.24.01.08G(3)(b). Need. 

The Commission shall consider the applicable need analysis in the State Health Plan. If no 
State Health Plan need analysis is applicable, the Commission shall consider whether the 
applicant has demonstrated unmet needs of the population to be served, and established that 
the proposed project meets those needs. 

INSTRUCTIONS: Please identify the need that will be addressed by the proposed project, 
quantifying the need, to the extent possible, for each facility and service capacity proposed for 
development, relocation, or renovation in the project. The analysis of need for the project should 
be population-based, applying utilization rates based on historic trends and expected future 
changes to those trends. This need analysis should be aimed at demonstrating needs of the 
population served or to be served by the hospital. The existing and/or intended service area 
population of the applicant should be clearly defined. 

Fully address the way in which the proposed project is consistent with each applicable need 
standard or need projection methodology in the State Health Plan. 

If the project involves modernization of an existing facility through renovation and/or expansion, 
provide a detailed explanation of why such modernization is needed by the service area 
population of the hospital. Identify and discuss relevant building or life safety code issues, age 
of physical plant issues, or standard of care issues that support the need for the proposed 
modernization. 

Please assure that all sources of information used in the need analysis are identified. Fully 
explain all assumptions made in the need analysis with respect to demand for services, the 
projected utilization rate(s), the relevant population considered in the analysis, and the service 
capacity of buildings and equipment included in the project, with information that supports the 
validity of these assumptions. 

Explain how the applicant considered the unmet needs of the population to be served in arriving 
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at a determination that the proposed project is needed. Detail the applicant's consideration of the 
provision of services in non-hospital settings and/or through population-based health activities in 
determining the need for the project. 

Complete the Statistical Projections (Tables F and I, as applicable) worksheets in the CON 
Table Package, as required. Instructions are provided in the cover sheet of the CON package. 

Applicant Response: 

Please see Appendix 1 — Table I for Statistical Projections. 

A. 

INTRODUCTION 

1.  

Definitions 

The proposed AAMC mental health hospital will serve adult patients with a mental health 
diagnosis as the primary diagnosis. For purposes of this assessment, mental health services are 
defined based on a mental health diagnosis using the Clinical Classification Software (CCS) 
code as a primary diagnosis. The volume of mental health services documented in this section 
does not include patients treated for substance use/alcohol-related disorders as the primary 
diagnosis. 

2.  

Volume Growth in Anne Arundel County 

Of all counties in Maryland, Anne Arundel County reports the fifth highest volume of 
mental health discharges and the fourth highest volume of ED visits in the State of Maryland for 
mental health.' Moreover, mental health volume for county residents continues to grow. Based 
on HSCRC data, between FY 2014 — 2015, Anne Arundel County reported a 2.1 percent increase 
in adult ED visits for mental health diagnoses and a 1.6 percent increase in adult discharges for 
mental health diagnoses (Chart 3, page 33). 

7 In this section, "mental health" volume is based on a primary diagnosis of mental health as defined by CCS codes; 
figures do not include patients with substance use diagnoses/alcohol-related disorders as the primary diagnosis, 
which patients will not be treated at the mental health hospital proposed in this application. . 
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provision of services in non -hospital settings and/or through population -based health activities in
determining the need for the project.

Complete the Statistical Projections (Tables F and I, as applicable) worksheets in the CON
Table Package, as required. Instructions are provided in the cover sheet of the CON package.

Applicant Response:

Please see Appendix 1 — Table I for Statistical Projections.

A.

INTRODUCTION

1.

Definitions

The proposed RAMC mental health hospital will serve adult patients with a mental health
diagnosis as the primary diagnosis. For purposes of this assessment, mental health services are
defined based on a mental health diagnosis using the Clinical Classification Software (CCS)
code as a primary diagnosis. The volume of mental health services documented in this section
does not include patients treated for substance use/alcohol-related disorders as the primary
diagnosis.

2.

Volume Growth in Anne Arundel County

Of all counties in Maryland, Anne Arundel County reports the fifth highest volume of
mental health discharges and the fourth highest volume of ED visits in the State of Maryland for
mental health. Moreover, mental health volume for county residents continues to grow. Based
on HSCRC data., between FY 2014 — 2015, Anne Arundel County reported a 2.1 percent increase
in adult ED visits for mental health diagnoses and a 1.6 percent increase in adult discharges for
mental health diagnoses (Chart 3, page 33).

7 In this section, "mental health" volume is based on a primary diagnosis of mental health as defined by CCS codes;
figures do not include patients with substance use diagnoses/alcohol-related disorders as the primary diagnosis,
which patients will not be treated at the mental health hospital proposed in this application.
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Chart 3 
Anne Arundel County Residents, Age 18+ Years 
Mental Health Volume at Maryland Hospitals 

FY2013 FY2014 FY2015 

# Mental Health ED Visits 5,056 5,014 5,120 
% change - 0.8% 2.1% 

# Mental Health Discharges 3,558 3,214 3,265 
% change -9.7% 1.6% 

AAMC is taking care of a growing share of Anne Arundel County residents visiting the 
ED with mental health as a primary diagnosis. There was a 4.1 percent increase in ED visits for 
mental health at AAMC from FY 2013 — 2015, as shown below in Chart 2: 

Chart 2 
(re-presented from page 12) 

Anne Arundel County Residents, Age 18+ 
ED Visits for Mental Health 

FY 2013 —2015 

# ED Visits with Mental Health Dx as Primary 

% change, 
Anne Arundel County Residents: Adults, only FY2013 FY2014 FY2015 	2013-2015 

# ED visits for mental health, all hospitals 5,056 5,014 5,120 	 1.3% 

# ED visits for mental health , at AAMC 1,765 1,713 1,837 4.1% 

AAMC market share of ED mental health visits 34.9% 34.2% 35.9% 

Source: HSCRC Abstract Dataset 

Mental health defined by CCS codes, and do not include substance use or alcohol-related disorders 

At the same time, Anne Arundel County—with a total population of 550,000 residents—
has only one hospital (UM BWMC) with an inpatient psychiatric unit, and this unit has 
consistently operated at above 90 percent occupancy through CY 2014 and through most of CY 
2015. As a result, patients in crisis who present at AAMC's ED and who require hospitalization 
must wait in the ED until an available bed is located in another Maryland county, and necessary 
transfer arrangements are made. Typically, patients who require inpatient care are admitted to 
units as far as 40 miles from home. 

The dependence on out-of-area psychiatric units has resulted in lengthy hospital stays and 
difficult transitions for patients post-discharge. In addition, AAMC been challenged to build an 
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At the same time, Anne Arundel County—with a total population of 550,000 residents—
has only one hospital (UM BWMC) with an inpatient psychiatric unit, and this unit has
consistently operated at above 90 percent occupancy through CY 2014 and through most of CY
2015. As a result, patients in crisis who present at AAMC's ED and who require hospitalization
must wait in the ED until an available bed is located in another Maryland county, and necessary
transfer arrangements are made. Typically, patients who require inpatient care are admitted to
units as far as 40 miles from home.

The dependence on out -of -area psychiatric units has resulted in lengthy hospital stays and
difficult transitions for patients post -discharge. In addition, RAMC been challenged to build an
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effective care management model for patients with serious mental health problems. Under its 
GBR contract, AAMC is responsible for a population of more than 1.1 million residents, but 
must rely on out-of-area psychiatric units and out-of-area professional teams for acute 
psychiatric services. This delivery model results in disjointed medical and psychiatric patient 
management for Anne Arundel County residents, and breaks in continuity of care. The 
consequences are described more fully in sections following. 

Accompanying these challenges, Anne Arundel County has experienced an intensified 
need for mental health services to combat addiction rates and overdose deaths. Anne Arundel 
County reports one of the most alarming increases in death rates associated with overdoses 
across the State of Maryland. The rising rates of drug and alcohol-related deaths are largely 
attributable to increases in the number of heroin and fentanyl-related deaths, and the heroin 
epidemic is calling on counties to respond on many levels. Mental health services are critical to 
effective prevention efforts in order to address root causes and to prevent mental health 
conditions from escalating and leading to substance use. 

AAMC is committed to providing the continuum of care that extends across service 
settings, including partial hospitalization, outpatient office sites, home-based services, programs 
at community-based organizations, and residential services. While community-based care 
remains the preferred service site where appropriate, AAMC recognizes the critical need for an 
acute care setting in this region. The population is growing. ED visits for mental health care and 
calls to mobile crisis teams continue to increase, and for a segment of the population, the need 
for an inpatient setting continues to be critical for developing a treatment plan, evaluating the 
efficacy/tolerance of medication(s), establishing ongoing clinical relationships, and/or providing 
self-management training that will support treatment adherence and recovery. Finally, while 
clinicians at AAMC are committed to maximizing the use of the outpatient setting, a large 
majority of patients who present in the ED currently requiring inpatient psychiatric 
hospitalization do not meet the criteria for partial hospitalization, and an inpatient unit is critical 
to effectively manage this population if safety needs are to be met and recovery is to be 
promoted. 

In response to the intensifying need for mental health care services, AAMC proposes to 
build a mental health hospital on a site located approximately three miles from the main hospital 
campus, to be housed in a building that will integrate acute care, partial hospitalization and 
outpatient services. The inpatient program will be licensed as a Special Hospital — Psychiatric, 
and will incorporate 16 bed for adults. The building will also include an expanded partial 
hospitalization program to serve up to 34 adults and adolescents per day, and a range of 
outpatient services including family support, self-help, and prevention programs on a campus for 
mental health services. The new mental health hospital will offer patient-oriented recovery 
programs. Patients will be encouraged to draw on community-services located on the same 
campus and maintain clinical relationships to support successful recovery. 

The mental health hospital itself will serve adult patients only. While there is currently a 
significant need for mental health services for adolescents across the region, AAMC believes that 
its new partial hospitalization program will significantly improve access to care for the 
adolescent population without the addition of beds at this time. This delivery model will be 
closely evaluated in terms of clinical outcomes, patient satisfaction, relapse rates, and ongoing 
need to validate that community needs for adolescents are appropriately met through this 
program and through inpatient beds currently available for adolescents across the State of 
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Maryland. 

3. 

The Continued Need for Inpatient Care: Mental Health Services 

Despite the growing emphasis on community-based care and despite the greater 
availability of communications technology to support home-based care, Maryland has not seen a 
dramatic decline in overall acute psychiatry volume. In fact, between CY 2014 — 2015 (based on 
9 months actual), overall admissions to acute psychiatric units in Maryland were relatively 
stable, as shown on Chart 4 below: 

Chart 4 
# Admissions to Acute Psychiatric Units in Maryland 

CY 2014 — 2015, Annualized 

CY 2014 	CY 2015, 	% Change 
Annualized 

Psychiatric Units, Acute General Hospitals 35,418 36,191 2.2% 
Freestanding Psychiatric Hospitals 13,242 12,892 [2.6 %) 
Total Acute Psychiatric Units 48,660 49,083 0.9% 

Source: HSCRC Abstract Dataset, Experience Report, CY2014-2015 
CY2015 figures annualized based on 9 months actual (Jan-Sept 2015) 
See Chart 28, page 62 for hospital detail 

This reflects a combination of factors that drive a continued need for acute care capacity, 
including: 

• The increase in addictions rates in Maryland, accompanied by mental health conditions 
and family stress that have increased service need, 

• The increase in rates of chronic disease, strongly correlated with higher rates of 
depression and other mental health conditions, and 

• The increase in insurance coverage—brought about through the ACA—providing 
benefits to a larger percentage of Maryland's population. The State of Maryland reports 
more than 220,000 newly eligible adults through the ACA Medicaid expansion. 

The continued need for inpatient resources also reflects a positive recognition of the 
improved outcomes and the sustained benefits produced by inpatient psychiatric care, 
particularly for those patients with both medical and psychiatric conditions. Clinicians and 
payors recognize the value of the inpatient setting to provide: 

• The integration of medical and psychiatric treatment planning in a single service site, and 
the designation of a single care management team, 
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3.

The Continued Need for Inpatient Care: Mental Health Services

Despite the growing emphasis on community -based care and despite the greater
availability of communications technology to support home-based care, Maryland has not seen a
dramatic decline in overall acute psychiatry volume. In fact, between CY 2014 — 2015 (based on
9 months actual), overall admissions to acute psychiatric units in Maryland were relatively
stable, as shown on Chart 4 below:

Chart 4
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Annualized

Psychiatric Units, Acute General Hospitals 35,418 36,191 2.2%
Freestanding Psychiatric Hospitals 13,242 12,892 2.6
Total Acute Psychiatric Units 48,660 49,083 0.9%

Source: HSCRC Abstract Dataset, Experience Report, CY2014-2015
CY2015 figures annualized based on 9 months actual (Jan -Sept 2015)
See Chart 28, page 62 for hospital detail

This reflects a combination of factors that drive a continued need for acute care capacity,
including:

• The increase in addictions rates in Maryland, accompanied by mental health conditions
and family stress that have increased service need,

• The increase in rates of chronic disease, strongly correlated with higher rates of
depression and other mental health conditions, and

• The increase in insurance coveragebrought about through the ACA—providing
benefits to a larger percentage of Maryland's population. The State of Maryland reports
more than 220,000 newly eligible adults through the ACA Medicaid expansion.

The continued need for inpatient resources also reflects a positive recognition of the
improved outcomes and the sustained benefits produced by inpatient psychiatric care,
particularly for those patients with both medical and psychiatric conditions. Clinicians and
payors recognize the value of the inpatient setting to provide:

• The integration of medical and psychiatric treatment planning in a single service site, and
the designation of a single care management team,
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• An effective setting for intensive, concentrated patient education to establish healthy 
patterns of self-management/self-care, and 

• Adequate time and treatment intensity that is more effective at preventing readmission 
and relapse even though the "front-end" costs may be higher relative to community-based 
interventions. 

4. 

Needs Assessment for Acute Psychiatric Beds 

There is no published bed need projection in effect for child, adolescent and adult 
psychiatric beds, and the need projection methodology contained in the State Health Plan 
Chapter is recognized as obsolete. Accordingly, AAMC prepared a needs assessment and a 
volume projection for its proposed mental health hospital based on hospital utilization patterns 
and based on other indicators that identify community need. AAMC's analysis supports the need 
for a 16-bed mental health hospital. The mental health hospital is expected to operate at more 
than 90 percent occupancy beginning in Year 1 of operation. This reflects the large number of 
patients currently seeking care at AAMC through its ED. Indeed, the patient volume for the 
proposed mental health hospital largely already exists at AAMC, but cannot be served at AAMC 
currently. 

B. 

EVIDENCE OF COMMUNITY NEED 

1. 

In FY 2015, a total of 946 adult patients—who could be served at an AAMC mental health 
hospital—had to be transferred from AAMC's ED to an acute psychiatric unit in another 

hospital, resulting in delays and disjointed care. 

Area residents in crisis rely heavily on AAMC as the first point of contact. But AAMC 
can only provide stabilization in the ED and must then transfer patients who require psychiatric 
admission to another hospital. Patients in crisis who present at AAMC must wait in the ED as 
calls are made to locate an available hospital bed and as the necessary transfer arrangements are 
made. 

In FY 2015, a total of 1,173 patients initially served in AAMC's ED required transfer to 
an inpatient psychiatric unit at another hospital. Of these 1,173 patients, a total of 946 of these 
patients were adult patients and, based on clinical diagnosis, could have been served by an acute 
psychiatric unit at AAMC.8  These patients are referred to as "AAMC-eligible existing 
patients." Assuming a relatively short stay of 6 days, this volume equates to approximately 14 
occupied beds attributed to existing patients served in AAMC's ED.9  Assuming that the 

8 See Technical Notes for definition of "Clinical Exclusions," i.e. patient populations not expected to be served by 
the mental health hospital at AAMC; 946 patients represent adult patients with diagnoses expected to be served in 
the proposed mental health hospital. 
9 Based on current transfer volume and projected LOS at an AAMC unit of 6 days, and a 90% retention rate 

36 

• An effective setting for intensive, concentrated patient education to establish healthy
patterns of self-management/self-care, and

• Adequate time and treatment intensity that is more effective at preventing readmission
and relapse even though the "front-end" costs may be higher relative to community -based
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Needs Assessment for Acute Psychiatric Beds

There is no published bed need projection in effect for child, adolescent and adult
psychiatric beds, and the need projection methodology contained in the State Health Plan
Chapter is recognized as obsolete. Accordingly, RAMC prepared a needs assessment and a
volume projection for its proposed mental health hospital based on hospital utilization patterns
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than 90 percent occupancy beginning in Year 1 of operation. This reflects the large number of
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EVIDENCE OF COMMUNITY NEED
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In FY 2015, a total of 946 adult patients—who could be served at an RAMC mental health
hospital—had to be transferred from AAMC's ED to an acute psychiatric unit in another

hospital, resulting in delays and disjointed care.

Area residents in crisis rely heavily on RAMC as the first point of contact. But RAMC
can only provide stabilization in the ED and must then transfer patients who require psychiatric
admission to another hospital. Patients in crisis who present at AAMC must wait in the ED as
calls are made to locate an available hospital bed and as the necessary transfer arrangements are
made.

In FY 2015, a total of 1,173 patients initially served in AAMC's ED required transfer to
an inpatient psychiatric unit at another hospital. Of these 1,173 patients, a total of 946 of these
patients were adult patients and, based on clinical diagnosis, could have been served by an acute
psychiatric unit at AAMC.B These patients are referred to as "AAMC-eligible existing
patients." Assuming a relatively short stay of 6 days, this volume equates to approximately 14
occupied beds attributed to existing patients served in AAMC's ED.9 Assuming that the

8 See Technical Notes for definition of "Clinical Exclusions," i.e. patient populations not expected to be served by
the mental health hospital at RAMC; 946 patients represent adult patients with diagnoses expected to be served in
the proposed mental health hospital.
9 Based on current transfer volume and projected LOS at an AAMC unit of 6 days, and a 90%retention rate
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psychiatric partial hospitalization program would meet the needs for 15 to 20 percent of patients 
who are currently hospitalized (i.e. would substitute for inpatient care), this FY 2015 volume 
presenting in AAMC's ED (946 patients with 90 percent retention, less 15 percent in the partial 
hospitalization program), alone, would fill 12 occupied beds. This volume does not even include 
the more than 500 cases now transferred from BWMC's ED for lack of inpatient capacity, and 
does not account for demographic growth. 

Currently, AAMC transfers this patient population to 22 different hospitals. Rarely is 
there an available bed at UM BWMC (the one local hospital with an acute psychiatric unit) 
because UM BWMC operates with a limited capacity of 14 beds and with a high-volume ED. In 
FY 2015, AAMC was not able to transfer any of its mental health patients to UM BWMC 
because of its consistently high occupancy. Instead, AAMC patients who require admission are 
typically transferred to a hospital 40 miles from AAMC. The distribution of AAMC transfers, by 
receiving hospital, is documented on Chart 5 below: 

Chart 5 
Transfers of Adult Patients from AAMC ED to Acute Psychiatric Units in Maryland 

AAMC-Eligible, Existing Patient Base 
FY 2015 

(N = 946 cases) 

Hospital 	 # Patients Transferred 	% Patients Transferred 
Sheppard Pratt 	 712 	 75.3% 
Bon Secours 	 39 	 4.1% 
UM Shore, Dorchester 	 33 	 3.5% 
Calvert Memorial 	 24 	 2.5% 
Washington Adventist 	 22 	 2.3% 
Greater Laurel Regional 	 19 	 2.0% 
Johns Hopkins Bayview 	 15 	 1.6% 
MedStar Union Memorial 	 10 	 0.3% 
MedStar Southern Maryland 	 10 	 1.1% 
Univ of MD Medical Center 	 9 	 1.0% 
MedStar Franklin Square 	 8 	 0.8% 
Potomac Ridge 	 8 	 0.8% 
UM St Joseph 	 6 	 0.6% 
LifeBridge Sinai 	 6 	 0.6% 
LifeBridge Northwest 	 6 	 0.6% 
Union of Cecil 	 4 	 0.4% 
All Other 	 15 	 1.6% 

Total 	 946 	 100.0% 
Source: HSCRC Abstract Database 
"AAMC-eligible patients" defined by psychiatric diagnosis codes, with exclusions applied by AAMC based on 
patient cohorts whom the proposed mental health hospital is not expected to serve; see Technical Notes for diagnosis 
codes. 
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Chart 5
Transfers of Adult Patients from AAMC ED to Acute Psychiatric Units in Maryland

RAMC-Eligible, Existing Patient Base
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Hospital #Patients Transferred
Sheppard Pratt 712
Bon Secours 39
UM Shore, Dorchester 33
Calvert Memorial 24
Washington Adventist 22
Greater Laurel Regional 19
Johns Hopkins Bayview 15
MedStar Union Memorial 10
MedStar Southern Maryland 10
Univ of MD Medical Center 9
MedStar Franklin Square 8
Potomac Ridge 8
UM St Joseph 6
LifeBridge Sinai 6
LifeBridge Northwest 6
Union of Cecil 4
All Other 15
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Source: HSCRC Abstract Database
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codes.

37



The lack of an acute care unit at AAMC results in the following: 

• Delays in care at the point of crisis — More than 50 percent of patients waited 24 to 48 
hours until a transfer could be arranged. On average, patients wait 28 hours between 
arrival to the ED and transfer (Chart 6 below). 

Chart 6 
Average ED Turnaround Time 

Adult Transfers to Inpatient Psychiatric Care 
CY 2014 

Average ED Arrival to 
Arrival Month 	 ED Departure (Hour s) 

CY2014 01 	 24 
CY2014 02 	 31 
CY2014 03 	 27 
CY2014 04 	 27 
CY2014 05 
CY2014 06 
CY2014 07 	 25 
CY2014 08 	 51 
CY2014 09 	 3-1 
CY2014 10 	 ZS 
CY2014 11 	 27 
CY2014 12 	 2f 

Grand Total 	 28 

Source: AAMC Data Warehouse. Adult ED patients from 1/1/14 — 12/31/14 who were transferred to an inpatient 
psychiatric facility. Includes mental health patients only. 

• Hardship/Disengagement of families — Families typically face one hour travel time to 
visit with loved ones, making it more difficult to stay engaged in the treatment and 
recovery period. Many families depend on public transportation which is expensive and 
oftentimes unavailable to transport them to the facilities outside of Anne Arundel County. 

• Disjointed medical and psychiatric care management — A significant percentage of 
patients with psychiatric conditions are also afflicted with chronic medical conditions. 
Transfer to another hospital for psychiatric care means that medical management and 
psychiatric management is disconnected, weakening the more effective integrated care 
management model that AAMC provides. 

• Disruption in continuity of care — After discharge from out-of-area hospitals, patients 
return to the Anne Arundel County region and often must establish new provider 
relationships or experience significant wait times to access ongoing care. 
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• Delays in care at the point of crisis —More than 50 percent of patients waited 24 to 48
hours until a transfer could be arranged. On average, patients wait 28 hours between
arrival to the ED and transfer (Chart 6 below).

Chart 6
Average ED Turnaround Time

Adult Transfers to Inpatient Psychiatric Care
CY 2014

Average EO Arrival to
Arrival Month ED DEparturE (How,►
CY2014 O1 24
CY2014 02 31
CY2014 03 27
CY2014 04 27
CY2014 OS 28
CY2014 06 29
CY2014 07 25
CY2014 08 31
CY2014 09 34
CY2014 30 28
CY2014 11 27
CY2014 12 26

Grand Total 28

Source: AAMC Data Warehouse. Adult ED patients from 1/1/14 —12/31/14 who were transferred to an inpatient
psychiatric facility..Includes mental health patients only.

• Hardship/Disengagement of families —Families typically face one hour travel time to
visit with loved ones, making it more difficult to stay engaged in the treatment and
recovery period. Many families depend on public transportation which is expensive and
oftentimes unavailable to transport them to the facilities outside of Anne Arundel County.

• Disjointed medical and psychiatric care management — A significant percentage of
patients with psychiatric conditions are also afflicted with chronic medical conditions.
Transfer to another hospital for psychiatric care means that medical management and
psychiatric management is disconnected, weakening the more effective integrated care
management model that RAMC provides.

• Disruption in continuity of care —After discharge from out -of -area hospitals, patients
return to the Anne Arundel County region and often must establish new provider
relationships or experience significant wait times to access ongoing care.
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2. 

Overall need for inpatient mental health services by Anne Arundel County residents has 
increased, and local hospital capacity cannot meet this need. 

Anne Arundel County reports the fifth highest volume of mental health admissionsl°  
across all counties in Maryland,11  and both mental health discharges and ED visits for Anne 
Arundel County residents increased this past year (see Chart 7 below). Between FY 2014 — 2015, 
adult mental health discharges for Anne Arundel County residents increased by 1.6 percent and 
ED visits for mental health diagnoses increased by 2.1 percent in one year. 

Chart 7 
Anne Arundel County Residents 

Adult Mental Health Hospital Volume 
FY 2013 - 2015 

FY2013 FY 2014 FY 2015 
# Mental Health Discharges 3,558 3,214 3,265 
% Change, Year to Year (9.7%) 1.6% 

Average Length of Stay 6.0 6.3 6.3 

# Occupied Beds for Mental 
Health Dx as Primary 64 61 63 

# ED Visits 5,056 5,014 5,120 

% Change, Year to Year (0.8%) 2.1% 

Source: HSCRC Abstract Dataset 
Mental health admissions and ED visits defined by CCS codes, and do not include substance use/alcohol-related 
disorders 

While the county saw a use rate decline from FY 2013 — 2014, the admission rate and ED 
visit rate for mental health services was effectively flat between FY 2014 — 2015, as shown on 
Chart 8 (page 40). The need for another comprehensive service program in the county, including 
effective inpatient management, remains high. 

10 Hospital volume for "mental health" is defined in this section based on CCS codes, and does not include 
substance use diagnoses. 
11 In rank order, these counties include: Baltimore City, Baltimore County, Montgomery County, Prince George's 
County, Anne Arundel County (Source: HSCRC Abstract Dataset, FY2015, based on CCS code for "mental health;" 
does not include substance use/alcohol-related disorders) 
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FY 2013 FY 2014 FY 2015
# Mental Health Discharges 3,558 3,214 3,265
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Health Dx as Primary 64 61 63

# ED Visits 5,056 5,014 5,120

Change, Year to Year (0.8%) 2.1

Source: HSCRC Abstract Dataset
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While the county saw a use rate decline from FY 2013 — 2014, the admission rate and ED
visit rate for mental health services was effectively flat between FY 2014 — 2015, as shown on
Chart 8 (page 40). The need for another comprehensive service program in the county, including
effective inpatient management, remains high.

10 Hospital volume for "mental health" is defined in this section based on CCS codes, and does not include
substance use diagnoses.
11 In rank order, these counties include: Baltimore City, Baltimore County, Montgomery County, Prince George's
County, Anne Arundel County (Source: HSCRC Abstract Dataset, FY2015, based on CCS code for "mental health;"
does not include substance use/alcohol-related disorders)
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Chart 8 
Anne Arundel County Residents 

Adult Mental Health Hospital Volume 
FY 2013 - 2015 

FY 2013 FY 2014 FY 2015 

Adult Population 410,593 417,589 422,882 

Mental Health Discharges 
# Adult Discharges 3,558 3,214 3,265 
Discharges per 1,000 8.67 7.70 7.72 

Mental Health ED Visits 
# Adult ED Visits 5,056 5,014 5,120 
ED Visits per 1,000 12.31 12.01 12.11 

Sources: (1) HSCRC Abstract Dataset (2) Nielsen, Inc. 
Mental health discharges defined by CCS codes, and do not include substance use/and alcohol-related disorders 

Currently, UM BWMC operates the only acute psychiatric unit in the county. UM 
BWMC's unit admits its patients largely from its own ED and rarely has the bed capacity to 
accept transfers. In fact, HSCRC discharge data documents that in FY 2015, UM BWMC itself 
transferred 530 adult cases to other hospitals for admission to a psychiatric unit, highlighting the 
capacity constraints of this 14-bed unit.12  These 530 cases can be assumed to be largely patients 
seen in the ED at UM BWMC, but the psychiatric unit at UM BWMC could not accommodate. 

Only twenty-seven percent of Anne Arundel County patients are served in-county. 
Seventy-three percent of Anne Arundel County patients are admitted to out-of-area 
hospitals. (See Chart 9, page 41). 

12 These 530 cases only represent "AAMC-eligible cases," i.e. adult cases who would be eligible for the proposed 
AAMC Mental Health Hospital; total transfers are likely higher 
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Currently, UM BWMC operates the only acute psychiatric unit in the county. UM
BWMC's unit admits its patients largely from its own ED and rarely has the bed capacity to
accept transfers. In fact, HSCRC discharge data documents that in FY 2015, UM BWMC itself
transferred 530 adult cases to other hospitals for admission to a psychiatric unit, highlighting the
capacity constraints of this 14-bed unit. 12 These 530 cases can be assumed to be largely patients
seen in the ED at UM BWMC, but the psychiatric unit at UM BWMC could not accommodate.

Only twenty-seven percent of Anne Arundel County patients are served in -county.
Seventy-three percent of Anne Arundel County patients are admitted to out -of -area
hospitals. (See Chart 9, page 41).

12 These 530 cases only represent "AAMC-eligible cases," i.e. adult cases who would be eligible for the proposed
AAMC Mental Health Hospital; total transfers are likely higher
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Chart 9 
Anne Arundel County Residents 

Total Inpatient Adult Discharges for Mental Health, by Hospital 
FY 2015 

Hospital # Discharges % Discharges 
Sheppard Pratt 1,076 33.0% 
UM BWMC 729 22.3% 
MedStar Franklin Square 159 4.9% 
Anne Arundel Medical Center[11  152 4.7% 
Bon Secours Hospital 127 3.9% 
UMMC 126 3.9% 
Johns Hopkins Hospital 116 3.6% 
Laurel Regional Hospital 101 3.1% 
UM St. Joseph 60 1.8% 
MedStar Union Memorial 59 1.8% 
UMMC Midtown Campus 58 1.8% 
Johns Hopkins Bayview 57 1.7% 
Howard County General Hospital 56 1.7% 
MedStar Montgomery General Hospital 48 1.5% 
Other Specialty Psychiatric Facilities 50 1.5% 
Washington Adventist Hospital 41 1.3% 
UM Shore - Dorchester 38 1.2% 
Calvert Memorial Hospital 36 1.1% 
Northwest Hospital 24 0.7% 
MedStar Southern Maryland Hospital Center 24 0.7% 
MedStar Harbor Hospital Center 20 0.6% 
Carroll Hospital Center 20 0.6% 
Prince George's Hospital Center 17 0.5% 
Harford Memorial Hospital 13 0.4% 
Suburban Hospital 12 0.4% 
Sinai Hospital 11 0.3% 
MedStar St. Mary's Hospital 7 0.2% 
Union Hospital of Cecil County 6 0.2% 
St. Agnes Hospital 5 0.2% 
Peninsula Regional Medical Center 4 0.1% 
GBMC 4 0.1% 
Meritus Medical Center 2 0.1% 
Mercy Medical Center 2 0.1% 
Frederick Memorial Hospital 2 0.1% 
Shady Grove Adventist Hospital 1 0.0% 
Fort Washington Medical Center 1 0.0% 
Atlantic General Hospital 1 0.0% 
Total 3,265 100.0% 
Source: HSCRC Abstract Dataset. 
Mental health discharges defined by CCS codes, and do not include substance use/alcohol-related disorders. 
[1] Mental health discharges at AAMC in this chart are accounted for by cases admitted for OB/GYN and 
neurologic indications, as well as those admitted for medical or surgical indications. 
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Peninsula Regional Medical Center 4 0.1
GBMC 4 0.1
Meritus Medical Center 2 0.1
Mercy Medical Center 2 0.1
Frederick Memorial Hospital 2 0.1%
Shady Grove Adventist Hospital 1 0.0%
Fort Washington Medical Center 1 0.0%
Atlantic General Hospital 1 0.0%
Total 3,265 100.0%
Source: HSCRC Abstract Dataset.
Mental health discharges defined by CCS codes, and do not include substance use/alcohol-related disorders.
[1] Mental health discharges at AAMC in this chart are accounted for by cases admitted for OB/GYN and
neurologic indications, as well as those admitted for medical or surgical indications.
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While high-quality programs operate outside the county, the dependence on out-of-area 
facilities has serious consequences: 

• Medical management and mental health management are separated across 2 services sites 
and 2 clinical management teams. The opportunities for integrated care management, widely 
recognized as important on multiple levels, are sacrificed. 

• Length of stay in out-of-county facilities tends to be longer than necessary because out-of-
county programs are not as well-integrated with local, community-based resources in Anne 
Arundel County. As a result, care planning for post-discharge supports is more time-
consuming and hospital stays are unnecessarily extended. This is reflected in the 
comparatively longer length of stay for Anne Arundel County residents admitted for mental 
health conditions, as shown on Chart 10 below. 

Chart 10 
Average Length of Stay 

Adult Mental Health Discharges at Maryland Hospitals 
By County of Residence 

FY 2015 

# Discharges 	ALOS 

Anne Arundel County discharges, mental health dx 	3,265 	7.0 days 
All other discharges, mental health dx 	 39,677 	6.3 days 
Total Maryland hospital discharges mental health dx 	42,932 	6.3 days 

Source: HSCRC Abstract Dataset. 
Mental health discharges defined by CCS codes, and do not include substance use/alcohol-related disorders. 

• After discharge, patients often return home to Anne Arundel County post-crisis without an 
established relationship with a local provider for continuity of care close to home. Patients 
frequently must establish new clinical relationships and often experience extended wait times 
until they can be seen by a provider. 

• Clinicians report that it is more difficult to engage family members when they live far away, 
and that quality of care often suffers. Families who face long drive times or depend on public 
transportation are often less inclined to participate in the treatment and recovery process due 
to these transportation hardships. Family members are typically less involved in the 
treatment, and may then be less equipped to support the extended recovery at home. 

3. 

Area residents rely heavily on EDs for episodic mental health care services, which further 
intensifies the escalating need for ED services resulting from the heroin epidemic and high 

substance use trends in the county. 

Anne Arundel County residents with chronic mental health conditions rely heavily on 
hospital EDs for episodic mental health care, as reflected in the comparative use rates on Chart 
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Arundel County. As a result, care planning for post -discharge supports is more time-
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Source: HSCRC Abstract Dataset.
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• After discharge, patients often return home to Anne Arundel County post -crisis without an
established relationship with a local provider for continuity of care close to home. Patients
frequently must establish new clinical relationships and often experience extended wait times
until they can be seen by a provider.

• Clinicians report that it is more difficult to engage family members when they live far away,
and that quality of care often suffers. Families who face long drive times or depend on public
transportation are often less inclined to participate in the treatment and recovery process due
to these transportation hardships. Family members are typically less involved in the
treatment, and may then be less equipped to support the extended recovery at home.

3.

Area residents rely heavily on EDs for episodic mental health care services, which further
intensifies the escalating need for ED services resulting from the heroin epidemic and high

substance use trends in the county.

Anne Arundel County residents with chronic mental health conditions rely heavily on
hospital EDs for episodic mental health care, as reflected in the comparative use rates on Chart
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11 below, across counties of the Health Planning Area. The figures documented below highlight 
that Anne Arundel County residents demonstrate notably high ED use rates for mental health 
diagnoses, specifically (as distinct from ED visits for substance use diagnoses): 

Chart 11 
Adult ED Visits for Behavioral Health 

Based on County of Residence 

Six-County Health Planning Area 
FY 2015 

Adult 

# Adult ED Visits Adult ED Visits per 1,000 

Mental 
Substance 

Use 
Total 

Behavioral Mental 
Substance 

Use 
Total 

Behavioral 
County Population Health Related Health Health Related Health 
Baltimore City 497,492 13,018 9,667 22,685 26.2 19.4 45.6 
Anne Arundel 425,048 5,120 2,717 7,837 12.0 6.4 18.4 
Baltimore 655,659 7,228 4,041 11,269 11.0 6.2 17.2 
Harford 189,555 1,829 1,067 2,896 9.6 5.6 15.3 
Carroll 121,980 1,105 759 1,864 9.1 6.2 15.3 
Howard 239,862 1,475 709 2,184 6.1 3.0 9.1 

Sources: (a) HSCRC Abstract Dataset (b) Nielsen, Inc. 
Note: Data includes patient volume from Maryland hospitals only. Figures do not reflect ED volume at Washington, 
DC hospitals. 

The heavy reliance on the hospital ED for mental health care is reflected most 
dramatically in hospital volumes at AAMC's ED itself. Between FY 2014 — 2015, ED visits at 
AAMC with a mental health diagnosis as a primary diagnosis increased by 8 percent in one year, 
as indicated on Chart 12 (page 44). More than three quarters of this patient volume represents 
residents of Anne Arundel County. Thus, even though AAMC has not had an acute psychiatric 
unit, county demographic growth and the role of AAMC as the dominant provider has resulted in 
substantial growth in mental health volume in its ED. 

43 

11 below, across counties of the Health Planning Area. The figures documented below highlight
that Anne Arundel County residents demonstrate notably high ED use rates for mental health
diagnoses, specifically (as distinct from ED visits for substance use diagnoses):
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The heavy reliance on the hospital ED for mental health care is reflected most
dramatically in hospital volumes at AAMC's ED itself Between FY 2014 — 2015, ED visits at
RAMC with a mental health diagnosis as a primary diagnosis increased by 8 percent in one year,
as indicated on Chart 12 (page 44). More than three quarters of this patient volume represents
residents of Anne Arundel County. Thus, even though RAMC has not had an acute psychiatric
unit, county demographic growth and the role of RAMC as the dominant provider has resulted in
substantial growth in mental health volume in its ED.
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Chart 12 
ED Visits to AAMC 

With Mental Health Diagnosis as Primary Diagnosis 
Adults, age 18+ only 

# ED Visits 

County of Residence FY 2013 FY 2014 FY 2015 
Anne Arundel 1,765 1,701 1,837 
Prince George's 184 206 218 
Queen Anne's 104 102 92 
Calvert 39 53 42 
Baltimore City 35 28 46 
Baltimore 21 22 32 
Montgomery 10 9 10 
Saint Mary's 8 1 4 
Caroline 10 9 8 
Howard 11 15 15 
Dorchester 5 3 1 
Frederick 2 5 2 
Harford 3 0 2 
Talbot 3 6 7 
Worcester 5 1 4 
Charles 1 4 6 
Kent 4 5 9 
Wicomico 1 3 6 
Carroll 1 4 1 
Allegany 1 0 0 
Cecil 0 1 4 
Washington 0 0 3 
Out of State 64 53 59 
Unknown 6 1 1 

TOTAL 2,283 2,238 2,420 

% Change, Year Over (2.0%) 8.1% 
Year 

Source: HSCRC Abstract 
Database 

Notes: 

[1] Mental health visits defined by CCS code as primary diagnosis 

[2] Excludes substance use as primary diagnosis 
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Of particular concern is the number of repeat visits to AAMC's ED, further highlighting 
a pattern of "episodic management" for chronic mental health conditions. In FY 2015, a total of 
70 unique patients presented at AAMC's ED three or more times in one year with a mental 
health condition as the primary diagnosis as shown on Chart 13 below, a pattern that 
underscores the need for an improved delivery system for psychiatric care. 

Chart 13 
AAMC 

Adult Patients with Multiple ED Visits with Mental Health Diagnosis 
as Primary Diagnosis 

FY 2015 

# of Unduplicated Adult Patients 
(Age 18+ Years)  

1 visit to ED 	 1,769 
2 visits to ED 	 168 
3 visits to ED 	 41 
4+ visits to ED 	 29 
Total number of unique 	2,007 	patients 
patients 

Source: HSCRC Confidential Dataset for AAMC 

This utilization pattern likely reflects the lack of a local provider, lack of effective 
management/treatment planning early on, weak home supports, and/or poor self-management 
skills—each of these factors may be contributing to this pattern of episodic crisis management. 
In response, AAMC's proposed program aims to provide early intervention, effective evaluation 
and treatment planning, continuity of care and provider relationships, and a comprehensive 
setting for effective patient education and teaching of self-management skills to support 
successful, long-term community-based management. Taken together, this model is expected to 
reduce the dependence on the ED for episodic care. 

4. 

Mental health conditions that are poorly managed in the absence of an 
inpatient unit are contributing to medical readmissions. 

In FY 2015, more than 40 percent of the readmissions to AAMC were accompanied by a 
mental health primary or secondary diagnosis, as indicated on Chart 14 (page 46). The 
interconnectedness of chronic medical conditions and chronic mental health conditions is well-
recognized: Chronic mental health conditions are often correlated with poor self-care and/or 
deteriorating medical conditions, and chronic medical conditions are often accompanied by 
declining mental health. The high rate of mental health diagnoses among readmitted patients 
indicates the serious need for a well-resourced mental health delivery system to support self-
management and personal well-being. 
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Of particular concern is the number of repeat visits to AAMC's ED, further highlighting
a pattern of "episodic management" for chronic mental health conditions. In FY 2015, a total of
70 unique patients presented at AAMC's ED three or more times in one year with a mental
health condition as the primary diagnosis as shown on Chart 13 below, a pattern that
underscores the need for an improved delivery system for psychiatric care.
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This utilization pattern likely reflects the lack of a local provider, lack of effective
management/treatment plarming early on, weak home supports, and/or poor self -management
skills—each of these factors maybe contributing to this pattern of episodic crisis management.
In response, AAMC's proposed program aims to provide early intervention, effective evaluation
and treatment planning, continuity of care and provider relationships, and a comprehensive
setting for effective patient education and teaching of self -management skills to support
successful, long-term community -based management. Taken together, this model is expected to
reduce the dependence on the ED for episodic care.

4.

Mental health conditions that are poorly managed in the absence of an
inpatient unit are contributing to medical readmissions.

In FY 2015, more than 40 percent of the readmissions to RAMC were accompanied by a
mental health primary or secondary diagnosis, as indicated on Chart 14 (page 46). The
interconnectedness of chronic medical conditions and chronic mental health conditions is well -
recognized: Chronic mental health conditions are often correlated with poor self -care and/or
deteriorating medical conditions, and chronic medical conditions are often accompanied by
declining mental health. The high rate of mental health diagnoses among readmitted patients
indicates the serious need for awell-resourced mental health delivery system to support self -
management and personal well-being.
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Chart 14 
# of 30-Day Readmissions at AAMC with Mental Health Diagnosis 

Including Inpatient and Observation >23 Hours 
Patients Age 18+ Years 

FY 2015 

Total Number of Readmissions at AAMC 	 2,223 
# of Readmissions with Mental Health Diagnosis as an Accompanying 
Diagnosis 	 906 
% of Readmissions with Mental Health as Accompanying Diagnosis 	 41% 

Source: HSCRC Confidential Dataset for AAMC 

Profiles of the high utilizer population at AAMC further highlight the need to better 
address the behavioral health needs for AAMC's patient base in order to reduce utilization and 
the total costs of care. In an analysis of high utilizers at AAMC during FY 2015, a total of 1,089 
high utilizers were identified. Closer analysis showed that 50 percent of these high utilizing 
patients had an accompanying mental health diagnosis. An additional 20 percent had a 
substance use, or substance use and mental health co-occurring diagnosis, as indicated on Chart 
15 below. 

Chart 15 
AAMC High Utilizer Patients13  with Accompanying 

Mental Health or Substance Use Diagnosis 

FY 2015 
High Utilizer Patients at AAMC 	 # Patients 	% High Utilizers  
Accompanied by a Mental Health Diagnosis 	 547 	 50% 
Accompanied by a Substance Use Diagnosis 	 46 	 4% 
Accompanied by a Substance Use and Mental Health 

	

175 	 16% 
Diagnosis 
All Other High Utilizers 	 321 	 29% 

Total Number of High Utilizers at AAMC 
	

1,089 	 100% 

Source: FY 2015 HSCRC Confidential Dataset for AAMC 
Mental health and substance use diagnoses defined by CCS codes 

AAMC cannot effectively address the needs of the high utilizer population without the 
continuum of mental health services, including inpatient care. An acute psychiatric stay is often 
critical to (a) establish firm and stable clinical management relationships, (b) initiate effective 
medication management where appropriate, (c) integrate psychiatric management with 
management of chronic medical conditions, (d) provide a setting for patient education that 
produces lasting behavior change, and (e) establish communication systems that assure a local 
response from a familiar provider. 

13 "High utilizers" defined as patients with > 3_inpatient and/or 23 hour+ Observation stays in a 12 month period 
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Chart 14
# of 30-Day Readmissions at AAMC with Mental Health Diagnosis

Including Inpatient and Observation >23 Hours
Patients Age 18+ Years

FY 2015

Total Number of Readmissions at RAMC 2,223
# of Readmissions with Mental Health Diagnosis as an Accompanying
Diagnosis 906

of Readmissions with Mental Health as Accompanying Diagnosis 41

Source: HSCRC Confidential Dataset for RAMC

Profiles of the high utilizer population at RAMC further highlight the need to better
address the behavioral health needs for AAMC's patient base in order to reduce utilization and
the total costs of care. In an analysis of high utilizers at RAMC during FY 2015, a total of 1,089
high utilizers were identified. Closer analysis showed that 50 percent of these high utilizing
patients had an accompanying mental health diagnosis. An additiona120 percent had a
substance use, or substance use and mental health co-occurring diagnosis, as indicated on Chart
15 below.

Chart 15
RAMC High Utilizer Patients 13 with Accompanying

Mental Health or Substance Use Diagnosis

FY 2015
High Utilizer Patients at RAMC
Accompanied by a Mental Health Diagnosis
Accompanied by a Substance Use Diagnosis
Accompanied by a Substance Use and Mental Health
Diagnosis
All Other High Utilizers

Total Number of High Utilizers at AAMC

Source: FY 2015 HSCRC Confidential Dataset for AAMC
Mental health and substance use diagnoses defined by CCS codes

# Patients %High Utilizers
547 50%

46 4%

175 16%

321 29%

1,089 100%

RAMC cannot effectively address the needs of the high utilizer population without the
continuum of mental health services, including inpatient care. An acute psychiatric stay is often
critical to (a) establish firm and stable clinical management relationships, (b) initiate effective
medication management where appropriate, (c) integrate psychiatric management with
management of chronic medical conditions, (d) provide a setting for patient education that
produces lasting behavior change, and (e) establish communication systems that assure a local
response from a familiar provider.

13 "High utilizers" defined as patients with > 3 inpatient and/or 23 hour+ Observation stays in a 12 month period



Clinicians at AAMC expect the proposed mental health hospital will reduce readmission 
rates and reduce the number of high utilizers. In many cases, an inpatient stay with effective 
follow-up will be the most effective strategy to reduce readmissions, promote healthy behaviors, 
and facilitate successful community living. Taken together, this approach is expected to reduce 
the overall cost of care. 

5.  

There has been a significant growth in the number of calls to the county's Mobile Crisis 
Teams, another indication that many patients lack a stable provider and/or 

an effective treatment plan. 

The Mobile Crisis Team serving Anne Arundel County reports a significant growth in the 
number of calls this past year, as documented by the following operating statistics on Chart 16 
below: 

Chart 16 
Anne Arundel County Crisis Services 

Number of Calls or Dispatches 

FY 2014 FY 2015 
Crisis Operations, 24/7 Call Center 11,365 16,183 

% increase 42.4% 

Mobile Crisis Team: 2 Clinician 1,364 1,581 
Team 15.9% 

% increase 

Crisis Intervention Team w/ 1 N/A 1,105 
Police Officer 

Source: Anne Arundel County Mental Health Agency (Feb 2016) 

The sheer volume of calls and the tremendous growth in volume in one year's time 
underscore the fact that Anne Arundel County's population needs another comprehensive mental 
health program. More specifically, Anne Arundel County needs a local area program that 
effectively treats, manages, and maintains continuity of care to minimize crisis episodes. For the 
severely ill, an inpatient stay is critical to effective treatment planning and ongoing care 
management, and a local area care team is invaluable to maintaining the therapeutic relationship. 

6.  

The alarming rise in death rates from drug and alcohol-related deaths in Anne Arundel 
County calls for investment in mental health services. 

In CY 2014, Anne Arundel County reported the third highest volume of drug and 
alcohol-related intoxication deaths in the State of Maryland, as shown on Chart 17 (page 48). 
Anne Arundel County saw 18 deaths per 100,000 people. This is three times the death rate of 
Montgomery County (6 deaths per 100,000), which has roughly twice the population of Anne 
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Clinicians at AAMC expect the proposed mental health hospital will reduce readmission
rates and reduce the number of high utilizers. In many cases, an inpatient stay with effective
follow-up will be the most effective strategy to reduce readmissions, promote healthy behaviors,
and facilitate successful community living. Taken together, this approach is expected to reduce
the overall cost of care.

5.

There has been a significant growth in the number of calls to the county's Mobile Crisis
Teams, another indication that many patients lack a stable provider and/or

an effective treatment plan.

The Mobile Crisis Team serving Anne Arundel County reports a significant growth in the
number of calls this past year, as documented by the following operating statistics on Chart 16
below:

Chart 16
Anne Arundel County Crisis Services
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FY 2014 FY 2015
Crisis Operations, 24/7 Call Center 11,365 16,183

increase 42.4%

Mobile Crisis Team: 2 Clinician 1,364 1,581
Team 15.9%

increase

Crisis Intervention Team w/ 1 N/A 1,105
Police Officer

Source: Anne Arundel County Mental Health Agency (Feb 2016)

The sheer volume of calls and the tremendous growth in volume in one year's time
underscore the fact that Anne Arundel County's population needs another comprehensive mental
health program. More specifically, Anne Arundel County needs a local area program that
effectively treats, manages, and maintains continuity of care to minimize crisis episodes. For the
severely ill, an inpatient stay is critical to effective treatment planning and ongoing care
management, and a local area care team is invaluable to maintaining the therapeutic relationship.

6.

The alarming rise in death rates from drug and alcohol -related deaths in Anne Arundel
County calls for investment in mental health services.

In CY 2014, Anne Arundel County reported the third highest volume of drug and
alcohol -related intoxication deaths in the State of Maryland, as shown on Chart 17 (page 48).
Anne Arundel County saw 18 deaths per 100,000 people. This is three times the death rate of
Montgomery County (6 deaths per 100,000), which has roughly twice the population of Anne
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Arundel County. Health care professionals recognize that investment in mental health services is 
necessary to prevent those suffering from mental health problems from turning to drugs and 
alcohol. 

Chart 17 
Drug- and Alcohol-Related Intoxication Deaths by County 
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A total of 101 drug and alcohol-related deaths occurred in Anne Arundel County in just 
2014, representing a 29 percent increase over the number of deaths in 2013 and an 80 percent 
increase since 2010. The trend line is evident on Chart 18 below. 

Chart 18 
Drug- and Alcohol-Related Intoxication Deaths by County, Trend 

CY 2007 to 2014 

2007 2008 2009 2010 2011 2012 2013 2014 

Source: Maryland Department of Health and Mental Hygiene, May 2015 
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Arundel County. Health care professionals recognize that investment in mental health services is
necessary to prevent those suffering from mental health problems from turning to drugs and
alcohol.
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A total of 101 drug and alcohol -related deaths occurred in Anne Arundel County in just
2014, representing a 29 percent increase over the number of deaths in 2013 and an 80 percent
increase since 2010. The trend line is evident on Chart 18 below.
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Particularly alarming has been the increase in heroin-related intoxication deaths. In 2014, 
Anne Arundel County had the third highest number of heroin deaths in Maryland (after 
Baltimore City and Baltimore County), as shown on Chart 19 below. 

Chart 19 
Heroin Deaths by County 

CY 2014 
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From 2013 to 2014, the number of heroin-related deaths increased by 29 percent in Anne 
Arundel County, and there was almost a three-fold increase in the number of heroin-related 
deaths between 2010 and 2014. The trend line is shown below on Chart 20. 

Chart 20 
Heroin Deaths Trend 

CY 2007 to 2014 
SELECTED JURISDICTIONS 

2007 2008 2009 2010 2011 2012 2013 2014 

Source: Maryland Department of Health and Mental Hygiene, May 20] 5 
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Particularly alarming has been the increase in heroin -related intoxication deaths. In 2014,
Anne Arundel County had the third highest number of heroin deaths in Maryland (after
Baltimore City and Baltimore County), as shown on Chart 19 below.
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From 2013 to 2014, the number ofheroin-related deaths increased by 29 percent in Anne
Arundel County, and there was almost athree-fold increase in the number ofheroin-related
deaths between 2010 and 2014. The trend line is shown below on Chart 20.
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7.  

A person with severe mental illness in Maryland is nearly three times more likely to 
become incarcerated than to receive treatment. I4  

The failure to provide adequate treatment has resulted in tragic consequences on an 
individual level, on an institutional level, and on a cost level. Patients suffer without adequate 
treatment and prisons have become a default mental health facility. The annual costs of care for 
mentally ill inmates could be reduced by providing more appropriate and recovery-oriented 
treatment settings. 

8.  

Community health indicators demonstrate other tragic costs of mental illness left 
untreated/poorly addressed. 

Several other indicators highlight the tragic toll of mental illness when left untreated or 
poorly addressed, as reflected in the tragic loss of life and the pain inflicted on others. A recent 
national publication cited 31 percent of adults with mental illness report being victims of 
violence, and 24 percent of adults with mental illness report having perpetrated at least one 
violent act in a six-month time period.15  More locally, community health reports show that Anne 
Arundel County and Queen Anne's County document some of the highest rates in Maryland for 
the behaviors shown on Chart 21 below: 

Chart 21111  
Key Indicators by Select County of Residence 

CY 2011 to 2013 

Maryland Anne Arundel Queen Anne's 
Suicide rate per 100,000 
population 

% residents reporting 
excessive drinking 

% of driving deaths with 
alcohol involvement 

Domestic violence per 

9.0 

15% 

34% 

9.4 

19% 

38% 

16.7 

23% 

33% 

100,000 population 468.6 591.5 439.0 

Sources: Maryland State Health Improvement Process (SHIP) 
[1] Highlighted figures represent rates that are markedly above the State of Maryland average. 

14 Treatment Advocacy Center. "More Mentally Ill Persons are in Jails and Prisons than Hospitals: A Survey of the 
States," May 2010. 
15 Desmaris, S et al. "Community Violence Perpetration and Victimization Among Adults with Mental Illness," 
Amer J of Public Health, Dec 2014, 104:12, pp 2342-2349. 
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A person with severe mental illness in Maryland is nearly three times more likely to
become incarcerated than to receive treatment. 14

The failure to provide adequate treatment has resulted in tragic consequences on an
individual level, on an institutional level, and on a cost level. Patients suffer without adequate
treatment and prisons have become a default mental health facility. The annual costs of care for
mentally ill inmates could be reduced by providing more appropriate and recovery -oriented
treatment settings.

8.

Community health indicators demonstrate other tragic costs of mental illness left
untreated/poorly addressed.

Several other indicators highlight the tragic toll of mental illness when left untreated or
poorly addressed, as reflected in the tragic loss of life and the pain inflicted on others. A recent
national publication cited 31 percent of adults with mental illness report being victims of
violence, and 24 percent of adults with mental illness report having perpetrated at least one
violent act in a six-month time period. ls More locally, community health reports show that Anne
Arundel County and Queen Anne's County document some of the highest rates in Maryland for
the behaviors shown on Chart 21 below:

Chart 21~ 1 ~
Key Indicators by Select County of Residence

CY 2011 to 2013

Maryland Anne Arundel Queen Anne's
Suicide rate per 100,000 9.0 9.4 16.7
population

residents reporting
excessive drinking 15% 19% 23%

of driving deaths with
alcohol involvement 34% 38% 33%

Domestic violence per
100,000 population 468.6 591.5 439.0

Sources: Maryland State Health Improvement Process (SHIP)
[1 ] Highlighted figures represent rates that are markedly above the State of Maryland average.

14 Treatment Advocacy Center. "More Mentally Ill Persons are in Jails and Prisons than Hospitals: A Survey of the
States," May 2010.
15 Desmaris, S et al. "Community Violence Perpetration and Victimization Among Adults with Mental Illness,"
Amer J of Public Health, Dec 2014, 104:12, pp 2342-2349.

50



Clearly, these patterns reflect a number of dynamics including health, socioeconomic, 
and cultural factors. However, health professionals are increasingly attuned to the need to 
address these many factors as part of the commitment to promote healthy communities. 
Accessible and effective mental health services are a core component of prevention and 
investment in healthy communities. 

9. 

There is only one psychiatric partial hospitalization program that operates in Anne 
Arundel County and it routinely operates at full capacity. 

Currently, the only psychiatric partial hospitalization program in Anne Arundel County 
operates at UM BWMC, and this program reportedly operates at capacity nearly always. In the 
past two years, BWMC has been able to accept only one patient from AAMC's Emergency 
Department to the partial hospitalization program at UM BWMC. 

Visit volume at partial hospitalization programs across Maryland has grown considerably 
as providers increasingly rely on this setting as an alternative to the acute care setting. The 
figures in Chart 22 (below) document the growing need for this service, and highlight the notable 
pressure in Anne Arundel County: This past year, there was a 21 percent growth in volume at the 
only partial hospitalization program in Anne Arundel County (UM BWMC): 

Chart 22 
Partial Hospitalization Programs in Local Health Planning Area 

Six-County Planning Region 
Number of Visits 

Hospital FY2014 FY2015 % change 

Sheppard Pratt 55,274 56,337 1.9% 
Johns Hopkins Bayview 8,555 8,996 5.2% 
Johns Hopkins Hospital 6,944 7,615 9.7% 
Carroll Hospital Center 3,235 4,538 40.3% 
MedStar Union Memorial 4,064 4,158 2.3% 
UM BWMC 1,706 2,060 20.8% 
UM St Joseph 1,964 2,045 4.1% 
Univ of Maryland Med Cntr 1,801 2,018 12.0% 
Bon Secours Hospital 1,329 1,817 36.7% 
LifeBridge Sinai Hospital 2,110 1,750 (17.1%) 
Harford Memorial 984 1,239 25.9% 
Total 87,966 92,573 5.2% 

Source: HSCRC Experience Report 
Note: Does not include program at Levindale 

For AAMC to effectively reduce the dependence on the hospital setting, a second partial 
hospitalization program in the county is essential. Integration of this partial hospitalization 
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program with an inpatient program will provide the continuity of care to make this continuum of 
care work effectively. 

10. 

Community residents have reported that their mental health 
service needs are not being met. 

The most recent Community Health Needs Assessments (CHNAs) prepared by area 
hospitals and local health agencies provide direct input from local residents about service needs. 
Respondents in the service area identified mental health services as an unmet need. 

• Anne Arundel County's most recent CHNA (FY 2016, Exhibit 1) cites the "rise in mental 
health issues" and the lack of appropriate services and service providers as a major 
concern for almost every participant in the needs assessment. Comments also identified 
the need for integration of behavioral health care at the provider level. 

• Also worth noting is that Anne Arundel County's CHNA documents a significant growth 
in community-based mental health visits, substantiating the growth in need and 
demonstrating that non-hospital settings are being used. Chart 23 below documents the 
growth in the number of people served. 

Chart 23 
Number of People Served by a Mental Health Service in 

Anne Arundel County 
Percent of 

Change 
Percent of 

Change 
2012 2013 ('12-'13) 2014 ('13-'14) 

Early Child (0-5) 392 394 0.5% 473 20.1% 
Child (6-12) 1,821 1,880 3.2% 2,152 14.5% 
Adolescent (13-17) 1,388 1,476 6.3% 1,617 9.6% 
Transitional (18-21) 586 584 -0.3% 610 4.5% 
Adult (22 to 64) 5,351 5,762 7.7% 6,396 11.0% 
Elderly (65 and over) 59 70 18.6% 73 4.3% 
TOTAL 9,597 10,166 5.9% 11,321 11.4% 

Source: Anne Arundel County Mental Health Agency, 2015 

• Shore Regional Health System prepared a Community Health Needs Assessment (2013) 
which similarly identified behavioral health as one of the top three areas where 
respondents felt that their needs were not met. This, too, provides evidence to support the 
need for a stronger mental health delivery system in the broader service area. The 
proposed program at AAMC will respond to this need, in part, by responding to the needs 
of Queen Anne's County residents. 
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11. 

Parity and patient choice is threatened by IMD Exclusion. 

Federal Medicaid participation is prohibited for adult (ages 21-64) admissions to 
freestanding psychiatric hospitals with more than 16 beds (which are defined as an "Institution 
for Mental Diseases" or "IMD"). This prohibition is referred to as the "IMD Exclusion." Until 
June 30, 2015, Maryland was not subject to the IMD Exclusion by virtue of a demonstration 
project under which it operated, but that demonstration project expired so Maryland is now 
subject to the IMD Exclusion. Maryland's application to the Centers for Medicare & Medicaid 
Services (CMS) for a continued waiver from the IMD Exclusion was denied earlier this year. 
Federal legislation recently passed that may provide relief from the IMD Exclusion in Maryland 
for up to three years, but that legislation is subject to certain findings by CMS as to revenue 
neutrality that have not yet been made. Accordingly, there is continuing uncertainty surrounding 
the IMD Exclusion in Maryland. As a result of the IMD Exclusion, the State Medicaid program 
has imposed certain diversionary requirements under which hospital emergency departments are 
required to exhaust available beds in non-IMD settings before an adult admission to an IMD will 
be approved. 

AAMC is committed to serving Medicaid patients throughout its health system, and the 
new mental health inpatient service will be no exception to this commitment. The definition of 
IMD refers to a psychiatric hospital with more than 16 beds. AAMC's need analysis 
demonstrates that there is a need for 16 inpatient psychiatric beds in Anne Arundel County. With 
this number of beds (which corresponds to demonstrated need), AAMC intends its mental health 
hospital to be an additional non-IMD resource for the care of Medicaid patients in Maryland who 
require an inpatient psychiatric admission.'6  

C. 

FEATURES OF THE PROPOSED MENTAL HEALTH HOSPITAL AND THE 
INTEGRATION WITH EXISTING AAMC RESOURCES 

AAMC will deliver a comprehensive and integrated mental health care program that will 
incorporate inpatient psychiatric care, partial hospitalization, intensive outpatient programs, 
family support services, prevention programs, and referral to and care coordination with 
community-based support services. The program will be well-integrated with community-based 
activities, including family and self-help programs to strengthen patient engagement, and patient 
advocacy organizations to encourage active involvement in community health. The goals will be 
to sustain the patient in the community and to require inpatient admissions only when absolutely 
necessary for the patient's health. 

As described in detail in the Comprehensive Project Description, Section 3 (page 13) 
AAMC already offers several core components of this community centered program including: 

16 Although the IMD exclusion remains in effect in Maryland at this time, proposed CMS managed care Medicaid 
regulations may, if adopted, provide an opportunity for the State to remove itself from the IMD exclusion, and the 
new Federal demonstration project described above also offers the potential for relief. As discussed further in the 
Shell Space analysis below (page 77), AAMC proposes third floor shell space that could accommodate additional 
inpatient beds in the future as additional need develops, or would also accommodate additional outpatients 
programs. 
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an outpatient clinic, screening and referral in the primary care setting, mental health clinicians 
embedded in the primary care setting, and a psychiatric partial hospitalization program. 

D. 

EXPECTED IMPACT OF THE NEW MENTAL HEALTH HOSPITAL IN RESPONSE 
TO COMMUNITY NEEDS 

The new facility—incorporating an adult inpatient unit and a partial adult and adolescent 
hospitalization program—is expected to yield the following benefits: 

• Remove delays/barriers to timely care that are now associated with 946 adult patient 
transfers 17, and strengthen continuity of care for psychiatric patients — The new facility 
is expected to: 

o Assure greater availability of inpatient care in the local community, 

o Improve quality of care by improving continuity of care and maintaining a single 
clinical management team for AAMC patients across a greater part of the continuum 
of care, and 

o Maximize the use of the partial hospitalization program at AAMC and minimize the 
need to admit patients if the partial hospitalization program can meet patient needs. 

• Enhance quality by improving continuity of care and by providing an integrated mental 
health and medical management model - Patients will be offered integrated care 
management for medical and psychiatric care through a single physician network and care 
management team that is connected through an integrated electronic medical record. Quality 
initiatives conducted in concert with community-based outpatient providers in AAMC's 
region will reinforce continual improvement in transitions to and from outpatient care. 

• Reduce length of stay and admission rates, and encourage clinicians to leverage 
community-based resources to the fullest extent possible — Volume projections assume a 
two-day reduction in length of stay relative to current length of stay patterns at Sheppard 
Pratt (Chart 36, page 75). The AAMC team will be encouraged to initiate discharge plans 
early on and leverage the partial hospitalization program and other outpatient services on and 
off campus. AAMC providers will be more familiar with available resources in the local 
community, and will be better-positioned to mobilize these community-based supports. In 
this way, acute care lengths of stay are expected to decline and some short-stay admissions 
are expected to be avoided altogether. 

• Reduce the number of readmissions and ED visits at AAMC, and improve long-term 
outcomes through effective integration of community-based mental health and medical 
services to patients — AAMC expects to reduce the number of readmissions at AAMC by 
filling in gaps in the continuum of care, providing effective treatment planning in the 

17 Of the total 1,173 transfers arranged from AAMC, a total of 946 transfers were defined to be "AAMC eligible" 
patients, i.e. could be served at the proposed AAMC mental health hospital. 
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inpatient setting for many patients, and assuring integrated medical and mental health 
management at AAMC for a significant number of patients. 

• Provide a lower-cost alternative for inpatient psychiatric care and reduce the per capita 
costs of specialty care for Maryland residents by shifting volume from higher cost 
facilities to AAMC — AAMC will operate as one of the lowest-cost psychiatric providers in 
the State of Maryland on a case-mix adjusted basis, as shown on Chart 24 (page 56). The 
average payment per case at AAMC's new program is projected to be 33 percent below the 
statewide average and 43 percent lower relative to Sheppard Pratt, where the majority of 
Anne Arundel County residents are now served. Therefore, the new program at AAMC can 
be expected to produce more than $3 3 million of savings to the State and offer lower-cost 
options to patients who are likely to bear an increasing percentage of co-payments going 
forward. The combined effects of a lower-cost hospital site, a reduction in readmissions, and 
reduction in admissions will produce more favorable performance under the Maryland 
Medicare waiver. 
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Chart 24 
Total Hospital Average Charge per Case (CPC) Comparison 

Estimated FY 2016 

Provider 

Estimated FY 
2016 Avg Chg 
@ CMI=1.00 

Johns Hopkins Hospital $32,169 

University of Maryland Medical Center 25,482 

Sheppard Pratt (Private) 23,758 

Johns Hopkins Bayview Medical Center 23,583 

UM Shore Medical Center at Dorchester 19,024 

Adventist Behaviorial Health, Potomac Ridge, Brooklane 18,324 

Calvert Memorial Hospital 18,140 

Sinai Hospital 17,143 

Union Hospital of Cecil County 16,727 

MedStar Franklin Square Hospital Center 16,594 

UM Baltimore Washington Medical Center 16,322 

Harford Memorial Hospital 16,063 

UM St. Joseph Medical Center 15,205 

Frederick Memorial Hospital 14,684 

Peninsula Regional Medical Center 14,657 

Northwest Hospital Center 14,587 

Carroll Hospital Center 14,578 

Suburban Hospital 13,127 

Prince George's Hospital Center 12,908 

MedStar Union Memorial Hospital 12,834 

Meritus Medical Center 12,658 

UMMC Midtown Campus 12,096 

Washington Adventist Hospital 12,075 

MedStar St. Mary's Hospital 11,884 

Bon Secours Hospital 11,747 

Holy Cross Germantown 11,457 

Howard County General Hospital 11,436 

Laurel Regional Hospital 11,245 

Western Maryland Regional Medical Center 11,101 

MedStar Montgomery General Hospital 11,097 

MedStar Southern Maryland Hospital Center 9,841 

Total $20,127 

Anne Arundel Mental Health Hospital $13,460 

[1] MD Hospital CPC calculated as Hospital-specific total CPC @ CMI 1.00 

for Adult Psychiatric APR-DRGs 750-760, 779-790, patients age 18 or greater 

price leveled to FY 2016 dollar (2.4% for acute general hospitals and 1.9% 

for Psychiatric Specialty hospitals) 

[2] Due to data availability, Potomac Ridge, Brooklane and Adventist 

Behaviorial Health average charge is combined 
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• Produce more than $3 million in savings to the State by providing this lower cost 
setting 

This assessment is based on the following methodology and set of assumptions: 

o AAMC's charge per case for inpatient psychiatric services was derived from the 
average utilization of eligible AAMC psychiatric patients transferred to Maryland 
inpatient acute psychiatric providers at AAMC's FY 2016 unit rates. The length 
of stay for Sheppard Pratt patient was reduced by 2 days to account for 
efficiencies related to placement post discharge. 

o This average charge per case at FY 2022 projected volumes results in projected 
charges of $6,818,753 (892 cases x $7,644) at a 100 percent variable cost factor. 

o Assuming a 50 percent variable cost factor for acute general hospitals and 100 
percent variable cost factor for the Psychiatric Specialty Hospitals per HSCRC 
policy, the proposed volume shift would reduce existing charges by $10,121,679. 

o The net reduction to Maryland hospital charges is $3,302,925 ($6,818,753 -
$10,121,679), as shown on Chart 25 (following page). 
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Chart 25 
AAMC Mental Health Hospital Reduction in the Costs of Acute Psychiatric Services 

FY 2023 
Est. FY 2016 - Charges'11  

Cases 

CPC@ 

CMI of 

0.5679
[4] 

Revenue VCF Revenue @VCF 

AAMC Projected Psych Cases121  892 $7,644 $6,818,753 100% $6,818,753 

Incremental Revenue 892 7,644 $6,818,753 100% $6,818,753 

Impact on Psych Hospitals: 
University of Maryland (9) 14,472 (131,426) 50% (65,713) 
Johns Hopkins (3) 18,270 (55,306) 50% (27,653) 
UM Shore Medical Center at Dorchester (31) 10,804 (337,965) 50% (168,983) 
Lifebridge Sinai Hospital (6) 9,736 (58,947) 50% (29,473) 
Bon Secours (36) 6,672 (242,349) 50% (121,175) 
MedStar Franklin Square (8) 9,424 (76,076) 50% (38,038) 
Washington Adventist (20) 6,858 (138,399) 50% (69,200) 
MedStar Montgomery General (3)  6,302 (19,078) 50% (9,539) 
Suburban Hospital (4)  7,455 (30,091) 50% (15,045) 
MedStar Union Memorial (10) 7,289 (73,546) 50% (36,773) 
MedStar Saint Mary's Hospital (1) 6,749 (6,811) 50% (3,405) 
Johns Hopkins Bayview (acute) (15) 13,394 (202,725) 50% (101,363) 
Union of Cecil (4) 9,500 (38,343) 50% (19,171) 
UMM Center Midtown Campus (acute) (1) 6,869 (6,932) 50% (3,466) 
Calvert Memorial (23) 10,303 (239,103) 50% (119,551) 
Lifebridge Northwest Hospital (6)  8,284 (50,155) 50% (25,077) 
Howard General Hospital (3) 6,495 (19,661) 50% (9,830) 
Greater Laurel (14) 6,386 (90,216) 50% (45,108) 
MedStar Southern Maryland (7)  5,589 (39,478) 50% (19,739) 
UM Saint Joseph (5) 8,635 (43,567) 50% (21,783) 
Sheppard Pratt (Private) (675) 13,493 (9,108,585) 100% (9,108,585) 
Potomac Ridge (Private)133  (6) 10,407 (63,007) 100% (63,007) 

Total Estimated Charges (892) $12,412 ($11,071,766) 91% ($10,121,679) 

Net Impact on the System ($4,253,012) ($3,302,925) 

Notes: 

[1] MD Hospital CPC calculated as Hospital-specific total CPC @ CMI 1.00 for Adult Psychiatric APR-DRGs 750-760, 

779-790, patients age 18 or greater price leveled to FY 2016 dollar (2.4% for acute general hospitals and 1.9% for 

Psychiatric Specialty hospitals 

[2] AAMC projected cases for FY 2023 

[3] Due to data availability, Potomac Ridge average charges were based on the averge charge of Brooklane, 

Potomac Ridge and Adventist Behaviorial Health for APR-DRGs 750-760, 779 - 790, patients age 18 or greater price 

leveled FY 2016 based on a 1.9% Update Factor 

[4] Reflects AAMC Projected CMI of 0.5679 
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Chart 25
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UMM Center Midtown Campus (acute)

Calvert Memorial

Lifebridge Northwest Hospital

Howard General Hospital

Greater Laurel

MedStar Southern Maryland

UM Saint Joseph

Sheppard Pratt (Private)

Potomac Ridge (Private)~ 3~

Total Estimated Charges

Net Impact on the System

CPC@

CMI of

Cases 0.5679~'~ Revenue VCF Revenue @ VCF

892 $7,644 $6,818,753 100% $6,818,753

892 7,644 $6,818,753 100% $6,818,753

(9) 14,472 (131,426) 50% (65,713)

(3) 18,270 (55,306) 50% (27,653)

(31) 10,804 (337,965) 50% (168,983)

(6) 9,736 (58,947) 50% (29,473)

(36) 6,672 (242,349) 50% (121,175)

(8) 9,424 (76,076) 50% (38,038)

(20) 6,858 (138,399) 50% (69,200)

(3) 6,302 (19,078) 50% (9,539)

(4) 7,455 (30,091) 50% (15,045)

(10) 7,289 (73,546) 50% (36,773)

(1) 6,749 (6,811) 50% (3,405)

(15) 13,394 (202,725) 50% (101,363)

(4) 9,500 (38,343) 50% (19,171)

(1) 6,869 (6,932) 50% (3,466)

(23) 10,303 (239,103) 50% (119,551)

(6) 8,284 (50,155) 50% (25,077)

(3) 6,495 (19,661) 50% (9,830)

(14) 6,386 (90,216) 50% (45,108)

(7) 5,589 (39,478) 50% (19,739)

(5) 8,635 (43,567) 50% (21,783)

(675) 13,493 (9,108,585) 100% (9,108,585)

(6) 10,407 (63,007) 100% (63,007)

(892) $12,412 ($11,071,766) 91% ($10,121,679)

($4,253,012) ($3,302,925)

Notes:

[1] MD Hospital CPC calculated as Hospital -specific total CPC @ CMI 1.00for Adult Psychiatric APR-DRGs 750-760,

779-790, patients age 18 orgreater price leveled to FY 2016 dollar (2.4%for acute general hospitals and 1.9% for

Psychiatric Specialty hospitals

[2] AAMC projected cases for FY 2023

[3] Due to data availability, Potomac Ridge average charges were based on the averge charge of Brooklane,

Potomac Ridge and Adventist Behaviorial Health for APR-DRGs 750-760, 779 - 790, patients age 18 or greater price

leveled FY 2016 based on a 1.9% Update Factor

[4] Reflects AAMC Projected CMI of 0.5679
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• Respond directly to patients' demonstrated choice of provider — More than 2,400 patients 
came to AAMC's ED with a mental health diagnosis, even in the absence of an acute care 
unit on-site. This included more than 1,800 patients from Anne Arundel County (or 36 
percent of total adult ED visits for mental health) and nearly 100 visits from Queen Anne's 
County (or 22 percent of total adult ED visits for mental health). AAMC's mental health 
hospital will respond to patients' demonstrated preference for AAMC as their provider of 
choice. 

• Improve access for AAMC's patient base in Queen Anne's County — AAMC operates 
two family medicine practices in Queen Anne's County. Currently, residents of Queen 
Anne's County rely heavily on Sheppard Pratt and University of Maryland Shore Health in 
Dorchester for acute psychiatric services. The new mental health hospital at AAMC will be 
well-located to serve residents of Queen Anne's County, and drive time for acute psychiatric 
care will be reduced considerably for Queen Anne's County residents. More detail on 
distance and drive time is below on Chart 26: 

Chart 26 
Nearest Mental Health Facility by County 

County Closest Mental Health 
Facility 

## Miles to Existing Mental 
Health Unit 

tt Miles to AAMC Mental 
Health Hospital 

Anne Arundel Baltimore Washington 	19.5 miles 
Hospital Center 

2.9 miles 

Queen Anne's 	 UM Shore - Dorchester 	36.3 miles 	 29.6 miles 

Sheppard Pratt 	 71.4 miles 	 29.6 miles 

County Closest Mental Health 
Facility 

# Minutes to Existing 
Mental Health Unit 

# Minutes to AAMC 
Mental Health Hospital 

Anne Arundel 	 Baltimore Washington 	21 minutes 	 8 minutes 
Hospital Center 

Queen Anne's 	 UM Shore - Dorchester 	44 minutes 	 32 minutes 

Sheppard Pratt 	 78 minutes 	 32 minutes 

Source: Google Maps 

• Engage family members in the therapeutic process to support successful recovery and 
improve outcomes - Family engagement can be very supportive to the recovery process, and 
proximity can make the difference between family engagement and lack of family 
engagement. A nearby location will be invaluable to successfully engaging family members 
in the recovery process by providing a more local service site and removing the hardship of 
travel that currently discourages family involvement. 

• Produce operating efficiencies by leveraging professional workforce across the campus 
and sharing well-trained, hard-to-recruit professionals — Co-location of programs on a 
single campus will help eliminate travel times during a work day for staff shared across 
programs and will optimize staffing efficiencies. 
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Anne's County rely heavily on Sheppard Pratt and University of Maryland Shore Health in
Dorchester for acute psychiatric services. The new mental health hospital at RAMC will be
well -located to serve residents of Queen Anne's County, and drive time for acute psychiatric
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Anne Arundel Baltimore Washington 19.5 miles 2.9 miles
Hospital Center

Queen Anne's UM Shore -Dorchester 36.3 miles 29.6 miles

Sheppard Pratt 71.4 miles 29.6 miles

Anne Arundel Baltimore Washington 21 minutes 8 minutes
Hospital Center

Queen Anne's UM Shore -Dorchester 44 minutes 32 minutes

Sheppard Pratt 78 minutes 32 minutes

Source: Google Maps

Engage family members in the therapeutic process to support successful recovery and
improve outcomes -Family engagement can be very supportive to the recovery process, and
proximity can make the difference between family engagement and lack of family
engagement. A nearby location will be invaluable to successfully engaging family members
in the recovery process by providing a more local service site and removing the hardship of
travel that currently discourages family involvement.

Produce operating efficiencies by leveraging professional workforce across the campus
and sharing well -trained, hard -to -recruit professionals — Co-location of programs on a
single campus will help eliminate travel times during a work day for staff shared across
programs and will optimize staffing efficiencies.
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• Attract top talent and support recruitment of mental health clinicians to this shortage 
region by operating a continuum of services on the same site and provide a training 
environment for clinicians at all levels —.AAMC will attract top talent and support 
recruitment of mental health clinicians to this shortage region by operating a continuum of 
mental health services in the new facility, providing a training environment for clinicians at 
all levels. The facility will be recognized for expertise in all areas of behavioral medicine, 
backed by one of the largest independent medical centers in Maryland. Amidst a shortage of 
psychiatrists and other mental health professionals, this campus model will provide an 
advantage to attract mental health providers to this Health Professionals Shortage Area." 

• Serve all payors. — As described above, AAMC is committed to serving Medicaid patients 
in its mental health hospital, as it does throughout its health system. With 16 beds (which 
corresponds to demonstrated need), AAMC intends its mental health hospital to be an 
additional non-IMD resource for the care of Medicaid patients in Maryland who require an 
inpatient psychiatric admission. As such, its projected payor mix reflects substantial 
Medicaid participation, as shown Chart 27 below. 

Chart 27 
AAMC Mental Health Hospital Payor Mix 

Payor Percent of Total 
Revenue 

Medicare 28.2% 
Medicaid 39.4% 
Blue Cross 14.7% 
Commercial Insurance 11.5% 
Self-Pay 4.6% 
Other 1.6% 

• Support the goals for population health promotion and accountability for the regional 
population — Under its GBR agreement with the HSCRC, AAMC is accountable for a 
population base of approximately 1.1 million residents who live in a region that includes 
communities in Anne Arundel County and extends across seven other counties, including 
Calvert, Prince George's, Charles, Caroline, Talbot, Kent, and Queen Anne's counties. 
AAMC recognizes its responsibility to improve population health, enhance quality of care, 
improve health care outcomes, and lower the costs of care for this population. A 
comprehensive mental health services program at AAMC, managed as a continuum by the 
same clinical staff and committed to collaboration with local community-based providers, 
will reinforce AAMC's commitment to quality outcomes, continuity of care, efficient service 
delivery, and effective care management. 

• Establish a service site that will promote a close collaboration between clinical services 
and self-help and advocacy groups in the community — The new facility will allow space 
for multi-purpose use by community stakeholders, such as the National Alliance on Mental 
Illness (NAMI), 12 Step programs, and On Our Own. 

18 Health Resources and Services Administration. http://www.hrsa.gov/shortage/.  
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• Attract top talent and support recruitment of mental health clinicians to this shortage
region by operating a continuum of services on the same site and provide a training
environment for clinicians at all levels —.AAMC will attract top talent and support
recruitment of mental health clinicians to this shortage region by operating a continuum of
mental health services in the new facility, providing a training environment for clinicians at
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backed by one of the largest independent medical centers in Maryland. Amidst a shortage of
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advantage to attract mental health providers to this Health Professionals Shortage Area. 18

• Serve all payors. — As described above, AAMC is committed to serving Medicaid patients
in its mental health hospital, as it does throughout its health system. With 16 beds (which
corresponds to demonstrated need), RAMC intends its mental health hospital to be an
additional non-IMD resource for the care of Medicaid patients in Maryland who require an
inpatient psychiatric admission. As such, its projected payor mix reflects substantial
Medicaid participation, as shown Chart 27 below.

Chart 27
RAMC Mental Health Hospital Payor Mix

Payor Percent of Total
Revenue

Medicare 28.2%
Medicaid 39.4%
Blue Cross 14.7%
Commercial Insurance 11.5%
Self -Pay 4.6%
Other 1.6%

• Support the goals for population health promotion and accountability for the regional
population —Under its GBR agreement with the HSCRC, AAMC is accountable for a
population base of approximately 1.1 million residents who live in a region that includes
communities in Anne Arundel County and extends across seven other counties, including
Calvert, Prince George's, Charles, Caroline, Talbot, Kent, and Queen Anne's counties.
RAMC recognizes its responsibility to improve population health, enhance quality of care,
improve health care outcomes, and lower the costs of care for this population. A
comprehensive mental health services program at RAMC, managed as a continuum by the
same clinical staff and committed to collaboration with local community -based providers,
will reinforce AAMC's commitment to quality outcomes, continuity of care, efficient service
delivery, and effective care management.

• Establish a service site that will promote a close collaboration between clinical services
and self-help and advocacy groups in the community —The new facility will allow space
for multi -purpose use by community stakeholders, such as the National Alliance on Mental
Illness (NAMI), 12 Step programs, and On Our Own.

18 Health Resources and Services Administration. http://www.hrsa.gov/shortage/.
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• Promote collaboration between clinical providers and social services to more effectively 
address the social determinants of health. 

• Attract philanthropy and/or social impact bonds for expansion of this community-
oriented model. 

E. 

NEED ASSESSMENT AND VOLUME PROJECTIONS FOR THE NEW MENTAL 
HEALTH HOSPITAL19  

In this section, AAMC presents the following: 

1) Current capacity and occupancy trends: State of Maryland 
2) Service area definition for the proposed mental health hospital 

a. Rationale for service area definition 
b. Population projections for the service area 

3) Patient populations expected to be served at AAMC 
a. Clinical definitions 
b. Current market share patterns 

4) AAMC's "current equivalent market share" for acute psychiatric care 
5) Projected need for AAMC's new program, and sizing of the proposed mental health 

hospital 
a. Core assumptions for volume projections at AAMC 
b. Population-based use rate model 

1. 

Current capacity and occupancy trends: State of Maryland 

While the overall occupancy level at psychiatric units in Maryland is reported to be 73 
percent (see Chart 28, page 62), the occupancy rate at UM BWMC—the only hospital with an 
acute psychiatric unit in Anne Arundel County—has been reported to be above 90 percent for 
CY 2014 and the first 9 months of CY 2015. 

19 Note: All need analyses are based on hospital utilization by adult patients with a mental health diagnosis as their 
primary diagnosis; this volume does not include patients documented with a substance use disorder as a primary 
diagnosis, as these patients will not be served in the new mental health hospital. 
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1.

Current capacity and occupancy trends: State of Maryland

While the overall occupancy level at psychiatric units in Maryland is reported to be 73
percent (see Chart 28, page 62), the occupancy rate at UM BWMC—the only hospital with an
acute psychiatric unit in Anne Arundel County—has been reported to be above 90 percent for
CY 2014 and the first 9 months of CY 2015.

19 Note: All need analyses are based on hospital utilization by adult patients with a mental health diagnosis as their
primary diagnosis; this volume does not include patients documented with a substance use disorder as a primary
diagnosis, as these patients will not be served in the new mental health hospital.
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Chart 28 
Maryland Acute Hospitals and Freestanding Psychiatric Facilities 

CY 2014 to 2015, Annualized (January - September) 

Hospital Number of Admissions Psychiatry Unit ALOS* ADC in Psychiatry Unit Number of Psychiatry Unit Beds Occupancy % 
CY 2014 CY 2015, Annualized CY 2014 CY 2015, Annualized CY 2014 CY 2015, Annualized CY 2014 CY 2015, Annualized CY 2014 CY 2015, Annualized 

Union Hospital of Cecil County 632 615 4.5 4.6 8 8 8 8 96.7% 95.8% 

Sinai Hospital 1,134 1,139 7.3 7.2 23 23 24 24 94.0% 93.8% 

UM Baltimore Washington Medical Center 1,037 965 4.7 4.8 13 13 14 14 95.2% 91.0% 

Northwest Hospital Center 1,099 1,069 6.8 7.1 20 21 23 23 88.5% 91.0% 
MedStar Union Memorial Hospital 1,671 1,399 5.1 6.1 24 23 26 26 90.5% 90.1% 

Frederick Memorial Hospital 1,085 1,036 6.5 6.6 19 19 21 21 92.2% 88.7% 
Johns Hopkins Bayview Medical Center 1,283 1,081 4.8 5.9 17 18 20 20 84.5% 88.1% 

Meritus Medical Center 939 995 4.4 5.1 11 14 18 16 62.4% 86.5% 

Suburban Hospital 1,398 1,381 5.3 5.5 20 21 24 24 84.8% 86.1% 
UM St. Joseph Medical Center 833 767 6.6 7.7 15 16 19 19 78.9% 85.5% 
Johns Hopkins Hospital 2,644 4,105 12.7 8.1 92 92 108 108 84.9% 84.9% 
Prince George's Hospital Center 2,100 2,213 4.3 3.8 24 23 28 28 87.4% 82.6% 

Peninsula Regional Medical Center 778 697 4.9 5.2 11 10 12 12 87.9% 82.5% 

MedStar Franklin Square Hospital Center 2,281 2,343 5.3 5.1 33 33 40 40 82.6% 82.3% 

UMMC Midtown Campus 1,460 1,295 6.2 6.0 25 21 28 28 87.9% 76.6% 

Howard County General Hospital 1,029 889 5.5 6.0 15 15 22 20 70.4% 73.1% 

Calvert Memorial Hospital 677 579 4.8 5.0 9 8 11 11 80.9% 71.4% 

Holy Cross Germantown Hospital 71 341 4.7 4.6 1 4 6 6 15.3% 71.2% 

UM Shore Medical Center at Dorchester 591 708 6.4 5.8 10 11 16 16 65.1% 70.2% 

MedStar Southern Maryland Hospital Center 1,190 1,189 4.7 5.3 15 17 25 25 61.5% 68.9% 

University of Maryland Medical Center 1,663 1,576 9.3 8.9 42 38 56 56 75.5% 68.7% 

Western Maryland Regional Medical Center 1,098 1,171 4.2 4.1 13 13 20 20 63.6% 65.6% 

MedStar Montgomery General Hospital 1,889 1,983 2.6 2.4 13 13 25 20 53.1% 65.2% 

Harford Memorial Hospital 1,341 1,125 5.4 5.6 20 17 28 27 70.3% 63.9% 

Washington Adventist Hospital 1,611 1,564 5.8 5.7 25 24 40 40 63.5% 61.1% 

Bon Secours Hospital 1,444 1,696 4.3 4.1 17 19 32 32 52.8% 60.2% 

MedStar St. Mary's Hospital 622 581 3.9 4.3 7 7 12 12 55.2% 56.6% 

Laurel Regional Hospital 733 737 3.8 3.8 8 8 14 14 54.2% 55.3% 

Carroll Hospital Center 1,085 951 3.6 4.0 11 11 20 20 53.0% 52.7% 

Acute Care Hospitals Subtotal 35,418 36,391 5.8 5.6 561 559 740 730 75.8% 76.6% 

Sheppard Pratt 9,107 9,125 11.3 12.6 282 316 414 414 68.1% 76.3% 

Brook Lane 1,641 1,749 7.8 8.9 35 43 65 65 53.6% 66.0% 

Potomac Ridge 297 300 8.5 9.8 7 8 15 15 46.2% 53.8% 

Adventist Behavioral Health Rockville 2197 1,717 9.4 9.7 57 46 107 107 52.8% 42.7% 

Freestanding Psych Facilities Subtotal 13,242 12,892 10.5 11.7 380 412 601 601 63.2% 68.6% 

Grand Total 48,660 49,083 7.1 7.2 941 971 1,341 1,331 70.2% 73.0% 

% Change, 2014-2015, Annualized 
	

0.9% 	 3.2% 

Source: HSCRC Experience Data CY 2014 (ful I year) - CY 2015, Jan - Sept Annualized 

Notes: 

[1] Includes all volume in psychiatry units, including patients of all ages and all diagnoses 

[2] Some admissions may be accompanied by additional days In Med/Surge 

[3] Percentage increase in average daily census computed based on total patient days 
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Chart 28
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CY 2014 to 2015, Annualized (January -September)

Hospital Number of Admissions
CY 2014 CY 2015, Annualized

Union Hospital of Cecll County 632 615
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Psychiatry Unit A105•
CY 2014 CY 2015, Annualized

4.5 4.6
73 7.2
4.7 4.8
6.8 7.1
5,1 6.1
6.5 6.6
4.8 5.9
4.4 5.1
53 5.5
6.6 7J
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6.2 6.0
5.5 6.0
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96.7 °h 95.8%
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95.2% 91.0'~O
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90.5% 90.1%

92.2% SS.Tib

84.5 °k 88.1%

62.4% 86.5%

54.8% 86.1%
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52,8% 60.2%

55.2% 56.6%
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75.856 76.6%

Sheppard Pratt 9,107 9,125 11.3 12.6 282 316 414 414 68.1% 76.3%

Brook Wne 1,641 1,749 7.8 S.9 35 43 65 65 53,6% 66,0°

Potomac Ridge 297 300 8.5 9.8 7 8 15 15 46.2% 53,8%

Adventist Behavioral Health Rockville 2,197 1,717 9.4 9.7 57 46 107 107 52.8' 42.T~O

Freestanding PsychFacilittesSubtotal 13,242 12,892 10.5 SL7 380 412 601 601 63.2% 68.6%

Grand Total 48,660 49,083 7.1 7.2 941 971 1,341 1,331 70.2% 73.OSG

%Change, 2014-2015, Annualized 0.9% 3.2%

Source: HSCRC Experience Data CY 2014 (ful I year) - CY 2015, Jan -Sept Annualized

Notes:

[1] Includes all volume in psychiatry units, including patients ofall ages and all diagnoses
[2] Some admissions maybe accompanied by additional days In Med/Surge
[3] Percentage increase in averege dailycensuscomputed based on total patient days



The under-resourced Central Maryland region—including Anne Arundel County—is 
further highlighted by the map below (Map 1) which shows the concentration of acute 
psychiatric services in Baltimore City and the lack of service sites more local to the heavily 
populated Anne Arundel County service area. 

Map 1 
Acute Psychiatric Units in General Hospitals and Specialty Psychiatric Hospitals 

Six-County Health Service Area 

Cecil County/ Egy Hospital 

1 BWMC 
2 UMMS 

3 	Bon Secours 

4 JHH 

5 UMMS-Midtown 

6 JHH Bayview 

7 	Northwest HC 

8 	Sheppard Pratt 

9 	Sheppard Pratt-Ellicott City 

10 Sinai Hosp. 

11 Union Mem. 
12 Howard Co Gen Hosp 

13 St.loseph's 

14 Harford Mem.Hosp 

15 Franklin Square Hosp. 

16 	Carroll County Gen. Hosp. 

Dorchester Co. 

Wicomico Co. 

2. 

Service Area Definition20  

Data limitations: AAMC defined its service area based on whole-county definitions, 
reflecting the limited dataset made available. The hospital dataset provided by freestanding 
psychiatric facilities does not provide zip code-specific data. Therefore, AAMC's service area 

20 Data from freestanding psychiatric hospitals was made available on a county basis, only; therefore, all market 
analyses and need forecasts have been prepared on a county basis 
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2.

Service Area Definition 20

K~ Hospital

1 BWMC

2 UMMS

3 Bon Setours

4 1HH

5 UMMS-Midtown

6 1HH Bayview
7 Northwest HC

8 Sheppard Pratt

9 Sheppard Pratt -Ellicott Gty

10 Sinai Hosp.

11 Union Mem.
12 Howard Co Gen Hosp

13 St.loseph's

14 Hanford Mem.Hosp

15 Franklin Square Hosp.

16 Carroll County Gen. Hosp.

Wicomico Co.

Data limitations: RAMC defined its service area based on whole -county definitions,
reflecting the limited dataset made available. The hospital dataset provided by freestanding
psychiatric facilities does not provide zip code -specific data. Therefore, AAMC's service area

20 Data from freestanding psychiatric hospitals was made available on a county basis, only; therefore, all market
analyses and need forecasts have been prepared on a county basis
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definition, need projection, and analysis of the impact on access is based on whole-county 
populations. 

Service area definition: AAMC's service area for inpatient psychiatric care is defined to 
include two (2) counties: Anne Arundel County and Queen Anne's County. AAMC is strongly 
positioned—geographically, programmatically, and operationally—to serve this two-county 
region, produce quality improvements, and generate cost savings. 

AAMC defined the service area for its proposed mental health hospital based largely on 
the patient origin of its transfer population, i.e. the patient population who presented in AAMC's 
ED in FY 2015 and who required transfer to an acute psychiatric unit. This data represents 
actual experience and serves as evidence that AAMC is a provider of choice for residents of 
these two counties. 

AAMC defined the clinical cohorts expected to be served by the proposed mental health 
hospital, referred to in this application as the "AAMC-eligible population," and examined 
AAMC transfer data more closely based on this "AAMC-eligible population" (see Technical 
Notes for diagnosis code definitions). 

Patients from these two counties (Anne Arundel and Queen Anne's counties) represented 
75 percent of the total AAMC-eligible transfers from AAMC to acute psychiatric units in 
Maryland (N=946 patients). The patient origin data for AAMC-eligible transfers from AAMC is 
presented below on Chart 29, representing adult patients with diagnoses that will be served by 
the AAMC mental health hospital: 

Chart 29 
Number of Transfers from AAMC to Acute Psychiatric Units 

AAMC — Eligible Cases, Only 
FY 2015 

(N = 946 cases) 

Sheppard Pratt Acute Hospitals Total % Total 
Anne Arundel County 514 160 674 71.2% 
Prince George's County 45 17 62 6.6% 
Queen Anne's County 23 13 36 3.8% 

All Other 138 36 174 18.4% 
Total 720 226 946 100.0% 

a. Rationale for this two-county service area definition 

AAMC defined Anne Arundel and Queen Anne's Counties as its service area for the 
proposed mental health hospital based on the following premises: 

• Volume from these two counties represents 75 percent of total AAMC-eligible acute 
psychiatric cases presenting in AAMC's ED who would be candidates for admission 
to the mental health hospital at AAMC. 
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definition, need projection, and analysis of the impact on access is based on whole -county
populations.

Service area definition: AAMC's service area for inpatient psychiatric care is defined to
include two (2) counties: Anne Arundel County and Queen Anne's County. RAMC is strongly
positioned—geographically, programmatically, and operationallyto serve this two -county
region, produce quality improvements, and generate cost savings.

AAMC defined the service area for its proposed mental health hospital based largely on
the patient origin of its transfer population, i.e. the patient population who presented in AAMC's
ED in FY 2015 and who required transfer to an acute psychiatric unit. This data represents
actual experience and serves as evidence that RAMC is a provider of choice for residents of
these two counties.

AAMC defined the clinical cohorts expected to be served by the proposed mental health
hospital, referred to in this application as the "AAMC-eligible population," and examined
RAMC transfer data more closely based on this "RAMC-eligible population" (see Technical
Notes for diagnosis code definitions).

Patients from these two counties (Anne Arundel and Queen Anne's counties) represented
75 percent of the total AAMC-eligible transfers from AAMC to acute psychiatric units in
Maryland (N=946 patients). The patient origin data for AAMC-eligible transfers from RAMC is
presented below on Chart 29, representing adult patients with diagnoses that will be served by
the RAMC mental health hospital:

Chart 29
Number of Transfers from RAMC to Acute Psychiatric Units

Anne Arundel County
Prince George's County
Queen Anne's County

All Other
Total

RAMC —Eligible Cases, Only
FY 2015

(N = 946 cases)

Shepard Pratt Acute Hospitals
514 160

45
23

138
720

17
13

36
226

a. Rationale for this two -county service area definition

Total
674
62
36

174
946

Total
71.2%

6.6%
3.8%

18.4%
100.0%

RAMC defined Anne Arundel and Queen Anne's Counties as its service area for the
proposed mental health hospital based on the following premises:

• Volume from these two counties represents 75 percent of total RAMC-eligible acute
psychiatric cases presenting in AAMC's ED who would be candidates for admission
to the mental health hospital at RAMC.



• The Queen Anne's County population represents a growing patient base for AAMC 
and a major focus for AAMC's population health management initiatives. AAMC 
currently has two affiliated family medicine practices operating in Queen Anne's 
County. 

• The proposed mental health hospital would improve access for residents of Queen 
Anne's County by reducing driving time to the closest acute psychiatric unit (refer to 
Chart 26, page 59). 

• HSCRC data indicates that AAMC is the first point of hospital contact for more than 
20 percent of acute psychiatric patients who were admitted from Anne Arundel 
County and more than 20 percent of acute psychiatric patients who were admitted 
from Queen Anne's County. Therefore, AAMC is already serving more than 20 
percent of psychiatric admissions from these two counties through the AAMC ED 
(see Section 4, Current Equivalent Market Share, page 72). While this patient volume 
is currently transferred to other hospitals, at a minimum, AAMC can expect to serve 
this share of patients requiring admission to a psychiatric unit. 

AAMC's service area under GBR includes the northernmost communities of Prince 
George's County, and AAMC has built a substantial patient base in this region. As the ED 
transfer profiles indicate, patients from Prince George's County currently rely on AAMC for 
psychiatric services. However, AAMC anticipates that the new hospital in Prince George's 
County and the reconstituted Laurel Regional facility will function to serve a large percentage of 
county residents needing psychiatric care. Therefore, for purposes of the need analysis, AAMC 
has not projected Prince George's County to be a target market or a growth area. At the same 
time, AAMC will continue to serve a modest percentage of Prince George's County volume, as 
reflected in the "out of area" volume projected to be served. 

Therefore, the AAMC-eligible transfer population was profiled on the basis of AAMC's 
transfers in FY 2015 to include: 

• Patients age 18 years or more, 

• Patients defined by the "eligible" diagnoses, accompanied by exclusion of defined 
diagnostic groups, and; 

• Exclusion of the Prince George's County population. 

b. Population projections 

The total adult population in this two-county region is 457,000 adult residents (age 18 
years or more), with an annual growth rate of approximately one percent per year through Year 
2022 (as shown on Chart 30, page 66). This population growth rate further supports the need for 
a new inpatient unit in this region: Even as the partial hospitalization program comes to 
substitute for admission in up to 15 to 20% of cases, the population growth of this region will 
continue to drive the need for inpatient care. Moreover, a unit that is local to where this 
population lives is essential to continuity of care, patient adherence, and readmission reduction. 
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The Queen Anne's County population represents a growing patient base for RAMC
and a major focus for AAMC's population health management initiatives. RAMC
currently has two affiliated family medicine practices operating in Queen Anne's
County.

• The proposed mental health hospital would improve access for residents of Queen
Anne's County by reducing driving time to the closest acute psychiatric unit (refer to
Chart 26, page 59).

HSCRC data. indicates that AAMC is the first point of hospital contact for more than
20 percent of acute psychiatric patients who were admitted from Anne Arundel
County and more than 20 percent of acute psychiatric patients who were admitted
from Queen Anne's County. Therefore, RAMC is already serving more than 20
percent of psychiatric admissions from these two counties through the RAMC ED
(see Section 4, Current Equivalent Market Share, page 72). While this patient volume
is currently transferred to other hospitals, at a minimum, RAMC can expect to serve
this share of patients requiring admission to a psychiatric unit.

AAMC's service area under GBR includes the northernmost communities of Prince
George's County, and AAMC has built a substantial patient base in this region. As the ED
transfer profiles indicate, patients from Prince George's County currently rely on AAMC for
psychiatric services. However, RAMC anticipates that the new hospital in Prince George's
County and the reconstituted Laurel Regional facility will function to serve a large percentage of
county residents needing psychiatric care. Therefore, for purposes of the need analysis, AAMC
has not projected Prince George's County to be a target market or a growth area. At the same
time, RAMC will continue to serve a modest percentage of Prince George's County volume, as
reflectedm the "out of area" volume projected to be served.

Therefore, the RAMC-eligible transfer population was profiled on the basis of AAMC's
transfers in FY 2015 to include:

~ Patients age 18 years or more,

• Patients defined by the "eligible" diagnoses, accompanied by exclusion of defined
diagnostic groups, and;

• Exclusion of the Prince George's County population.

b. Population projections

The total adult population in this two -county region is 457,000 adult residents (age 18
years or more), with an annual growth rate of approximately one percent per year through Year
2022 (as shown on Chart 30, page 66). This population growth rate further supports the need for
a new inpatient unit in this region: Even as the partial hospitalization program comes to
substitute for admission in up to 15 to 20% of cases, the population growth of this region will
continue to drive the need for inpatient care. Moreover, a unit that is local to where this
population lives is essential to continuity of care, patient adherence, and readmission reduction.
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Chart 30 
Population Projections 

Defined Service Area: Anne Arundel and Queen Anne's Counties 
Adults Only (18+) 
Years 2014 - 2022 

Anne Arundel County Anne Arundel 

Estimate Projection 

2014 2015 2016 2017 2018 2019 2020 2021 2022 

Age 18-64 345,079 347,239 347,047 347,930 348,814 349,701 350,590 351,482 352,376 

Age 65+ 72,510 75,643 78,001 81,134 84,394 87,784 91,310 94,978 98,793 

Total Adult 417,589 422,882 425,048 429,064 433,208 437,485 441,901 446,460 451,169 

%Change 1.3% 0.5% 0.9% 1.0% 1.0% 1.0% 1.0% 1.1% 

Queen Anne's County Queen Anne's 

Age 18-64 26,881 26,588 26,672 26,717 26,762 26,807 26,853 26,898 26,943 

Age 65+ 7,321 7,500 7,797 8,067 8,347 8,637 8,936 9,246 9,567 

Total Adult 34,202 34,088 34,469 34,784 35,109 35,444 35,789 36,144 36,510 

% Change -0.3% 1.1% 0.9% 0.9% 1.0% 1.0% 1.0% 1.0% 

Grand Total 

Age 18-64 371,960 373,827 373,719 374,647 375,576 376,509 377,443 378,380 379,319 

Age 65+ 79,831 83,143 85,798 89,202 92,741 96,420 100,246 104,224 108,360 

Total Adult 451,791 456,970 459,517 463,848 468,317 472,929 477,689 482,604 487,679 

% Change 1.1% 0.6% 0.9% 1.0% 1.0% 1.0% 1.0% 1.1% 

Source: Nielsen, Inc. 

The map (Map 2, page 67) highlights the two-county service area, as well as the hospitals 
that currently serve 70 percent of the acute psychiatric volume from this region. This includes the 
following hospitals: 

• Sheppard Pratt 

• UM BWMC 

• UM Shore Health at Dorchester 

• MedStar Franklin Square 

• Bon Secours Hospital 

• UMMC 
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Chart 30
Population Projections

Defined Service Area: Anne Arundel and Queen Anne's Counties
Adults Only (18+)
Years 2014 - 2022

Estimate Projection

2014 2015 2016 2017 2018 2019 2020 2021 2022

Anne Arundel County Anne Arundel

Age 18-64 345,079 347,239 347,047 347,930 348,814 349,701 350,590 351,482 352,376

Age 65+ 72,510 75,643 78,001 81,134 84,394 87,784 91,310 94,978 98,793
Total Adult 417,589 422,882 425,048 429,064 433,208 437,485 441,901 446,460 451,169

Change 13% 0.5% 0.9% 1.0% 1.0% 1.0% 1.0% 1.1%

Queen Anne's County Queen Anne's

Age 18-64 26,881 26,588 26,672 26,717 26,762 26,807 26,853 26,898 26,943

Age 65+ 7,321 7,500 7,797 8,067 8,347 8,637 8,936 9,246 9,567

ToWI Adult 34,202 34,088 34,469 34,784 35,109 35,444 35,789 36,144 36,510
Change -03% 1.1% 0.9% 0.9% 1.0% 1.0% 1.0% 1.0%

Grand Total

Age 18-64 371,960 373,827 373,719 374,647 375,576 376,509 377,443 378,380 379,319
Age 65+ 79,831 83,143 85,798 89,202 92,741 96,420 100,246 104,224 108,360
Total Adult 451,791 456,970 459,517 463,848 468,317 472,929 477,689 482,604 487,679

Change 1.1% 0.6% 0.9% 1.0% 1.0% 1.0% 1.0% 1.1%

Source: Nielsen, Inc.

The map (Map 2, page 67) highlights the two -county service area, as well as the hospitals
that currently serve 70 percent of the acute psychiatric volume from this region. This includes the
following hospitals:

• Sheppard Pratt

• UM BWMC

• UM Shore Health at Dorchester

• MedStar Franklin Square

• Bon Secours Hospital

• UMMC
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Map 2 
Two-County Service Area for the AAMC Mental Health Hospital 

Anne Arundel County and Queen Anne's County 

Key Hospital 
1 BWMC 
2 UMMS 
3 Bon Secours 
4 JHH 
5 UMMS-Midtown 
6 JHH Bayview 
7 Northwest HC 
8 Sheppard Pratt 
9 Sheppard Pratt-Ellicott City 
10 Sinai Hosp. 
11 Union Mem. 
12 Howard Co Gen Hosp 
13 St. Joseph's 
14 Harford Mem. Hosp 
15 Franklin Square Hosp. Center 
16 Calvert Mem.Hosp. 
17 Dorchester Gen Hosp 
18 Laurel Reg. 
19 PGRMC 
20 Union Hosp of Cecil Co. 
21 Adventist Behavioral Health-E. Shore 
22 So.Md. Hosp. 
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Map 2
Two-County Service Area for the AAMC Mental Health Hospital

Anne Arundel County and Queen Anne's County

Key Hospital
1 DWMC

2 UMMS
3 Bon Secours
4 1HH
5 UMMS-Midtavn

6 1HH Bayview
7 Northwest HC
8 Sheppard Pratt
9 Sheppard Pratt -Ellicott City
10 Sinai Hosp.

11 Union Mem.
12 Howard Cn Gen Hosp
13 St.loseph's
14 Hayford Mem. Hosp
15 Franklin Square Hosp. Center

16 Calver[ Mem.Hosp.
17 Dorchester Gen Nosp
18 laurel Reg.
19 PGRMC
20 Union Hosp of Cecil Co.

21 Adventist Behavioral Nealth-E. Shore
22 So.Md. Hosp.
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3. 

Patient populations to be served ("AAMC-eligible volume") 

AAMC plans to serve adult patients, age 18 years or more, including involuntary 
admissions and including those patients identified as suicidal who require treatment in a 
psychiatric unit. The total market need was documented to reflect the specific patient population 
expected to be served at AAMC's proposed mental health hospital. Discharge data was compiled 
based on the following clinical definitions of "AAMC-eligible patients," defined by age, 
diagnosis code, and days in acute psychiatric care: 

• All adult discharges documented with a psychiatric DRG (DRG 750-760) 

• All adult discharges with an ICD-9 psychiatric diagnosis code and having had at least 1 or 
more days in an acute psychiatric unit in Maryland 

This definition served to capture the current market need for acute psychiatric services 
which AAMC expects to serve. More specifically, this patient population included the following 
patient cohorts: 

Core Definition: 	Psychiatric DRGs 
	

DRG 750-760 (Psychiatric DRGs) 
DRG 740, and at least 1 day in Psychiatric 
Unit 

Postpartum/Antepartum 	DRG 561 or 566, and at least 1 day 
in Psychiatric Unit 

Other patients 
	

Psychiatric diagnosis and documented to 
have had at least one day in acute 
psychiatric care 

Additional volume documented to capture the full population of ED visits: 

Suicidal risk 
	

ICD 9 diagnosis code identifying suicidal 
risk and accompanied by at least 1 day in 
acute psychiatric care 

A number of patient cohorts will continue to be referred to other facilities and will not be 
admitted to AAMC's mental health hospital. These patient populations were therefore excluded 
from the market assessment and the need projection based on diagnosis codes. Patient cohorts 
excluded from the analyses were those patients identified by any one of the following diagnoses 
as a primary diagnosis: 

AAMC Exclusions: Patient populations defined by the following primary diagnoses 

- Substance use disorders (ICD 9 codes 290-294) 

- Eating disorders (DRG 759) 
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3.

Patient populations to be served ("AAMC-eligible volume")

AAMC plans to serve adult patients, age 18 years or more, including involuntary
admissions and including those patients identified as suicidal who require treatment in a
psychiatric unit. The total market need was documented to reflect the specific patient population
expected to be served at AAMC's proposed mental health hospital. Discharge data was compiled
based on the following clinical definitions of "RAMC-eligible patients," defined by age,
diagnosis code, and days in acute psychiatric care:

• All adult discharges documented with a psychiatric DRG (DRG 750-760)

• All adult discharges with an ICD-9 psychiatric diagnosis code and having had at least 1 or
more days in an acute psychiatric unit in Maryland

This definition served to capture the current market need for acute psychiatric services
which RAMC expects to serve. More specifically, this patient population included the following
patient cohorts:

Core Definition: Psychiatric DRGs DRG 750-760 (Psychiatric DRGs)
DRG 740, and at least 1 day in Psychiatric
Unit

Postpartum/Antepartum DRG 561 or 566, and at least 1 day
in Psychiatric Unit

Other patients Psychiatric diagnosis and documented to
have had at least one day in acute
psychiatric care

Additional volume documented to capture the full population of ED visits:

Suicidal risk ICD 9 diagnosis code identifying suicidal
risk and accompanied by at least 1 day in
acute psychiatric care

A number of patient cohorts will continue to be referred to other facilities and will not be
admitted to AAMC's mental health hospital. These patient populations were therefore excluded
from the market assessment and the need projection based on diagnosis codes. Patient cohorts
excluded from the analyses were those patients identified by any one of the following diagnoses
as a primary diagnosis:

RAMC Exclusions: Patient populations defined by the following primary diagnoses

- Substance use disorders (ICD 9 codes 290-294)

- Eating disorders (DRG 759)
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- Dementia/neurologic disorders (ICD 9 290-294) 

- Developmental disabilities/intellectual disorders (ICD 9 codes 317-319) 

All market share analyses, use rate analyses, and need projections in this section are 
based on this definition of "AAMC eligible patients" defined above and excluding the patient 
populations who will not be served by AAMC. 

Current market share based on definition of "AAMC-eligible patients" (see Chart 
32, page 71): Utilization patterns and market share patterns were examined for the AAMC-
eligible patient population, specifically. The data provides evidence of access issues and 
highlights the care management concerns with out-of-county care: disjointed care management, 
relatively long acute care length of stay, disruption in continuity of care, and travel time for 
patients and families. More specifically, the data document the following points: 

Anne Arundel County residents 

• Inpatient care - The one existing psychiatric unit in Anne Arundel County (at UM 
BWMC) consistently operates at more than 90 percent occupancy. As a result, nearly 80 
percent of Anne Arundel County patients are admitted to acute care units outside of the 
county (see Chart 32, page 71), accompanied by the many negative consequences cited 
earlier. Most notably: 

o Medical management and psychiatric management, when separated, run the 
risk of becoming disjointed. 

o Upon discharge, Anne Arundel County patients return to services in their 
home area, and continuity of care often suffers. Additionally, out-of-area 
professional teams must mobilize continuing care resources across counties 
where providers have less familiarity with local community providers, and 
as a result, acute care lengths of stay can be extended. 

• ED care — In FY 2015, HSCRC data documented a total of 5,120 adult ED visits 
from Anne Arundel County with mental health as the primary diagnosis. AAMC 
served 36 percent of these total ED visits for mental health (or, 1,837 adult ED visits 
from Anne Arundel County). 

Queen Anne's County residents 

• Inpatient care - Approximately 60 percent of Queen Anne's County patients admitted 
for mental health are admitted to facilities outside of the Eastern Shore (Chart 32, page 
71). The majority of these psychiatric admissions are admitted to Baltimore County and 
Baltimore City facilities, representing approximately one hour's drive time for families. 
While drive time may be manageable, this imposition may result in family members 
being less engaged in the recovery process, a critical element to successful recovery. As 
noted above, provider teams at a distant hospital may be less familiar with local 
resources. Continuity of care is likely to be disrupted and the patient must be motivated to 
build a new clinical relationship. 
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- Dementia/neurologic disorders (ICD 9 290-294)

- Developmenta.l disabilities/intellectual disorders (ICD 9 codes 317-319)

All market share analyses, use rate analyses, and need projections in this section are
based on this definition of "AAMC eligible patients" defined above and excluding the patient
populations who will not be served by AAMC.

Current market share based on definition of "AAMC-eligible patients" (see Chart
32, page 71): Utilization patterns and market share patterns were examined for the AAMC-
eligible patient population, specifically. The data provides evidence of access issues and
highlights the care management concerns with out -of -county care: disjointed care management,
relatively long acute care length of stay, disruption in continuity of care, and travel time for
patients and families. More specifically, the data document the following points:

Anne Arundel County residents

• Inpatient care -The one e~sting psychiatric unit in Anne Arundel County (at UM
BWMC) consistently operates at more than 90 percent occupancy. As a result, nearly 80
percent of Anne Ariuidel County patients are admitted to acute care units outside of the
county (see Chart 32, page 71), accompanied by the many negative consequences cited
earlier. Most notably:

o Medical management and psychiatric management, when separated, run the
risk of becoming disjointed.

o Upon discharge, Anne Arundel County patients return to services in their
home area, and continuity of care often suffers. Additionally, out -of -area
professional teams must mobilize continuing care resources across counties
where providers have less familiarity with local community providers, and
as a result, acute care lengths of stay can be extended.

• ED care — In FY 2015, HSCRC data. documented a total of 5,120 adult ED visits
from Anne Arundel County with mental health as the primary diagnosis. AAMC
served 36 percent of these total ED visits for mental health (or, 1,837 adult ED visits
from Anne Arundel County).

Queen Anne's County residents

Inpatient care -Approximately 60 percent of Queen Anne's County patients admitted
for mental health are admitted to facilities outside of the Eastern Shore (Chart 32, page
71). The majority of these psychiatric admissions are admitted to Baltimore County and
Baltimore City facilities, representing approximately one hour's drive time for families.
While drive time may be manageable, this imposition may result in family members
being less engaged in the recovery process, a critical element to successful recovery. As
noted above, provider teams at a distant hospital may be less familiar with local
resources. Continuity of care is likely to be disrupted and the patient must be motivated to
build a new clinical relationship.



• ED care — In FY 2015, HSCRC data documents a total of 380 adult ED visits from 
Queen Anne's County with mental health as the primary diagnosis. AAMC served 24 
percent of these total ED visits for mental health (or 92 adult ED visits from Queen 
Anne's County) as shown below on Chart 31. This figure confirms that AAMC is the first 
point of contact and first choice of provider for a considerable percentage of the patient 
population in Queen Anne's County. 

Chart 31 
Adult ED Visits with Mental Health as Primary Diagnosis 

By County of Residence 
FY 2015 

Anne Arundel County Queen Anne's County 
Total # Adult ED Visits for Mental 
Health 

5,120 380 

# Adult ED visits for Mental 
Health at AAMC 

1,837 92 

AAMC ED Market Share for 
Mental Health 

36% 24% 

Source: HSCRC Abstract Dataset 
Mental health defined by CCS code as primary, and does not include substance use or alcohol use disorders 

70 

• ED care — In FY 2015, HSCRC data documents a total of 380 adult ED visits from
Queen Anne's County with mental health as the primary diagnosis. AAMC served 24
percent of these total ED visits for mental health (or 92 adult ED visits from Queen
Anne's County) as shown below on Chart 31. This figure confirms that AAMC is the first
point of contact and first choice of provider for a considerable percentage of the patient
population in Queen Anne's County.

Chart 31
Adult ED Visits with Mental Health as Primary Diagnosis

By County of Residence
FY 2015

Anne Arundel County Queen Anne's CountX
Total #Adult ED Visits for Mental 5,120 380
Health

# Adult ED visits for Mental 1,837 92
Health at AAMC

RAMC ED Market Share for 36% 24%
Mental Health

Source: HSCRC Abstract Dataset
Mental health defined by CCS code as primary, and does not include substance use or alcohol use disorders
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Chart 32 
AAMC Eligible Psychiatric Discharges 

Market Share by Hospital 
CY 2014 

Hospital 

Anne Arundel Queen Anne's Total 

Vol 

Market 

Share Vol 

Market 

Share Vol 

Market 

Share 

Sheppard Pratt 1,043 32.1% 47 28.7% 1,090 31.9% 

UM Baltimore Washington Medical Center 709 21.8% 6 3.7% 715 21.0% 

University of Maryland Medical Center 182 5.6% 5 3.0% 187 5.5% 

MedStar Franklin Square Hospital Center 145 4.5% 4 2.4% 149 4.4% 

Bon Secours Hospital 147 4.5% 1 0.6% 148 4.3% 

Laurel Regional Hospital 113 3.5% - 0.0% 113 3.3% 

UMMC Midtown Campus 112 3.4% - 0.0% 112 3.3% 

Johns Hopkins Hospital 105 3.2% 4 2.4% 109 3.2% 

MedStar Union Memorial Hospital 94 2.9% 1 0.6% 95 2.8% 

UM Shore Medical Center at Dorchester 25 0.8% 64 39.0% 89 2.6% 

Howard County General Hospital 78 2.4% 1 0.6% 79 2.3% 

UM St. Joseph Medical Center 67 2.1% 1 0.6% 68 2.0% 

Johns Hopkins Bayview Medical Center 60 1.8% 3 1.8% 63 1.8% 

Anne Arundel Medical Center 55 1.7% 5 3.0% 60 1.8% 

MedStar Montgomery General Hospital 41 1.3% 5 3.0% 46 1.3% 

Unknown - Psych Specialty 43 1.3% 1 0.6% 44 1.3% 

Calvert Memorial Hospital 39 1.2% 1 0.6% 40 1.2% 

Northwest Hospital 35 1.1% - 0.0% 35 1.0% 

Washington Adventist Hospital 26 0.8% - 0.0% 26 0.8% 

Carroll Hospital Center 23 0.7% 0.0% 23 0.7% 

Suburban Hospital 17 0.5% 1 0.6% 18 0.5% 

MedStar Harbor Hospital Center 17 0.5% - 0.0% 17 0.5% 

Harford Memorial Hospital 14 0.4% 1 0.6% 15 0.4% 

Prince George's Hospital Center 15 0.5% - 0.0% 15 0.4% 

MedStar Southern Maryland Hospital 12 0.4% - 0.0% 12 0.4% 

Sinai Hospital 9 0.3% 1 0.6% 10 0.3% 

Union Hospital of Cecil County 7 0.2% 2 1.2% 9 0.3% 

UM Shore Medical Center at Easton - 0.0% 5 3.0% 5 0.1% 

MedStar St. Mary's Hospital 4 0.1% 1 0.6% 5 0.1% 

Peninsula Regional Medical Center 3 0.1% 1 0.6% 4 0.1% 

Greater Baltimore Medical Center 3 0.1% - 0.0% 3 0.1% 

UM Shore Medical Center at Chestertown 0.0% 2 1.2% 2 0.1% 

St. Agnes Hospital 2 0.1% 0.0% 2 0.1% 

Mercy Medical Center 1 0.0% 1 0.6% 2 0.1% 

Frederick Memorial Hospital 1 0.0% 0.0% 1 0.0% 

Atlantic General Hospital 1 0.0% 0.0% 1 0.0% 

Meritus Medical Center 0.0% 0.0% 0.0% 

Holy Cross Hospital 0.0% 0.0% 0.0% 

Doctors Community Hospital 0.0% 0.0% 0.0% 

Fort Washington Medical Center 0.0% 0.0% 0.0% 

UM Charles Regional Medical Center 0.0% 0.0% 0.0% 

Western Maryland Regional Medical Center 0.0% 0.0% 0.0% 

Total 3,248 100.0% 164 100.0% 3,412 100.0% 

%Admitted to Out of Area Hospitals 2,539 78.2% 93 56.7% 2,632 77.1% 

Source: HSCRC Abstract Data 
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Chart 32
RAMC Eligible Psychiatric Discharges

Market Share by Hospital
CY 2014

Hospital

Sheppard Pratt

UM Baltimore Washington Medical Center

University of Maryland Medical Center

MedStar Franklin Square Hospital Center

Bon Secours Hospital

Laurel Regional Hospital

UMMC Midtown Campus

Johns Hopkins Hospital

MedStar Union Memorial Hospital

UM Shore Medical Centerat Dorchester

Howard County General Hospital

UMSt.Joseph Medical Center

Johns Hopkins Bayview Medical Center

Anne Arundel Medical Center

MedStar Montgomery General Hospital

Unknown -Psych Specialty

Calvert Memorial Hospital

Northwest Hospital

Washington Adventist Hospital

Carroll Hospital Center

Suburban Hospital

MedStar Harbor Hospital Center

Hanford Memorial Hospital

Prince George's Hospital Center

MedStarSouthern Maryland Hospital

Sinai Hospital

Union Hospital of Cecil County

UM Shore Medical Center at Easton

MedStarSt. Mary's Hospital

Peninsula Regional Medical Center

Greater Baltimore Medical Center

UM Shore Medical CenteratChestertown

St. Agnes Hospital

Mercy Medical Center

Frederick Memorial Hospital

Atlantic General Hospital

Meritus Medical Center

Holy Cross Hospital

Doctors Community Hospital

Fort Washington Medical Center

UM Charles Regional Medical Center

Western Maryland Regional Medical Center

Total

Admitted to Out of Area Hospitals

Source: HSCRC Abstract Data

Anne Arundel Queen Anne's

Market Market

Vol Share Vol Share

1,043 32.1% 47 28.7%

709 21.8% 6 3.7%

182 5.6% 5 3.0%

145 4.5% 4 2.4%

147 4.5% 1 0.6%

113 3.5% - 0.0%

112 3.4% - 0.0%

105 3.2% 4 2.4%

94 2.9% 1 0.6%

25 0.8% 64 39.0%

78 2.4% 1 0.6%

67 2.1% 1 0.6%

60 1.8% 3 1.8%

55 1.7% 5 3.0%

41 1.3% 5 3.0%

43 1.3% 1 0.6%

39 1.2% 1 0.6%

35 1.1% - 0.0%

26 0.8% - 0.0%

23 0.7% - 0.0%

17 0.5% 1 0.6%

17 0.5% - 0.0%

14 0.4% 1 0.6%

15 0.5% - 0.0%

12 0.4% - 0.0%

9 0.3% 1 0.6%

7 0.2% 2 1.2%

- 0.0% 5 3.0%

4 0.1% 1 0.6%

3 0.1% 1 0.6%

3 0.1% - 0.0%

- 0.0% 2 1.2%

2 0.1% - 0.0%

1 0.0% 1 0.6%

1 0.0% - 0.0%

1 0.0% - 0.0%

- ~.0% - ~.~~o

- 0.0% - 0.0%a

3,248 100.0' 164 100.0%

2, 539 78.2%
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Total

Market

Vol Share

1,090 31.9%

715 21.0%

187 5.5%

149 4.4%

148 4.3%

113 3.3%

112 3.3%

109 3.2%

95 2.8%

89 2.6%

79 2.3%

68 2.0%

63 1.8%

60 1.8%

46 1.3%

44 1.3%

40 1.2%

35 1.0%

26 0.8%

23 0.7%

18 0.5%

17 0.5%

15 0.4%

15 0.4%

12 0.4%

10 0.3%

9 0.3%

S 0.1%

5 0.1%

4 0.1%

3 0.1%

2 0.1%

2 0.1%

2 0.1%

1 0.0%

1 0.0%

- ~.~~o

- 0.0%

- 0.0%

- 0.0%

- 0.0%

- 0.0%

3,412 100.0'

93 56.7% 2,632 77.1%



4.  

AAMC's "Current Equivalent Market Share" for Acute Psychiatric Care 

In FY 2015, AAMC stabilized and evaluated a total of 946 adult patients in its ED who 
were transferred to an acute psychiatric unit in Maryland, but who would be "AAMC-eligible," 
i.e., could be served in the proposed mental health hospital. In other words, these patients would 
be expected to be served in the new hospital rather than be transferred. Therefore, this transfer 
data established the basis for calculating AAMC's county-specific "current equivalent market 
share" in CY 2014 for acute psychiatric care. Had AAMC admitted the AAMC-eligible, acute 
psychiatric patients who presented to AAMC's ED during FY 2015 (rather than transfer 
these cases for admission), AAMC's county-specific market share for adult psychiatry would 
have equated to: 

FY 2015 equivalent market share 

Anne Arundel County 	 21% 
Queen Anne's County 	 22% 

Based on this starting point, AAMC established relatively modest market share growth 
targets for its proposed mental health hospital as follows: 

FY 2022 projected market share 

Anne Arundel County (growth) 
	

25% 
25% 

Queen Anne's County21 
	

20% 

As noted earlier, AAMC does not target Prince George's County as a growth market for 
the proposed mental health hospital, but will continue serving the northernmost segment of this 
market (representing a portion of AAMC's population health management responsibility under 
its GBR contract) as reflected in AAMC's "out of area" volume. 

5.  

Projected Need for AAMC's Mental Health Hospital 

AAMC then prepared a need projection based on a population-based use rate model 
defined specifically by the "AAMC-eligible" adult population residing in Anne Arundel and 
Queen Anne's Counties. This provided the most accurate basis for projecting patient volume by 
excluding patient cohorts who will not be served at AAMC (i.e., patients who will continue to be 
referred to specialty programs across Maryland). 

Core assumptions - The population-based use rate model incorporates the following 
assumptions: 

21 The assumption is that a percentage of current patients coming to AAMC's ED may still opt for another hospital 
at the point of admission 
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4.

AAMC's "Current Equivalent Market Share" for Acute Psychiatric Care

In FY 2015, AAMC stabilized and evaluated a total of 946 adult patients in its ED who
were transferred to an acute psychiatric unit in Maryland, but who would be "AAMC-eligible,"
i.e., could be served in the proposed mental health hospital. In other words, these patients would
be expected to be served in the new hospital rather than be transferred. Therefore, this transfer
data established the basis for calculating AAMC's county -specific "current equivalent market
share" in CY 2014 for acute psychiatric care. Had AAMC admitted the RAMC-eligible, acute
psychiatric patients who presented to AAMC's ED during FY 2015 (rather than transfer
these cases for admission), AAMC's county -specific market share for adult psychiatry would
have equated to:

Anne Arundel County
Queen Anne's County

FY 2015 equivalent market share

21% 21%
22%

Based on this starting point, AAMC established relatively modest market share growth
targets for its proposed mental health hospital as follows:

FY 2022~rojected market share

Anne Arundel County (growth) 25%
25%

Queen Anne's County 21 20%

As noted earlier, RAMC does not target Prince George's County as a growth market for
the proposed mental health hospital, but will continue serving the northernmost segment of this
market (representing a portion of AAMC's population health management responsibility under
its GBR contract) as reflected in AAMC's "out of area" volume.

5.

Projected Need for AAMC's Mental Health Hospital

RAMC then prepared a need projection based on a population -based use rate model
defined specifically by the "RAMC-eligible" adult population residing in Anne Arundel and
Queen Anne's Counties. This provided the most accurate basis for projecting patient volume by
excluding patient cohorts who will not be served at AAMC (i.e., patients who will continue to be
referred to specialty programs across Maryland).

Core assumptions -The population -based use rate model incorporates the following
assumptions:

21 The assumption is that a percentage of current patients coming to AAMC's ED may still opt for another hospital
at the point of admission
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• Patient age: The proposed mental health hospital will serve patients age 18 years and 
older. 

• Patient origin: 85 percent of patients will be drawn from the defined service area: Anne 
Arundel and Queen Anne's counties. 

• Use rate decline: Volume projections incorporate an aggressive target for use rate 
reduction in the service area. AAMC expects to substitute partial hospitalization and 
community-based services for 15 to 20 percent of its current admission base. Therefore, 
the projection model assumed that the admission rate for the AAMC-eligible patient 
population would decline by 17 percent between the Years 2014 — 2022. 

• AAMC market share: Based on AAMC's "current equivalent market share" of 21 
percent, market share is projected to grow as follows on Chart 33: 

Chart 33 
AAMC Market Share for Adult Psychiatric Discharges 

Based on current equivalent market share of 19% 

Market Share Projection 
FY 2015 Actual FY 2022 Projection 

Anne Arundel County 21% 25% 
Queen Anne's County 18% 20% 
Overall Market Share for 
Service Area 21% 25% 

This market share target is a reasonable target based on the fact that AAMC currently 
serves 36 percent of Anne Arundel County's adult mental health visits to hospital 
emergency rooms and 24 percent of Queen Anne's County adult mental health visits to 
hospital emergency rooms. In addition, AAMC's current market share for other specialty 
programs in Anne Arundel County strongly supports this target as documented below on 
Chart 34: 

Chart 34 
AAMC Adult Market Share of Discharges 

Anne Arundel County Adult Residents 
Selected Specialties 

FY 2015 
% of Adult Discharges 

Orthopedics 42% 
Obstetrics 74% 
Medical cardiology 27% 
Overall adult discharges less psych, less cardiac surgery 34% 

Source: HSCRC Abstract Dataset 
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• Patient age: The proposed mental health hospital will serve patients age 18 years and
older.

• Patient origin: 85 percent of patients will be drawn from the defined service area: Anne
Arundel and Queen Anne's counties.

• Use rate decline: Volume projections incorporate an aggressive target for use rate
reduction in the service area. AAMC expects to substitute partial hospitalization and
community -based services for 15 to 20 percent of its current admission base. Therefore,
the projection model assumed that the admission rate for the RAMC-eligible patient
population would decline by 17 percent between the Years 2014 — 2022.

RAMC market share: Based on AAMC's "current equivalent market share" of 21
percent, market share is projected to grow as follows on Chart 33:

Chart 33
AAMC Market Share for Adult Psychiatric Discharges

Based on current equivalent market share of 19%

Anne Ar~uldel County
Queen Anne's County
Overall Market Share for

Market Share Projection
FY 2015 Actual FY 2022 Projection

21% 25%
18% 20%

Service Area 21 % 25%

This market share target is a reasonable target based on the fact that AAMC currently
serves 36 percent of Anne Arundel County's adult mental health visits to hospital
emergency rooms and 24 percent of Queen Anne's County adult mental health visits to
hospital emergency rooms. In addition, AAMC's current market share for other specialty
programs in Anne Arundel County strongly supports this target as documented below on
Chart 34:

Chart 34
AAMC Adult Market Share of Discharges

Anne Arundel County Adult Residents
Selected Specialties

FY 2015

Orthopedics
Obstetrics
Medical cardiology
Overall adult discharges less psych, less cardiac surgery

Source: HSCRC Abstract Dataset
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• Out of area volume: AAMC currently draws an additional (25 percent) of acute mental 
health patients from outside the two-county service area defined (based on its ED transfer 
data). However, the projection model applied a more modest assumption about out-of-
area volume that would be served, applying only an additional 15 percent of volume from 
outside the two-county area. This percentage was reduced to acknowledge that Prince 
George's Regional Medical Center and Laurel Regional Medical Center are expected to 
serve a significant percentage of patients from Prince George's County going forward, 
and that Prince George's County will not be a target area for AAMC's program growth. 
At the same time, AAMC—under its GBR contract with the HSCRC—is accountable for 
population health management for segments of Prince George's County and is committed 
to providing more integrated medical and psychiatric care and effective care management 
to residents of Prince George's County. 

• DRG mix: Based directly on its current mix of ED transfers, AAMC projects its patient 
mix in the proposed mental health hospital to comprise the following diagnostic mix on 
Chart 35: 

Chart 35 
Projected DRG Mix 

DRG DRG Description % of Projected Discharges 
750 Schizophrenia 12.1% 
751 Major depressive disorders & other/unspecified 

psychoses 
28.4% 

753 Bipolar disorders 34.3% 
754 Depression except major depressive disorder 19.3% 
755 Adjustment disorders &neuroses except 

depressive diagnosis 
2.7% 

756 Acute anxiety & delirium states 3.2% 

• Average length of stay — Projected length of stay for the mental health hospital is 6.14 
days based on the following assumptions: 

o 	The mix of AAMC-eligible patients in the new hospital will represent the same 
mix of AAMC-eligible patients who are currently served in AAMC's ED and 
transferred for admission to an acute psychiatric unit. FY 2015 data documents 
the following transfer pattern and utilization data for this transfer population on 
Chart 36, page 7522: 

22 For purposes of this analysis/fmancial modeling, a total of 14 cases were excluded from the transfer population 
based on DRGs that did not represent DRGs consistent with the expected clinical mix of patients, and a total of 48 
cases from Prince George's County that were excluded based on the assumption that this county will not be a target 
market. This reduced the total volume of transfer cases from 946 cases to 884 cases. 
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Out of area volume: AAMC currently draws an additional (25 percent) of acute mental
health patients from outside the two -county service area defined (based on its ED transfer
data). However, the projection model applied a more modest assumption about out -of -
area volume that would be served, applying only an additiona115 percent of volume from
outside the two -county area. This percentage was reduced to acknowledge that Prince
George's Regional Medical Center and Laurel Regional Medical Center are expected to
serve a significant percentage of patients from Prince George's County going forward,
and that Prince George's County will not be a target area for AAMC's program growth.
At the same time, RAMC—under its GBR contract with the HSCRC—is accountable for
population health management for segments of Prince George's County and is committed
to providing more integrated medical and psychiatric care and effective care management
to residents of Prince George's County.

DRG mix: Based directly on its current mix of ED transfers, RAMC projects its patient
mix in the proposed mental health hospital to comprise the following diagnostic mix on
Chart 35:

Chart 35
Projected DRG Mix

DRG DRG Description % of Projected Discharges
750 Schizophrenia 12.1%
751 Major depressive disorders &other/unspecified 28.4%

psychoses
753 Bipolar disorders 34.3%
754 Depression except major depressive disorder 19.3%
755 Adjustment disorders &neuroses except 2.7%

depressive diagnosis
756 Acute arixiety &delirium states 3.2%

Average length of stay —Projected length of stay for the mental health hospital is 6.14
days based on the following assumptions:

o The mix of RAMC-eligible patients in the new hospital will represent the same
mix of RAMC-eligible patients who are currently served in AAMC's ED and
transferred for admission to an acute psychiatric unit. FY 2015 data documents
the following transfer pattern and utilization data for this transfer population on
Chart 36, page 75 22:

22 For purposes of this analysis/financial modeling, a total of 14 cases were excluded from the transfer population
based on DRGs that did not represent DRGs consistent with the expected clinical mix of patients, and a total of 48
cases from Prince George's County that were excluded based on the assumption that this county will not be a target
market. This reduced the total volume of transfer cases from 946 cases to 884 cases.
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Chart 36 
Transfers from AAMC's ED for Admission 

FY 2015 

Admitting Hospital # Actual Transfers % Transfers Current ALOS Projected ALOS 
Sheppard Pratt 669 76% 8.45 days 6.45 days 
All Other Hospitals 215 24% 5.15 days 5.15 days 
Total Transfers 884 100% 7.67 days 6.14 days 

o Average length of stay for the patient population from Anne Arundel and Queen 
Anne's Counties now served at Sheppard Pratt is expected to decline from 8.45 
days to 6.45 days reflecting the fact that AAMC providers will be able to make 
greater use of the partial hospitalization setting, maintain continuity of care with 
patients, and accelerate the discharge planning process through greater 
familiarity/working relationships with local community-based agencies. 

o No further decline in length of stay is projected. 
o The aggressive use rate decline projected for the region will result from a 

reduction in short stay admissions (through reliance on the partial 
hospitalization program, improved community care integration, and peer 
support programs). Reducing the number of low intensity, short stay 
patients will leave the longer stay patients—including involuntary 
patients—driving length of stay patterns to some degree. 

o The basis for admission will typically require extended evaluation, 
medication management, and therapeutic protocols after a crisis episode. 
These stays will continue to require nearly one week's inpatient stay. 

o National reports/clinical studies emphasize the need to assure that length 
of stay is adequate to assure efficacy and tolerance of new medication(s) 
and adequate time to establish patient self-management skills in order to 
prevent readmissions. 

Based on these assumptions, volume projections are presented on Chart 37 (page 76) to 
support a 16-bed mental health hospital, projected to operate at 91 percent occupancy in Year 1 
of operation and 94 percent occupancy by Year 4 of operation. 
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Chart 36
Transfers from AAMC's ED for Admission

FY 2015

# Actual Transfers %Transfers Current ALOS Projected ALOS
669 76% 8.45 days 6.45 days
215 24% 5.15 days 5.15 days
884 100% 7.67 days 6.14 days

o Average length of stay for the patient population from Anne Arundel and Queen
Anne's Counties now served at Sheppard Pratt is expected to decline from 8.45
days to 6.45 days reflecting the fact that RAMC providers will be able to make
greater use of the partial hospitalization setting, maintain continuity of care with
patients, and accelerate the discharge planning process through greater
familiarity/working relationships with local community -based agencies.

o No further decline in length of stay is projected.
o The aggressive use rate decline projected for the region will result from a

reduction in short stay admissions (through reliance on the partial
hospitalization program, improved community care integration, and peer
support programs). Reducing the number of low intensity, short stay
patients will leave the longer stay patients—including involuntary
patients~lriving length of stay patterns to some degree.

o The basis for admission will typically require extended evaluation,
medication management, and therapeutic protocols after a crisis episode.
These stays will continue to require nearly one week's inpatient stay.

o National reports/clinical studies emphasize the need to assure that length
of stay is adequate to assure efficacy and tolerance of new medications)
and adequate time to establish patient self -management skills in order to
prevent readmissions.

Based on these assumptions, volume projections are presented on Chart 37 (page 76) to
support a 16-bed mental health hospital, projected to operate at 91 percent occupancy in Year 1
of operation and 94 percent occupancy by Year 4 of operation.
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Chart 37 
Population-Based Use Rate Model 

Projected Adult Psychiatric Discharges at AAMC 
Based on "AAMC-eligible" Definition of Inpatient Volume 

Population 

Anne Arundel County 

Queen Anne's County 

2014 

2015 

Annualized 2016 2017 2018 2019 2020 2021 2022 

417,589 

34,202 

422,882 

34,088 

425,048 

34,469 

429,064 

34,784 

433,208 

35,109 

437,485 

35,444 

441,901 

35,789 

446,460 

36,144 

451,169 

36,510 

Total 451,791 456.970 459,517 463,848 468,317 .24',2a 477,689 482,604 487,679 

Discharges per 1,000 

Total Queen Anne's and Anne Arundel County 7.55 7.73 7.56 7.32 7.09 6.94 6.73 6.58 6.43 

Projected AAMC Cases 

Anne Arundel County 

Market Discharges 3,249 3,360 3,302 3,226 3,152 3,110 3,041 3,002 2,963 

AAMC Market Share 23.0% 24.0% 24.5% 25.0% 

AAMC Discharges 715 730 735 741 

Queen Anne's County 

Market Discharges 164 172 172 171 170 171 172 173 174 

AAMC Market Share 20.0% 20.0% 20.0% 20.0% 

AAMC Discharges 34 34 35 35 

Subtotal 750 764 770 776 

Out of area volume: 15% additional 112 115 116 116 

Total Discharges with Year 1 @ 12 months of operation 862 879 886 892 

Total Discharges with Year 1 @ 10 months of operation 718 879 886 892 

Average Length of Stay 6.14 6.14 6.14 6.14 

Average Daily Census 14.5 14.8 14.9 15.0 

Occupancy Rate at 16 beds 90.6% 92.4% 93.1% 93.8% 

Source: HSCRC Abstract Data; Nielsen, Inc. 
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Chart 37
Population -Based Use Rate Model

Projected Adult Psychiatric Discharges at AAMC
Based on "AAMC-eligible" Definition of Inpatient Volume
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2014 Annualized 2016 2017 2018 2019 2020 2021 2022

Population

Anne Arundel County 417,589 422,882 425,048 429,064 433,208 437,485 441,901 446,460 451,169

Queen Anne's County 34,202 34,088 34,469 34,784 35,109 35,444 35,789 36,144 36,510

TOWI 451,791 456,970 459,517 463,848 466,317 472,929 477,689 482,604 487,679

Discharges per 1,000

ToWI Queen Anne's and Anne Arundel County 7.55 7.73 7.56 7.32 7.09 6.94 6.73 6.58 6.43

Projected AAMC Cases

Anne Arundel County

Mafket DlSchafge5 3,249 3,360 3,302 3,226 3,152 3,110 3,041 3,002 2,963

AAMC Market Share 23.0% 24.0' 24.5% 25.0%

AAMC Discharges 715 73D 735 741

queen Anne's County

Market Discharges 164 172 172 171 170 171 172 173 174

AAMC Market Share 20.0% 20.0' 20.0% 20.0%

RAMC Discharges 34 34 35 35

Subtotal 750 764 770 776

Out of area volume: 35%additional 112 115 116 116

Total Discharges with Year 1 @ 12 months of operation 862 879 886 892

Total Discharges withYear1~30monthsofoperetion 718 879 886 892

Average Length of Stay 6.14 6.14 6.14 6.14

Average Daily Census 14.5 14.8 14.9 15.0

Occupancy Rate at 16 beds 90.6% 92.4% 93.1% 93.8'

Source: HSCRC Abstract Data; Nielsen, Inc.
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F. 

SHELL SPACE ANALYSIS 

In the absence of an applicable shell space review standard in this context, AAMC 
applied the project review standard for shell space in an acute care general hospital project 
(COMAR 10.24.10.16), which provides as follows: 

a) Unfinished hospital shell space for which there is no immediate need or use shall not be 
built unless the applicant can demonstrate that construction of the shell space is cost 
effective. 

b) If the proposed shell space is not supporting finished building space being constructed 
above the shell space, the applicant shall provide an analysis demonstrating that 
constructing the space in the proposed time frame has a positive net present value that: 
i) Considers the most likely use identified by the hospital for the unfinished space; 
ii) Considers the time frame projected for finishing the space; and 
iii) Demonstrates that the hospital is likely to need the space for the most likely identified 

use in the projected time frame. 
c) Shell space being constructed on lower floors of a building addition that supports finished 

building space on upper floors does not require a net present value analysis. Applicants 
shall provide information on the cost, the most likely uses, and the likely time frame for 
using such shell space. 

d) The cost of shell space included in an approved project and those portions of the 
contingency allowance, inflation allowance, and capitalized construction interest 
expenditure that are based on the construction cost of the shell space will be excluded 
from consideration in any rate adjustment by the Health Service Cost Review 
Commission. 

Applicant Response: 

First Floor Shell Space 

There is approximately 6,500 SF of shell space located on the First Floor. Under 
COMAR 10.24.10 (16)(c), using current cost estimates to fit out the shell space at $115/sf, the 
cost would be approximately $747,500. AAMC expects to utilize the space for outpatient mental 
health services. The expected timeframe to fit out the shell space is three to five years. 

Third Floor Shell Space 

There is approximately 16,688 SF of shell space located on the Third Floor, which will 
not support finished space. The most likely use will be for inpatient mental health beds and 
associated clinical and operational support space, as need develops and subject to the resolution 
of the IMD Exclusion issue, or alternatively for additional outpatient mental programs. For 
further discussion of the IMD Exclusion issue, please refer to Part (A)(11) under the Need 
standard (page 53) above. The anticipated timeframe to fit out the shell space is likely to be three 
to five years after building opening. 
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SHELL SPACE ANALYSIS

In the absence of an applicable shell space review standard in this context, RAMC
applied the project review standard for shell space in an acute care general hospital project
(COMAR 10.24.10.16), which provides as follows:

a) Unfinished hospital shell space for which there is no immediate need or use shall not be
built unless the applicant can demonstrate that construction of the shell space is cost
effective.

b) If the proposed shell space is not supporting finished building space being constructed
above the shell space, the applicant shall provide an analysis demonstrating that
constructing the space in the proposed time frame has a positive net present value that:
i) Considers the most likely use identified by the hospital for the unfinished space;
ii) Considers the time frame projected for finishing the space; and
iii) Demonstrates that the hospital is likely to need the space for the most likely identified

use in the projected time frame.
c) Shell space being constructed on lower floors of a building addition that supports finished

building space on upper floors does not require a net present value analysis. Applicants
shall provide information on the cost, the most likely uses, and the likely time frame for
using such shell space.

d) The cost of shell space included in an approved project and those portions of the
contingency allowance, inflation allowance, and capitalized construction interest
expenditure that are based on the construction cost of the shell space will be excluded
from consideration in any rate adjustment by the Health Service Cost Review
Commission.

Applicant Response:

First Floor Shell Space

There is approximately 6,500 SF of shell space located on the First Floor. Under
COMAR 10.24.14 (16)(c), using current cost estimates to fit out the shell space at $115/sf, the
cost would be approximately $747,500. AAMC expects to utilize the space for outpatient mental
health services. The expected timeframe to fit out the shell space is three to five years.

Third Floor Shell Space

There is approximately 16,688 SF of shell space located on the Third Floor, which will
not support fuushed space. The most likely use will be for inpatient mental health beds and
associated clinical and operational support space, as need develops and subject to the resolution
of the IMD Exclusion issue, or alternatively for additional outpatient mental programs. For
further discussion of the IMD Exclusion issue, please refer to Part (A)(11) under the Need
standard (page 53) above. The anticipated timeframe to fit out the shell space is likely to be three
to five years after building opening.
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Value Analysis 

The current cost to construct the shell space based upon the Marshal Swift Valuation 
(MSV) services is $1.30 million and time adjusted for escalation at 3.5%/year is $1.53 million. 
The actual anticipated cost to add a Third Floor on top of an in-use mental health facility would 
be substantially increased over the MSV value due to operational impacts such as infection 
control requirements, segregation of construction personnel and materials, utility outages and 
potential relocation of patients. An additional multiplier of 75 percent is justified and would 
result in an anticipated total cost of $2.68 million. 
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Value Analysis

The current cost to construct the shell space based upon the Marshal Swift Valuation
(MSV) services is $1.30 million and time adjusted for escalation at 3.5%/year is $1.53 million.
The actual anticipated cost to add a Third Floor on top of an in -use mental health facility would
be substantially increased over the MSV value due to operational impacts such as infection
control requirements, segregation of construction personnel and materials, utility outages and
potential relocation of patients. An additional multiplier of 75 percent is justified and would
result in an anticipated total cost of $2.68 million.
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10.24.01.08G(3)(c). Availability of More Cost-Effective Alternatives. 

The Commission shall compare the cost effectiveness of the proposed project with the cost 
effectiveness of providing the service through alternative existing facilities, or through an 
alternative facility that has submitted a competitive application as part of a comparative 
review. 

INSTRUCTIONS: Please describe the planning process that was used to develop the proposed 
project. This should include a full explanation of the primary goals or objectives of the project 
or the problem(s) being addressed by the proposed project. The applicant should identify the 
alternative approaches to achieving those goals or objectives or solving those problem(s) that 
were considered during the project planning process, including: 

a) the alternative of the services being provided through existing facilities; 

b) or through population-health initiatives that would avoid or lessen hospital admissions. 

Describe the hospital's population health initiatives and explain how the projections and 
proposed capacities take these initiatives into account. 

For all alternative approaches, provide information on the level of effectiveness in goal or 
objective achievement or problem resolution that each alternative would be likely to achieve and 
the costs of each alternative. The cost analysis should go beyond development costs to consider 
life cycle costs of project alternatives. This narrative should clearly convey the analytical 
findings and reasoning that supported the project choices made. It should demonstrate why the 
proposed project provides the most effective method to reach stated goal(s) and objective(s) or 
the most effective solution to the identified problem(s) for the level of costs required to 
implement the project, when compared to the effectiveness and costs of alternatives, including 
the alternative of providing the service through existing facilities, including outpatient facilities 
or population-based planning activities or resources that may lessen hospital admissions, or 
through an alternative facility that has submitted a competitive application as part of a 
comparative review. 

Applicant Response: 

In accordance with this Standard, there is no more cost effective alternative available to 
achieve the goals of the project. 

As described above, AAMC has recognized the need to develop inpatient psychiatric 
capacity for several years. Vision 2020 — Living Healthier Together, AAMC's ten-year Strategic 
Plan, defines AAMC's mission to enhance the health of the people it serves. In 2014, consistent 
with its overall mission, AAMC developed its Strategic Plan for Behavioral Health to guide it in 
meeting the mental health and substance use needs in the community. Recognizing that access to 
quality, patient-centered behavioral healthcare services is key to having a favorable quality of 
life in the community, AAMC committed in this Strategic Plan to be a leader in promoting 
access to mental health and substance use healthcare services within a seamless, integrated 
medical, mental health and substance abuse continuum of care. One of the key elements of this 
Strategic Plan was the development of inpatient psychiatric services at AAMC, which the plan 
targets for FY 2017 — 2018. 
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10.24.O1.OSG(3)(c). Availability of More Cost -Effective Alternatives.

The Commission shall compare the cost effectiveness of the proposed project with the cost
effectiveness of providing the service through alternative existing facilities, or through an
alternative facility that has submitted a competitive application as part of a comparative
review

INSTRUCTIONS: Please describe the planning process that was used to develop the proposed
project. This should include a full explanation of the primary goals or objectives of the project
or the. problems) being addressed by the proposed project. The applicant should identify the
alternative approaches to achieving those goals or objectives or solving those problems) that
were considered during the project planning process, including:

a) the alternative of the services being provided through existing facilities;

b) or through population -health initiatives that would avoid or lessen hospital admissions.

Describe the hospital's population health initiatives and explain how the projections and
proposed capacities take these initiatives into account.

For all alternative approaches, provide information on the level of effectiveness in goal or
objective achievement or problem resolution that each alternative would be likely to achieve and
the costs of each alternative. The cost analysis should go beyond development casts to consider
life cycle costs of project alternatives. This narrative should clearly convey the analytical
findings and reasoning that supported the project choices made. It should demonstrate why the
proposed project provides the most effective method to reach stated goals) and objectives) or
the most effective solution to the identified problems) for the level of costs required to
implement the project, when compared to the effectiveness and costs of alternatives, including
the alternative of providing the service through existing facilities, including outpatient facilities
or population -based planning activities or resources that may lessen hospital admissions, or
through an alternative facility that has submitted a competitive application as part of a
comparative review.

Applicant Response:

In accordance with this Standard, there is no more cost effective alternative available to
achieve the goals of the project.

As described above, RAMC has recognized the need to develop inpatient psychiatric
capacity for several years. Vision 2020 —Living Healthier Together, AAMC's ten-year Strategic
Plan, defines AAMC's mission to enhance the health of the people it serves. In 2014, consistent
with its overall mission, AAMC developed its Strategic Plan for Behavioral Health to guide it in
meeting the mental health and substance use needs in the community. Recognizing that access to
quality, patient -centered behavioral healthcare services is key to having a favorable quality of
life in the community, AAMC committed in this Strategic Plan to be a leader in promoting
access to mental health and substance use healthcare services within a seamless, integrated
medical, mental health and substance abuse continuum of care. One of the key elements of this
Strategic Plan was the development of inpatient psychiatric services at RAMC, which the plan
targets for FY 2017 — 2018.
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AAMC's primary goals associated with this project include the following: 

1. Eliminate the delays and barriers to timely inpatient psychiatric care that now result 
from 946 patient transfers to other facilities, almost all outside of Anne Arundel 
County. 

2. Strengthen quality and continuity of mental health care in Anne Arundel County 
through by establishing a comprehensive and integrated mental health care program 
that enables coordination with community-based support services. 

3. Consistent with AAMC's mission and demonstrated need, seek to ensure that 
AAMC's inpatient mental health capacity is available to serve all patients regardless 
of payor source, including Medicaid patients, without delay. 

4. Reduce length of stay and admission rates, and leverage community based resources 
to the fullest extent possible. 

As described above, the development of inpatient psychiatric capacity within AAMC's 
health system is also contemplated within its Master Facilities Plan, which shows two options for 
locating this program from a facilities standpoint. One potential location is shown within 
AAMC's acute care hospital in the North Tower, and the other location is shown in a new 
building to be constructed on the Riva Road property that AAMC leases from the County on a 
long term basis. Accordingly, with the project goals in mind, over the last nine months, AAMC 
undertook an extensive analysis of which option would be the best alternative to achieving the 
goals of the project. The analysis was undertaken by representatives of a wide range of AAMC 
departments with subject matter expertise including clinical, financial, facilities, operational, 
planning, and legal. The working group developed a decision matrix to compare and "score" the 
location options (in the hospital, the campus where Pathways is, as well as a "greenfield" option) 
against various criteria related to the goals of the project. See Chart 38 (page 81). This analysis 
strongly supports establishing a freestanding mental health hospital on the Riva Road property as 
the best alternative. The analysis behind the scoring shown on Chart 38 is described further 
below. 
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Chart 38 
Scoring Matrix 
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Program Quality 13 3 39 5 65 3 39 
QBR Impact 11 1 11 5 55 5 55 

Risk Management/ Patient 
Safety 

12 1 12 5 60 5 60 

.,. 
Patient Care Access 

...) 
3 5 15 3 9 1 3 

Staffing 9 5 45 3 27 1 9 
!!.1  0 	 Staff 
O 	Satisfaction/Engagement 

5 3 15 3 15 3 15 

Support Services 2 5 10 1 2 1 2 
Capacity for Growth 6 1 6 3 18 5 30 

6 	Partnering Opportunities 1 1 1 1 1 5 5 

Cost (Building Cost) 7 5 35 5 35 1 7 
Operating Margin 10 5 50 5 50 3 30 

a 

E 	Life Cycle Costs 8 5 40 5 40 1 8 
Reimbursement (GBR) 4 1 4 3 12 5 20 

TOTAL 	283 	389 	283 

Best outcome = 5 
Average outcome, acceptable outcome = 3 
Least desirable outcome = 1 

AAMC explored the following four options to address the need for additional inpatient 
psychiatric capacity in Anne Arundel County: 

1. Option 1: Do Nothing: As described at length in response to the Need standard 
(COMAR 10.24.01.08G(3)(b)), there is a demonstrated need for additional inpatient 
psychiatric capacity in AAMC's service area. Doing nothing to add inpatient psychiatric 
beds to AAMC and continuing to rely on existing facilities to meet this need was 
considered and rejected because it maintains the unacceptable status quo for the large 
volume of patients in need of inpatient psychiatric care who arrive at AAMC's ED and 
who must be transferred long distances to receive care. Accordingly, this option was not 
scored on the decision matrix (Chart 38). 
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Patient Care Access 3 5 15 3 9 1 3

Staffing 9 5 45 3 27 1 9
Staff

Satisfaction/Engagement
5 3 15 3 15 3 15

Support Services 2 5 10 1 2 1 2
Capacity for Growth 6 1 6 3 18 5 30

Partnering Opportunities 1 1 1 1 1 5 5

Cost (Building Cost) 7 5 35 5 35 1 7
Operating Margin 10 5 50 5 50 3 30
Life Cycle Costs 8 5 40 5 40 1 8

- Reimbursement (GBR) 4 1 4 3 12 5 20
TOTAL 283 389 283

Best outcome = 5
Average outcome, acceptable outcome = 3
Least desirable outcome = 1

AAMC explored the following four options to address the need for additional inpatient
psychiatric capacity in Anne Arundel County:

1. Option 1: Do Nothing: As described at length in response to the Need standard
(COMAR 10.24.01.08G(3)(b)), there is a demonstrated need for additional inpatient
psychiatric capacity in AAMC's service area. Doing nothing to add inpatient psychiatric
beds to RAMC and continuing to rely on existing facilities to meet this need was
considered and rejected because it maintains the unacceptable status quo for the large
volume of patients in need of inpatient psychiatric care who arrive at AAMC's ED and
who must be transferred long distances to receive care. Accordingly, this option was not
scored on the decision matrix (Chart 38).
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2. Option 2: Convert Existing Hospital Space 

An option to convert two existing acute-care patient units (approximately 14,326 
SF) in the North Hospital Pavilion into 16 psychiatric beds was explored. The estimated 
total project cost range is $6.5 million to $8.5 million. 

Although this is a possible option, there are several drawbacks. The only 
potential area that could be renovated for this program in the existing facility is on the 
sixth floor. Elevated floors are not ideal for a mental health locked unit for involuntary 
and voluntary admissions. The adjacencies, access for patients' visitors, and security for 
patients and visitors are inferior to those that could be achieved at a consolidated mental 
health and substance use campus. The ability to share staff across inpatient and partial 
hospital programs would be compromised. AAMC may need to add beds or multiple 
units to meet growing need, and the sixth floor location does not provide that option. 
Additionally, under GBR, as a new service in the hospital, the HSCRC has indicated that 
reimbursement would be subject to a 50 percent variable cost factor, which would create 
a negative operating margin The operating margin in Year 3 for this option was a loss 
of $1.28 million or negative 38 percent. As such, the program would not be sustainable 
over time. This option would also have the undesired effect of increasing costs subject to 
the Medicare waiver. Accordingly, this option was not the preferred option as compared 
to option 3 which does not have these drawbacks. 

3. Option 3: Construct New Facility (Selected option) 

AAMC selected the option of establishing a freestanding mental health hospital 
on the Riva Road site over a hospital-based unit. Unlike a hospital-based option, this 
option enables AAMC to provide a comprehensive and integrated mental health care 
program at a single location that will incorporate inpatient psychiatric care, partial 
hospitalization, intensive outpatient programs, family support services, prevention 
programs, and referral to and care coordination with community-based support services. 
This option also supports better integration with community-based activities, including 
family and self-help programs to strengthen patient engagement, and patient advocacy 
organizations to encourage active involvement in community health. 

Locating the unit outside of an acute care hospital enables the design team to 
prepare a pleasing, site-specific milieu while meeting the array of applicable codes and 
regulations as well as the therapeutic and safety needs for patients and staff. AAMC 
determined that this location strikes the right "balance between the safest possible healing 
environment and a non-institutional appearance that is correct for the unique conditions 
that exist in each and every facility."23  

The land is currently leased from Anne Arundel County on a long-term basis and 
the lease allows for construction of a freestanding psychiatric hospital on the property 
with approval from the county. 

23 Hunt, James M and David M. Sine "Design Guide for the Build Environment of Behavioral Health Facilities," 
Edition 7.0, May 2015. 
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4. Option 4: Redevelop Existing Site 

An option to build a psychiatric hospital on purchased property that would require 
demolition of an existing building was also explored. An advantage to the site would be 
that the health system would own the property as opposed to the long-term land lease 
with Anne Arundel County for the Riva Road property. The land acquisition, demolition 
and unforeseeable site conditions makes this a less favorable option. Additionally, there 
is substantial ongoing cost to support another satellite for the health system for couriers, 
materials management, technology infrastructure, personnel, etc. 

A review of potential sites and conceptual estimates for this project indicate that 
the total capital investment would be in excess of $21.0 million. This option is not only 
more expensive to build, but also does not provide the numerous benefits afforded by co-
locating multiple mental health and substance use services on a single site identified 
earlier. 

As required by this Standard, AAMC also considered population health initiatives to 
avoid or lessen hospital admissions. AAMCs overall plan for mental health includes multiple 
population health initiatives (refer to page 14) and treatment collaborations to decrease the need 
for inpatient psychiatric care. Nevertheless, the need for additional inpatient psychiatric capacity 
persists. 

Two programs in operation or in development will serve to facilitate earlier case 
detection and earlier outpatient intervention, with the ultimate impact of lessening avoidable 
inpatient utilization. These include use of a brief mental health and substance use questionnaire 
in AAMC's network of primary care clinics, and the use of a clinical navigator to field referrals 
for mental health intervention to a network of cooperating treatment providers. This program 
began in 2015 and has achieved 509 referrals as of January 31, 2016. This program will be 
developed further in the coming year with addition of a pilot project of primary care integration, 
and psychiatric consultation provided to primary care physicians managing psychotropic 
medications in primary care, with planned expansion to an increasing network of primary care 
practices in subsequent years. 

AAMC will establish a psychiatric partial hospitalization program in FY 2016. It is 
projected that 15 to 20 percent of current ED visits historically resulting in an inpatient 
admission of either an adolescent or an adult will be averted through admission to psychiatric 
partial hospitalization, either from the ED or before presenting there at all. AAMC has taken this 
reduction into account in the analysis of expected ongoing need for inpatient admission from the 
ED. The additional impacts of psychiatric partial hospitalization on inpatient utilization are 
expected to be on length of stay and rates of readmission. AAMC's need analysis is based on an 
inpatient length of stay equal to that of Maryland acute care hospitals with inpatient psychiatric 
beds that also have psychiatric partial hospitalization available at their facilities as a step-down 
from inpatient care. The impact on readmission rates is difficult to quantify from current data, 
but is expected to be positive although marginal. 

Crisis residential services are currently available in Anne Arundel County through 
Harbor House, which maintains beds in Glen Burnie and Edgewater. Diversion of avoidable 
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inpatient utilization through use of this service by Anne Arundel Crisis Response and mental 
health clinicians in the AAMC ED is already evident to some extent, and will be increased as it 
is employed in concert with partial hospitalization at AAMC starting this year. 

In 2016, AAMC will focus on the target population by engaging behavioral health 
resources, skilled nursing facilities (SNFs), public and private sector care coordinators, and 
physicians to create a better-integrated and aligned community of practice, consistent with 
AAMC's Vision 2020 — Living Healthier Together. Collaborating with non-traditional partners 
in order to achieve its population health improvement goals, AAMC has engaged with UM 
BWMC in a Regional Partnership: the Bay Area Transformation Partnership (BATP). BATP 
addresses the community's behavioral health needs as well as social and medical needs. New 
collaborations will be formed and existing relationships will be expanded with community-based 
behavioral health resources and private and public sector providers of care management in order 
to improve outcomes for AAMC's target population. 

Accordingly, establishing freestanding mental health hospital on the Riva Road property 
is the most cost-effective alternative to achieving the goals of the project. AAMC has taken into 
account the impact of population health initiatives that it will undertake to lessen admissions and 
length of stay in its need analysis demonstrating the need for 16 beds. 
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10.24.01.08G(3)(d). Viability of the Proposal. 

The Commission shall consider the availability of financial and nonfinancial resources, 
including community support, necessary to implement the project within the time frames set 
forth in the Commission's performance requirements, as well as the availability of resources 
necessary to sustain the project. 

INSTRUCTIONS: Please provide a complete description of the funding plan for the project, 
documenting the availability of equity, grant(s), or philanthropic sources of funds and 
demonstrating, to the extent possible, the ability of the applicant to obtain the debt financing 
proposed. Describe the alternative financing mechanisms considered in project planning and 
provide an explanation of why the proposed mix of funding sources was chosen. 

• Complete applicable Revenues & Expenses (Tables G, H, J and K as applicable), and 
the Work Force information (Table L) worksheets in the CON Table Package, as 
required. Instructions are provided in the cover sheet of the CON package. Explain how 
these tables demonstrate that the proposed project is sustainable and provide a description 
of the sources and methods for recruitment of needed staff resources for the proposed 
project, if applicable. 

• Describe and document relevant community support for the proposed project. 

• Identify the performance requirements applicable to the proposed project and explain 
how the applicant will be able to implement the project in compliance with those 
performance requirements. Explain the process for completing the project design, 
contracting and obtaining and obligating the funds within the prescribed time frame. 
Describe the construction process or refer to a description elsewhere in the application 
that demonstrates that the project can be completed within the applicable time frame. 

• Audited financial statements for the past two years should be provided by all applicant 
entities and parent companies. 

Applicant Response: 

Funding Plan 

The capital cost of the project will be paid for in full with cash reserves of Anne Arundel 
Health System, Inc., the adequacy of which is shown on its balance sheet in Exhibit 9. The 
Applicant reserves the right to request an allowance from the HSCRC for capital in the rates of 
the new mental health hospital in the future. 

Tables 

Please see Appendix 1 — Tables J, K, and L. Tables G and H are inapplicable because 
this is a new facility. These tables demonstrate that the project is sustainable and achieves a 
positive margin by the second year of operation. 
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Recruitment 

AAMC will attract top talent and support recruitment of mental health clinicians to this 
shortage region by operating a continuum of mental health services on a single site, providing a 
training environment for clinicians at all levels. The facility will be recognized for expertise in 
all areas of behavioral medicine, backed by one of the largest independent medical centers in 
Maryland. Amidst a shortage of psychiatrists and other mental health professionals, this campus 
model will provide an advantage to attract mental health providers to this Health Professionals 
Shortage Area. 

• Core Principles. 
o AAMC has a principle of open competition in its approach to recruitment; 

therefore all available positions are advertised both internally & externally. 

o AAMC will seek to recruit the best candidate for the position based on merit and 
required qualification. 

o AAMC will provide appropriate training, development, and support to those 
involved in the recruitment and selection activities. 

o AAMC will continuously monitor the cost effectiveness and efficacy of the 
selection and recruitment process. 

o AAMC will treat all documentation relating to the applicant as confidential. 

• Recruitment and Selection Procedure. The interview process and selection will follow 
all guidelines as listed in Anne Arundel Health System's Policy HR 8.1.03 (please refer 
to Exhibit 10). 

Community Support 

"Because the public mental health system no longer provides the safety net for 
individuals whose illnesses require containment and prompt stabilization, it has 
become incumbent on the private sector to provide services needed to assure 
personal and public safety." 

Steven S. Sharfstein, M.D., President and CEO 
Sheppard Pratt Health System 
From letter of support for AAMC's CON 

More than a decade ago, when Crownsville State Hospital Center closed its doors, 
AAMC braced for a tidal wave of patients seeking mental health services. But the need for 
mental health services is far greater than AAMC's emergency department can fulfill. According 
to the National Alliance on Mental Illness, "about a third of all people experiencing mental 
illnesses and about half of people living with severe mental illnesses also experience substance 
abuse. These statistics are mirrored in the substance abuse community, where about a third of all 
alcohol abusers and more than half of all drug abusers report experiencing a mental illness." 
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illnesses and about half of people living with severe mental illnesses also experience substance
abuse. These statistics are mirrored in the substance abuse community, where about a third of all
alcohol abusers and more than half of all drug abusers report experiencing a mental illness."
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That is why two years ago, AAMC expanded its mental health services to include an 
ambulatory outpatient clinic located across from the Riva Road property in order to treat patients 
locally, help them stay out of the hospital and resume their lives as normally as possible. 

Still, this is not enough. More than 1,100 patients every year are transferred from 
AAMC's ED to inpatient units some 40 miles away. Staff, community leaders and families alike 
ask: why can't these patients be treated here? Pressure has mounted every year for AAMC to 
respond to this critical service gap. 

Responding to this need, AAMC's application for a mental health hospital is drawing 
widespread support from a broad cross-section of the community. In the form of resolutions and 
letters of support, these expressions reflect a fervent desire to have inpatient psychiatric care at 
AAMC. 

The Medical Community: Physicians, Hospitals, and Payors 

First, there is strong support from AAMC's psychiatrists, primary care physicians, ED 
staff, and licensed clinical social workers who care for patients with mental health problems 
every day. As Dr. Ray Hoffman, Medical Director of the Division of Mental Health and 
Substance Use affirms: "the gaps and fragmentation in current systems and programs, and the 
lack of inpatient care in proximity to communities where our patients and their families live and 
work, can be addressed most effectively and efficiently with a vertically-integrated center for 
mental health treatment." AAMC's Director of emergency services, Dr. Michael Remoll, states 
that despite "a robust system of mental health consultants, substance abuse specialists, and 
psychiatrists who provide acute mental health evaluations and treatment," there is a critical 
shortage of inpatient beds. 

Secondly, there also is enthusiastic endorsement from other hospitals—Johns Hopkins, 
Sheppard Pratt, and Calvert Memorial—as well as testimony from employees at Clifton T. 
Perkins. Acknowledged leader in the field, Sheppard Pratt's Steven Sharfstein, MD, notes that 
AAMC "has an active psychiatric emergency room and the need for general adult beds and 
related services in which to stabilize those needing higher levels of care is overdue." Hopkins' 
Ron Peterson notes that "currently AAMC provides many of the mental health and substance use 
services upon which the community relies...However, without an inpatient mental health unit, 
patients needing that higher level of care must be transferred and often experience detrimental 
delays in treatment as they wait for availability at another facility." 

Among the strongest endorsements is this from the payor community: Chet Burrell, CEO 
of CareFirst BlueCross BlueShield states that, "We believe that AAMC offers a cost effective 
opportunity within the Central Maryland region" to address the issue of inpatient services for 
mental health. 

The Mental Health Community: Allied partners 

AAMC has fostered and enjoyed strong relationships with leading area mental health 
organizations, all of which are eager to see this project realized. Anne Arundel County Health 
Officer Dr. Jinlene Chan acknowledges that "an inpatient mental health unit would create a more 
seamless experience for those needing this level of care." Tracey Myers-Preston, Executive 
Director Maryland Addictions Directors Council, points to AAMC's reputation for high quality 

87 

That is why two years ago, AAMC expanded its mental health services to include an
ambulatory outpatient clinic located across from the Riva Road property in order to treat patients
locally, help them stay out of the hospital and resume their lives as normally as possible.

Still, this is not enough. More than 1,100 patients every year are transferred from
AAMC's ED to inpatient units some 40 miles away. Staff, community leaders and families alike
ask: why can't these patients be treated here? Pressure has mounted every year for RAMC to
respond to this critical service gap.

Responding to this need, AAMC's application for a mental health hospital is drawing
widespread support from a broad cross-section of the community. In the form of resolutions and
letters of support, these expressions reflect a fervent desire to have inpatient psychiatric care at
AAMC.

The Medical Community: Physicians, Hospitals, and Payors

First, there is strong support from AAMC's psychiatrists, primary care physicians, ED
staff, and licensed clinical social workers who care for patients with mental health problems
every day. As Dr. Ray Hoffinan, Medical Director of the Division of Mental Health and
Substance Use affirms: "the gaps and fragmentation in current systems and programs, and the
lack of inpatient care in proximity to communities where our patients and their families live and
work, can be addressed most effectively and efficiently with avertically-integrated center for
mental health treatment." AAMC's Director of emergency services, Dr. Michael Remoll, states
that despite "a robust system of mental health consultants, substance abuse specialists, and
psychiatrists who provide acute mental health evaluations and treatment," there is a critical
shortage of inpatient beds.

Secondly, there also is enthusiastic endorsement from other hospitals—Johns Hopkins,
Sheppard Pratt, and Calvert Memorial—as well as testimony from employees at Clifton T.
Perkins. Acknowledged leader in the field, Sheppard Pratt's Steven Sharfstein, MD, notes that
RAMC "has an active psychiatric emergency room and the need for general adult beds and
related services in which to stabilize those needing higher levels of care is overdue." Hopkins'
Ron Peterson notes that "currently RAMC provides many of the mental health and substance use
services upon which the community relies...However, without an inpatient mental health unit,
patients needing that higher level of care must be transferred and often experience detrimental
delays in treatment as they wait for availability at another facility."

Among the strongest endorsements is this from the payor community: Chet Burrell, CEO
of CareFirst B1ueCross B1ueShield states that, "We believe that RAMC offers a cost effective
opportunity within the Central Maryland region" to address the issue of inpatient services for
mental health.

The Mental Health Community: Allied partners

RAMC has fostered and enjoyed strong relationships with leading area mental health
organizations, all of which are eager to see this project realized. Anne Arundel County Health
Officer Dr. Jinlene Chan acknowledges that "an inpatient mental health unit would create a more
seamless experience for those needing this level of care." Tracey Myers -Preston, Executive
Director Maryland Addictions Directors Council, points to AAMC's reputation for high quality

87



programs and notes "an inpatient mental health unit...will ensure that adults and teens facing 
crises in mental health and substance use in Anne Arundel County have full access to appropriate 
levels of care." The County Mental Health Agency as well as Oasis and Arundel Lodge, two 
community-based service agencies, all fully support the project. Perhaps most compelling is the 
plea from Fred Delp, Executive Director of the National Alliance on Mental Illness for Anne 
Arundel County, recounting his own son's challenges: "People with mental illness in our county 
sit in a hospital emergency room for days until a bed can be found many miles away." They are 
"stung with the already existing stigma and they find out there are not enough beds in Anne 
Arundel County when their loved ones need immediate acute psychiatric care." 

Elected officials: Representing constituents 

At all levels of government, AAMC has received unwavering support for this proposal. 
U.S. Congressman John Sarbanes, Speaker of the Maryland House of Delegates Michael Busch, 
Senator John Astle, Delegate Herb McMillen, and the full Anne Arundel County delegation to 
the General Assembly all demonstrate their support. Anne Arundel County Executive Steve 
Schuh along with a resolution from the Anne Arundel County Council, as well as similar support 
from the Queen Anne's County Commissioners, indicate strong endorsement at the county level. 
Finally, Annapolis Mayor Michael Pantelides also expresses the City's solid backing for this 
project. 

Faith-based Communities: Reflecting area residents 

Several of the area's largest churches and faith-based organizations have expressed their 
keen interest in seeing AAMC realize its inpatient mental health unit. A few of these, like First 
Presbyterian Church, Heritage Baptist, and St. Mary's Catholic Church, represent huge 
constituencies. 

Community Organizations 

Organizations with whom AAMC partners on community-based projects are 
demonstrating their support for this project. President and CEO of United Way of Central 
Maryland Mark Furst notes "our research indicates that mental and behavioral health needs are 
growing in every jurisdiction, including Anne Arundel County" where "mental health related 
calls to the 2-1-1 Maryland call center increased 14% from 2013 to 2015." Melissa Curtin, 
Executive Director of the Community Foundation of Anne Arundel County, cites "an urgent 
need for increased inpatient mental health and substance use services in Anne Arundel County." 
Others include the Anne Arundel Community College, A.A.Co. Partnership for Children and 
Youth & Families. The Maryland Advocacy Policy Center, the Severna Park Community Center 
and the Morris H. Blum Community Center. 

Boards and Volunteers 

This project has the full endorsement of both AAMC's Board of Trustees and its 
Foundation Board of Directors. These are expressed through board resolutions and individual 
letters from board members. In addition, AAMC has received letters of support from many 
individuals who recount personal stories of poor or fragmented care due to the lack of inpatient 
mental health services in the county. Of particular note is the tragic story of John and Jill 
DePaola, whose son died after harrowing experiences trying to find care during a heart- 
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wrenching series of too many crises. The DePaolas now volunteer with AAMC to help realize its 
full vision for "a comprehensive approach to mental illness" and to help "facilitate the efforts of 
AAMC and the community to attack this serious medical challenge." 

Through the AAMC Foundation, business and professional leaders are voicing their 
support as well. Many believe so strongly that AAMC should have a comprehensive mental 
health program that they have pledged to raise a minimum of $5 million once the CON is 
approved to help fund the construction and additional program development for this initiative. 
The Foundation and its Mental Health and Pathways Philanthropy Council, comprised of 9 
dedicated and passionate community leaders, already have raised more than $500,000 to support 
existing mental health services. 

Finally, there is a letter of support worth noting for its author. Maryland's former 
lieutenant governor Kathleen Kennedy Townsend is no stranger to mental health issues and 
substance use. Having spent time in Anne Arundel County she knows this area and its needs. 
When apprised of AAMC's proposed CON for an inpatient mental health unit, Ms. Townsend 
responded swiftly and enthusiastically with her endorsement. 

In conclusion, all sectors of AAMC's community are urging the MHCC to grant the 
requested CON and to provide mental health patients the critical inpatient care they need. 

Performance Requirements and Compliance 

This project, if approved as a special hospital, is subject to the performance requirements 
set forth in COMAR 10.24.01.12C(3)(a). If the project is approved, AAMC must obligate 51 
percent of the approved capital obligation within 24 months of the approved date of the CON, 
initiate construction no later than 4 months after the effective date of the capital obligation, and 
document, license, and complete the project within 24 months after the effective date of the 
binding capital obligation. 

Assuming the CON is approved, AAMC intends to complete construction in the fall of 
2018. 

CON Application & Process Timeline 
File CON 
MHCC Completeness Questions 
CON Docketed 
CON Reviewed 
CON Decision 

March 29, 2016 
April — August 2016 
June 2016 
September 2016 
Nov 2016 

Process for Project Design and Construction 

AAMC has selected an architectural firm, CR Goodman Associates of Annapolis of 
Maryland, as the lead architect. AAMC has engaged a team of necessary design consultants 
which include a civil engineering firm, traffic engineer, mechanical and electrical design firm 
and a low voltage consultant. Several meetings have occurred between AAMC, the design team, 
and the Anne Arundel County planning and zoning and permitting staff to discuss the project, 
zoning, other related requirements and schedule. 
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A construction management firm will be engaged early on in the project to provide 
preconstruction services and selection will follow AAIVIC's procurement policies. After the pre-
construction is completed and permit documents are submitted to the respective authorities, a 
construction management firm will be selected and contracted with to perform the site work and 
to construct the building. Fifty-one percent of the funds necessary to construct the project will be 
committed within 12 months of the approved CON date. Construction will be initiated within 
four months of the contract execution date. 

Audited Financial Statements 

Please see Exhibit 9, Anne Arundel Health System Final Financial Statements 2014 and 
2015. 

90 

A construction management firm will be engaged early on in the project to provide
preconstruction services and selection will follow AAMC's procurement policies. After the pre -
construction is completed and permit documents are submitted to the respective authorities, a
construction management firm will be selected and contracted with to perform the site work and
to construct the building. Fifty-one percent of the funds necessary to construct the project will be
committed within 12 months of the approved CON date. Construction will be initiated within
four months of the contract execution date.

Audited Financial Statements

Please see Exhibit 9, Anne Arundel Health System Final Financial Statements 2014 and
2015.



10.24.01.08G(3)(e). Compliance with Conditions of Previous Certificates of Need. 

An applicant shall demonstrate compliance with all terms and conditions of each previous 
Certificate of Need granted to the applicant, and with all commitments made that earned 
preferences in obtaining each previous Certificate of Need, or provide the Commission with a 
written notice and explanation as to why the conditions or commitments were not met. 

INSTRUCTIONS: List all of the Certificates of Need that have been issued to the applicant or 
related entities, affiliates, or subsidiaries since 2000, including their terms and conditions, and 
any changes to approved CONs that were approved. Document that these projects were or are 
being implemented in compliance with all of their terms and conditions or explain why this was 
not the case. 

Applicant Response: 

AAMC has been issued the following CON's since 2000 and has complied with all conditions: 

1. 2006 CON — for New 9-Story Addition South Tower - Docket No. 04-02-2153 
2. 2008 CON Modification — Docket No. 04-2-2153 
3. 2010 CON — 6th Floor South Tower 30 MSGA Bed - Docket No. 10-02-2308 
4. 2012 CON — 3rd Floor South Tower 30 MSGA Bed - Docket No. 12-02-2388 
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10.24.01.08G(3)(f). Impact on Existing Providers and the Health Care Delivery System. 

An applicant shall provide information and analysis with respect to the impact of the proposed 
project on existing health care providers in the health planning region, including the impact 
on geographic and demographic access to services, on occupancy, on costs and charges of 
other providers, and on costs to the health care delivery system. 

INSTRUCTIONS: Please provide an analysis of the impact of the proposed project: 

a) On the volume of service provided by all other existing health care providers that are 
likely to experience some impact as a result of this project24; 

b) On access to health care services for the service area population that will be served by 
the project. (state and support the assumptions used in this analysis of the impact on 
access); 

c) On costs to the health care delivery system. 

If the applicant is an existing hospital, provide a summary description of the impact of the 
proposed project on costs and charges of the applicant hospital, consistent with the information 
provided in the Project Budget, the projections of revenues and expenses, and the work force 
information. 

Applicant Response: 

a) 	On the volume of service provided by all other existing health care providers that are 
likely to experience some impact as a result of this project; 

AAMC submits that the volume shifts associated with its proposed mental health hospital 
will not affect any existing inpatient psychiatric unit in such measure as to compromise the 
financial viability of the existing program. This is based on the following set of assumptions: 

• AAMC's patient volume will largely represent the patient volume currently served in 
AAMC's ED and transferred to other hospitals for admission. 

• The patient volume currently transferred from AAMCs ED can serve as the basis for 
projecting the impact of a new program on other hospitals; the distribution of cases 
currently transferred, by hospital, represents the distribution of total admissions expected 
to be retained once the new AAMC program opens. This distribution is presented on 
Chart 39 (page 93): 

24  Please assure that all sources of information used in the impact analysis are identified and identify all the 
assumptions made in the impact analysis with respect to need for services, the relevant populations considered in the 
analysis, and changes in market share, with information that supports the validity of these assumptions. 
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Chart 39 
Current Transfers From AAMC For Psychiatric Admission 

FY 2015 

Admitting Hospital 	Current # AAMC Transfers % of AAMC Transfers 
Sheppard Pratt 	 669 	 75.7%  
Bon Secours 	 36 	 4.1% 
UM Shore Dorchester 	31 

	 3.5% 

Calvert Memorial 
	

23 	 2.6% 
Washington Adventist 
	

20 	 2.3% 
Laurel Regional 
	

14 	 1.6% 
All other hospitals 
	

91 	 10.2% 
Total 
	

884 	 100% 
Source: HSCRC Abstract Dataset 
Note: Total adult transfer volume limited to "AAMC-eligible" volume and excludes Prince George's County 
volume as the basis for projections 

• AAMC's transfer volume currently accounts for only 8 percent of the total psychiatric 
admissions at Sheppard Pratt and less than 5 percent of the total psychiatric admissions at 
UM Shore at Dorchester. AAMC's transfer volume accounts for no more than 4 percent 
of total psychiatric admissions at any other Maryland hospitals. Chart 40 below provides 
further data on transfers from AAMC. 

Chart 40 
Current Transfers from AAMC to Other Maryland Hospitals for Admission 

to Psychiatric Units 
FY 2015 

Hospital # Transfers 
# Total Admissions 
in Psych Unit 

AAMC Transfers as 
a % of Psych Unit 
Admits 

Sheppard Pratt  669 9,151 7.3% 
Bon Secours 36 1,552 2.3% 
UM Shore Dorchester 31 682 4.5% 
Calvert Memorial 23 654 3.5% 

Washington Adventist 20 1,597 1.3% 
Laurel Regional 14 696 2.0% 
All other hospitals 91 34,723 0.3% 
Total 884 49,055 1.8% 

Source: HSCRC FY2015 Experience Reports 
Note: Total adult transfer volume limited to "AAMC-eligible" volume and excludes Prince George's County 
volume as the basis for projections 

AAMC projected the number of admissions expected to shift in FY 2022 from existing 
programs to AAMC's mental health hospital using the following methodology: 

• Total discharge volume for the new AAMC program was projected based on a defined 
service area and based on AAMC's market share targets. Volume assumptions are 

93 

Chart 39
Current Transfers From AAMC For Psychiatric Admission

FY 2015

Admitting Hospital Current # AAMC Transfers % of RAMC Transfers

... Sheppard Pratt ............................................ 669 ............................................... 75:7%......................... ......................... ....................................................................
Bon Secours 36 4.1%
UM Shore Dorchester 31 3.5%
Calvert Memorial 23 2.6%
Washington Adventist 20 2.3%
Laurel Regional 14 1.6% ....................................................................................................................................................................................................................................................
All other hospitals 91 10.2%
Total 884 100%

Source: HSCRC Abstract Dataset
Note: Total adult transfer volume limited to "AAMC-eligible" volume and excludes Prince George's County
volume as the basis for projections

• AAMC's transfer volume currently accounts for only 8 percent of the total psychiatric
admissions at Sheppard Pratt and less than 5 percent of the total psychiatric admissions at
UM Shore at Dorchester. AAMC's transfer volume accounts for no more than 4 percent
of total psychiatric admissions at any other Maryland hospitals. Chart 40 below provides
further data on transfers from RAMC.

Chart 40
Current Transfers from AAMC to Other Maryland Hospitals for Admission

to Psychiatric Units
FY 2015

# Total Admissions 
AMC Transfers as

Hospital #Transfers 
in Psych Unit 

a % of Psych Unit
Admits

... She~~ard Pratt ........................... 669 ............................................9~ 1.51.................................................. 7. 3.... .....................................................
Bon Secours 36 1,552 2.3%
UM Shore Dorchester 31 682 4.5% ..................................................................................................................................................................................................
Calvert Memorial 23 654 3.5%
Washington Adventist 20 1,597 1.3% ....................................................................................................................................................................................................................................................

Regional 14 ...Laurel .......................................................... 
All other hospitals

............................................... 696 ..................................................... 2:0% 
91 34,723

.......................................................
0.3%

Total 884 49,055 1.8%
Source: HSCRC FY2015 Experience Reports
Note: Total adult transfer volume limited to "AAMC-eligible" volume and excludes Prince George's County
volume as the basis for projections

RAMC projected the number of admissions expected to shift in FY 2022 from existing
programs to AAMC's mental health hospital using the following methodology:

• Total discharge volume for the new AAMC program was projected based on a defined
service area and based on AAMC's market share targets. Volume assumptions are
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outlined in Part IV, Section E (page 61) and form the basis for staffing models and 
financial projections. Annual discharge projections for the proposed mental health 
hospital are below on Chart 41: 

Chart 41 
AAMC Mental Health Hospital 

Annual Discharges 

FY 2019, 10 mo 	FY 2020 	FY 2021 	FY 2022 

# Discharges 	 718 	879 	886 	892 

• The current transfer distribution, by hospital, was applied to the total AAMC volume 
projection for FY 2022 to project the number of admissions expected to shift, by hospital, 
based on the premise that current transfer volume would be admitted to the new AAMC 
mental health hospital rather than transferred to a second hospital, as depicted on Chart 
42: 

Chart 42 
FY 2022 Projected Volume = 892 Admissions 

Source of Shift 
% of AAMCs 
Current 
Transfers 

# Admissions 
Expected to Shift8  

Sheppard Pratt 75.7% 675 
Bon Secours 4.1% 36 
UM Shore Dorchester 3.5% 31 
Calvert Memorial 2.6% 23 
Washington Adventist 2.3% 20 
All other hospitals  11.8% 106 
Total 100.0% 892 

• Before assessing the impact of this shift on existing programs, a baseline projection was 
prepared for each existing unit to reflect a use rate decline. A 15 percent decline factor 
was applied to volume at each hospital to reflect the projected use rate decline. For 
purposes here, the use rate decline across hospitals is projected to be comparable to the 
use rate decline projected for AAMC's service area.25  With this factor applied, projected 
volume for acute psychiatric care is presented in the absence ofAAMC's new program. 

• The projected volume shift to AAMC was then applied to calculate the effect of the shift 

25 In fact, this factor is likely to be overstated for several of these hospitals: A very aggressive decline factor of 17% 
was projected for AAMC's service area based on the availability of a partial hospitalization program and a network 
of community-based resources to support community-based care. Therefore, FY 2022 inpatient volume at other 
hospitals will likely be higher than presented here, and the impact of AAMC's program likely to be even more 
modest. 
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outlined in 
Part IV, Section E (page 61) and form the basis for staffing models and

financial projections. Annual discharge projections for the proposed mental health
hospital are below on Chart 41:

Chart 41
RAMC Mental Health Hospital

Annual Discharges

FY 2019, 10 ma FY 2020 FY 2021 FY 2022

# Discharges 718 879 886 892

The current transfer distribution, by hospital, was applied to the total AAMC volume
projection for FY 2022 to project the number of admissions expected to shift, by hospital,
based on the premise that current transfer volume would be admitted to the new AAMC
mental health hospital rather than transferred to a second hospital, as depicted on Chart
42:

Chart 42
FY 2022 Projected Volume = 892 Admissions

of AAMCs
#Admissions

Source of Shift Current
Expected to Shift 8

Transfers

.... .. Sheppard, Pratt .............................. 75:7%................................. 675....................................................
Bon Secours 4.1% 36 .....................................................................................................................................................................................
UM Shore Dorchester 3.5% 31 .....................................................................................................................................................................................
Calvert Memorial 2.6°fo 23 .....................................................................................................................................................................................
Washington Adventist 2.3% 20

. All other hospitals.... ........ . 11.8% 106
Total

............. 
100.0%

..........................................................
892

• Before assessing the impact of this shift on existing programs, a baseline projection was
prepared for each existing unit to reflect a use rate decline. A 15 percent decline factor
was applied to volume at each hospital to reflect the projected use rate decline. For
purposes here, the use rate decline across hospitals is projected to be comparable to the
use rate decline projected for AAMC's service area. 25 With this factor applied, projected
volume for acute psychiatric care is presented in the absence ofAAMC's new program.

• The projected volume shift to AAMC was then applied to calculate the effect of the shift

25 In fact, this factor is likely to be overstated for several of these hospitals: A very aggressive decline factor of 17%
was projected for AAMC's service area based on the availability of a partial hospitalization program and a network
of community -based resources to support community -based care. Therefore, FY 2022 inpatient volume at other
hospitals will likely be higher than presented here, and the impact of AAMC's program likely to be even more
modest.
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of volume on existing programs. As stated earlier, the projected volume shift largely 
reflects existing patient volume at AAMC's ED that will be retained at AAMC, rather 
than transferred. 

• This assessment is presented on Chart 43 below. 

Chart 43 
Impact of the AAMC Mental Health Hospital on Existing Psychiatric Units 

FY 2022 

With No AAMC Program 	With AAMC Program @ 892 Discharges 

FY2015 AAMC Transfers: AAMC-eigible FY2015 Current Contribution 15% Volum e Decline Attrib to Use Rate FY2022 Projected Im pact 

# AAMC 
Hospital 	 Transfers 

%AAMC 
Transfers 

AAMC 
Total Psych 	Transfers as 
Admissions 	% of Hospital 

FY2015 	Psych 

# Psych 
Admissions 

FY2015 

# Psych 
Admissions 

FY2022 
%AAMC 

Transfers 

# of Disch 
Projected 

to Shift 

Impact: % of 
Total 

Discharges 

Sheppard Pratt 669 75.7% 9,151 7.3% 9,151 7,778 75.7% 675 8.7% 
Bon Secours 36 4.1% 1,552 2.3% 1,552 1,319 4.1% 36 2.8% 
UM Shore, Dorchester 31 3.5% 682 4.5% 682 580 3.5% 31 5.4% 
Calvert Memorial 23 2.6% 654 3.5% 654 556 2.6% 23 4.2% 
Washington Adventist 20 2.3% 1,597 1.3% 1,597 1,357 2.3% 20 1.5% 
Laurel Regional 14 1.6% 696 2.0% 696 592 1.6% 14 2.4% 
All Other Hospitals 91 10.3% 34,723 0.3% 34,723 29,515 10.3% 92 0.3% 

Total 884 100.0% 49,055 1.8% 49,055 41,697 100.0% 892 2.1% 

Source: HSCRC Abstract Dataset 
Notes: 
(1) Total admissions in psychiatric unit documented by HSCRC Experience Report 
(2) Use rate decline factor represents percentage decline in AAMC-eligible mental health discharges projected for AAMC service area, 2015-2022 
(3) AAMC transfers do not include PG County residents 

Assessment 

• The new facility is projected to have the largest impact on Sheppard Pratt volume, as the 
intent is to provide residents of Anne Arundel and Queen Anne's Counties with a closer 
alternative to Sheppard Pratt and a care management program that is integrated with 
patients' medical providers. Sheppard Pratt represents the highest volume program in the 
State of Maryland, reporting more than 9,100 admissions in CY 2015. Current transfers 
from AAMC account for only 7 percent of Sheppard Pratt's total admissions. Sheppard 
Pratt is supportive of the new program at AAMC, and has submitted a letter indicating 
their support. AAMC and Sheppard Pratt have also signed a Memorandum of 
Understanding in order for AAMC to consult with Sheppard Pratt in the design of the 
new inpatient psychiatric program (see Exhibit 11). In the coming 2 years, Sheppard Pratt 
plans to expand programs in specialty areas that AAMC does not expect to develop, 
including adolescent psychiatry and specialized areas within geriatric psychiatry. 

• The new facility is expected to redirect fewer than 40 discharges currently served at UM 
Shore Medical Center at Dorchester and fewer than 40 discharges currently served at Bon 
Secours. Going forward, this volume is projected to represent only 5 percent of the total 
psychiatric admissions at Shore Medical Center and 3 percent of the total psychiatric 
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Assessment

The new facility is projected to have the largest impact on Sheppard Pratt volume, as the
intent is to provide residents of Anne Arundel and Queen Anne's Counties with a closer
alternative to Sheppard Pratt and a care management program that is integrated with
patients' medical providers. Sheppard Pratt represents the highest volume program in the
State of Maryland, reporting more than 9,100 admissions in CY 2015. Current transfers
from RAMC account for only 7 percent of Sheppard Pratt's total admissions. Sheppard
Pratt is supportive of the new program at AAMC, and has submitted a letter indicating
their support. RAMC and Sheppard Pratt have also signed a Memorandum of
Understanding in order for AAMC to consult with Sheppard Pratt in the design of the
new inpatient psychiatric program (see Exhibit 11). In the coming 2 years, Sheppard Pratt
plans to expand programs in specialty areas that RAMC does not expect to develop,
including adolescent psychiatry and specialized areas within geriatric psychiatry.

• The new facility is expected to redirect fewer than 40 discharges currently served at UM
Shore Medical Center at Dorchester and fewer than 40 discharges currently served at Bon
Secours. Going forward, this volume is projected to represent only 5 percent of the total
psychiatric admissions at Shore Medical Center and 3 percent of the total psychiatric
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admissions at Bon Secours.26  

• Based on CY 2014 data from the District of Columbia Hospital Association (DCHA), 
only 10 adult discharges from Anne Arundel County were served in acute psychiatric 
units at Washington, DC's general hospitals. 

b) 	On access to health care services for the service area population 

AAMC has defined its service area based on whole-county boundaries, reflecting the 
limited dataset made available; this hospital dataset does not provide zip code-specific data for 
freestanding psychiatric facilities. Therefore, AAMC's analysis of the impact on access is based 
on whole-county populations. 

AAMC will reduce driving time for acute psychiatric care for patients and families living 
in Queen Anne's and areas of Anne Arundel County, and encourage more active engagement of 
family members in the treatment process by providing a service site closer to home. The new 
facility will have a considerable impact on drive time for residents of Queen Anne's County. 
Nearly 30 percent of residents from this county rely on Sheppard Pratt for inpatient care, 
entailing more than one hour's drive time. In contrast, the drive time to AAMC averages 30 
minutes. More detail on distance and drive time is re-presented below from Chart 26: 

Chart 26 
Nearest Mental Health Facility by County 

(re-presented from page 59) 
County 

Anne Arundel 

Queen Anne's 

Closest Mental Health 

Facility 

Baltimore Washington 

Hospital Center 

UM Shore - Dorchester 

# Miles to Existing Mental 
Health Unit 

# Miles to AAMC Mental 
Health Hospital 

19.5 miles 

36.3 miles 

2.9 miles 

29.6 miles 

Sheppard Pratt 	 71.4 miles 	 29.6 miles 

County Closest Mental Health 

Facility 
# Minutes to Existing 
Mental Health Unit 

# Minutes to AAMC 
Mental Health Hospital 

Anne Arundel Baltimore Washington 	21 minutes 	 8 minutes 
Hospital Center 

Queen Anne's 	 UM Shore - Dorchester 	44 minutes 	 32 minutes 

Sheppard Pratt 	 78 minutes 	 32 minutes 

Source: Google Maps 

The new facility will also improve access to partial hospitalization services for residents 
of the two-county region by increasing the number of treatment slots and by offering direct 
admission from outpatient care environments and the ED. Partial hospitalization programs are 
currently offered at UM BWMC and at Sheppard Pratt, but the program at UM BWMC routinely 

26 Based on FY2015 HSCRC Experience Report, volume for Psychiatric Unit 
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Hospital Center

Queen Anne's UM Shore -Dorchester 36.3 miles 29.6 miles

Sheppard Pratt 71.4 miles 29.6 miles

Anne Arundel Baltimore Washington 21 minutes 8 minutes
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The new facility will also improve access to partial hospitalization services for residents
of the two -county region by increasing the number of treatment slots and by offering direct
admission from outpatient care environments and the ED. Partial hospitalization programs are
currently offered at UM BWMC and at Sheppard Pratt, but the program at UM BWMC routinely
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operates at full capacity. In fact, in the last two years, AAMC has been able to refer only one 
patient from the AAMC ED to the partial hospitalization program at UM BWMC. Clearly, the 
new partial hospitalization program will improve access to this level of care for area residents 
who have not been provided with adequate access to this level of care. 

c) On costs to the health care delivery system 

AAMC will provide a lower-cost alternative for inpatient psychiatric care and reduce the 
per capita costs of specialty care for Maryland residents by shifting volume from higher cost 
facilities to AAMC. AAMC will operate as one of the low-charge psychiatric providers in the 
State of Maryland on a case-mix adjusted basis. The average payment per case at AAMC's new 
program is projected to be 33 percent below the statewide average and 43 percent lower relative 
to Sheppard Pratt, where the majority of Anne Arundel County residents are now served. 
Therefore, the new program at AAMC can be expected to produce more than $3.3 million of 
savings to the state and offer lower-cost options to patients who are likely to bear an increasing 
percentage of copayments going forward. The combined effects of a lower-cost hospital site, a 
reduction in readmissions, and reduction in admissions will produce more favorable performance 
under the Maryland waiver. 

Charts 24 and 25 on the following pages re-present this analysis and the projected impact 
on patients, payers, and the State of Maryland performance. 
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Chart 24 
(re-presented from page 56) 

Total Hospital Average Charge per Case (CPC) Comparison 
Estimated FY 2016 

Provider 

Estimated FY 
2016 Avg Chg 
@ CMI=1.00 

Johns Hopkins Hospital $32,169 

University of Maryland Medical Center 25,482 

Sheppard Pratt (Private) 23,758 

Johns Hopkins Bayview Medical Center 23,583 

UM Shore Medical Center at Dorchester 19,024 

Adventist Behaviorial Health, Potomac Ridge, Brooklane 18,324 

Calvert Memorial Hospital 18,140 

Sinai Hospital 17,143 

Union Hospital of Cecil County 16,727 

MedStar Franklin Square Hospital Center 16,594 

UM Baltimore Washington Medical Center 16,322 

Harford Memorial Hospital 16,063 

UM St. Joseph Medical Center 15,205 

Frederick Memorial Hospital 14,684 

Peninsula Regional Medical Center 14,657 

Northwest Hospital Center 14,587 

Carroll Hospital Center 14,578 

Suburban Hospital 13,127 

Prince George's Hospital Center 12,908 

MedStar Union Memorial Hospital 12,834 

Meritus Medical Center 12,658 

UMMC Midtown Campus 12,096 

Washington Adventist Hospital 12,075 

MedStar St. Mary's Hospital 11,884 

Bon Secours Hospital 11,747 

Holy Cross Germantown 11,457 

Howard County General Hospital 11,436 

Laurel Regional Hospital 11,245 

Western Maryland Regional Medical Center 11,101 

MedStar Montgomery General Hospital 11,097 

MedStar Southern Maryland Hospital Center 9,841 

Total $20,127 

Anne Arundel Mental Health Hospital $13,460 

[1] MD Hospital CPC calculated as Hospital-specific total CPC @ CMI 1.00 

for Adult Psychiatric APR-DRGs 750-760, 779-790, patients age 18 or greater 

price leveled to FY 2016 dollar (2.4% for acute general hospitals and 1.9% 

for Psychiatric Specialty hospitals) 

[2] Due to data availability, Potomac Ridge, Brooklane and Adventist 

Behaviorial Health average charge is combined 

98 

Chart 24
(re -presented from page 56)

Total Hospital Average Charge per Case (CPC) Comparison
Estimated FY 2016

Estimated FY
2016 Avg Chg

Provider
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Chart 25 
(re-presented from page 58) 

AAMC Mental Health Hospital Reduction in the Costs of Acute Psychiatric Services 
FY 2023 

Est. FY 2016- Chargesrli  

Cases 

CPC@ 

CMI of 

0.5679141  Revenue VCF Revenue @ VCF 

AAMC Projected Psych Casest23  892 $7,644 $6,818,753 100% $6,818,753 

Incremental Revenue 892 7,644 $6,818,753 100% $6,818,753 

Impact on Psych Hospitals: 
University of Maryland (9) 14,472 (131,426) 50% (65,713) 

Johns Hopkins (3) 18,270 (55,306) 50% (27,653) 

UM Shore Medical Center at Dorchester (31) 10,804 (337,965) 50% (168,983) 

Lifebridge Sinai Hospital (6) 9,736 (58,947) 50% (29,473) 

Bon Secours (36) 6,672 (242,349) 50% (121,175) 

MedStar Franklin Square (8) 9,424 (76,076) 50% (38,038) 

Washington Adventist (20) 6,858 (138,399) 50% (69,200) 

MedStar Montgomery General (3)  6,302 (19,078) 50% (9,539) 

Suburban Hospital (4)  7,455 (30,091) 50% (15,045) 

MedStar Union Memorial (10) 7,289 (73,546) 50% (36,773) 

MedStar Saint Mary's Hospital (1) 6,749 (6,811) 50% (3,405) 

Johns Hopkins Bapriew (acute) (15) 13,394 (202,725) 50% (101,363) 

Union of Cecil (4) 9,500 (38,343) 50% (19,171) 

UMM Center Midtown Campus (acute) (1) 6,869 (6,932) 50% (3,466) 

Caked Memorial (23) 10,303 (239,103) 50% (119,551) 

Lifebridge Northwest Hospital (6)  8,284 (50,155) 50% (25,077) 

Howard General Hospital (3) 6,495 (19,661) 50% (9,830) 

Greater Laurel (14) 6,386 (90,216) 50% (45,108) 

MedStar Southern Maryland (7)  5,589 (39,478) 50% (19,739) 

UM Saint Joseph (5) 8,635 (43,567) 50% (21,783) 

Sheppard Pratt (Private) (675) 13,493 (9,108,585) 100% (9,108,585) 
Potomac Ridge (Private)131  6) 10,407 (63,007) 100% (63,007) 

Total Estimated Charges (892) $12,412 ($11,071,766) 91% ($10,121,679) 

Net Impact on the System ($4,253,012) ($3,302,925) 

Notes: 

[1] MD Hospital CPC calculated as Hospital-specific total CPC @ CMI 1.00 for Adult Psychiatric APR-DRGs 750-760, 

779-790, patients age 18 or greater price leveled to FY 2016 dollar (2.4% for acute general hospitals and 1.9% for 

Psychiatric Specialty hospitals 

[2] AAMC projected cases for FY 2023 

[3] Due to data availability, Potomac Ridge average charges were based on the averge charge of Brooklane, 

Potomac Ridge and Adventist Behaviorial Health for APR-DRGs 750-760, 779 - 790, patients age 18 or greater price 

leveled FY 2016 based on a 1.9% Update Factor 

[4] Reflects AAMC Projected CMI of 0.5679 

99 

Chart 25
(re -presented from page 58)

AAMC Mental Health Hospital Reduction in the Costs of Acute Psychiatric Services
FY 2023

Est. FY 2016 - Charges~'~

CPC@

CMI of

Cases 0.5679~ 4~ Revenue VCF Revenue @ VCF

AAMC Projected Psych Cases~ z ~ 892 $7,644 $6,818,753 100% $6,818,753

Incremental Revenue 892 7,644 $6,818,753 100% $6,818,753

Impact on Psych Hospitals:
University of Maryland (9) 14,472 (131,426) 50% (65,713)
Johns Hopkins (3) 18,270 (55,306) 50% (27,653)
UM Shore Medical Center at Dorchester (31) 10,804 (337,965) 50% (168,983)
Lifebridge Sinai Hospital (6) 9,736 (58,947) 50% (29,473)
Bon Secours (36) 6,672 (242,349) 50% (121,175)
MedStar Franklin Square (8) 9,424 (76,076) 50% (38,038)
Washington Adventist (20) 6,858 (138,399) 50% (69,200)
MedStar Montgomery General (3) 6,302 (19,078) 50% (9,539)
Suburban Hospital (4) 7,455 (30,091) 50% (15,045)
MedStar Union Memorial (10) 7,289 (73,546) 50% (36,773)
MedStarSaint Mary's Hospital (1) 6,749 (6,811) 50% (3,405)
Johns Hopkins Bayview (acute) (15) 13,394 (202,725) 50% (101,363)
Union of Cecil (4) 9,500 (38,343) 50% (19,171)
UMM Center Midtown Campus (acute) (1) 6,869 (6,932) 50% (3,466)
Calvert Memorial (23) 10,303 (239,103) 50% (119,551)
Lifebridge Northwest Hospital (6) 8,284 (50,155) 50% (25,077)
Howard General Hospital (3) 6,495 (19,661) 50% (9,830)
Greater Laurel (14) 6,386 (90,216) 50% (45,108)
MedStar Southern Maryland (7) 5,589 (39,478) 50% (19,739)
UM Saint Joseph (5) 8,635 (43,567) 50% (21,783)
Sheppard Pratt (Private) (675) 13,493 (9,108,585) 100% (9,108,585)
Potomac Ridge (Private)~ 3~ (6) 10,407 (63,007) 100% (63,007)

Total Estimated Charges (892) $12,412 ($11,071,766) 91% ($10,121,679)

Net Impact on the System ($4,253,012) ($3,302,925)

Notes:

[1] MD Hospital CPC calculated as Hospital -specific total CPC @ CMI 1.00forAdult Psychiatric APR-DRGs 75x760,

779-790, patients age 18 or greater price leveled to FY 2016 dollar (2.4%for acute general hospitals and 1.9%for

Psychiatric Specialty hospitals

[2] AAMC projected cases for FY 2023

[3] Due to data availability, Potomac Ridge average charges were based on the averge charge of Brooklane,

Potomac Ridge and Adventist Behaviorial Health for APR-DRGs 750-760, 779- 790, patients age 18 orgreater price

leveled FY 2016 based on a 1.9% Update Factor

[4] Reflects AAMC Projected CMI of 0.5679



10.24.01.08G(3)(a). The State Health Plan. 

To respond adequately to this criterion, the applicant must address each applicable standard from 
each chapter of the State Health Plan that governs the services being proposed or affected, and 
provide a direct, concise response explaining the projects consistency with each standard. In 
cases where demonstrating compliance with a standard requires the provision of specific 
documentation, documentation must be included as a part of the application.  

Every acute care hospital applicant must address the standards in COMAR 10.24.10: Acute 
Care Hospital Services. A Microsoft Word version is available for the applicant's convenience 
on the Commission's website. Use of the CON Project Review Checklist for Acute Care 
Hospitals General Standards is encouraged. This document can be provided by staff. 

Other State Health Plan chapters that may apply to a project proposed by an acute care hospital 
are listed in the table below. A pre-application conference will be scheduled by Commission 
Staff to cover this and other topics. It is highly advisable to discuss with Staff which State Health 
Plan chapters and standards will apply to a proposed project before application submission. 
Applicants are encouraged to contact Staff with any questions regarding an application. 

COMAR 10.24.10 (ACUTE CARE HOSPITAL SERVICES CHAPTER) 

.04 STANDARDS. 
A. 	General Standards. 
The following general standards encompass Commission expectations for the 

delivery of acute care services by all hospitals in Maryland. Each hospital that seeks a 
Certificate of Need for a project covered by this Chapter of the State Health Plan must 
address and document its compliance with each of the following general standards as part 
of its Certificate of Need application. Each hospital that seeks a Certificate of Need 
exemption for a project covered by this Chapter of the State Health Plan must address and 
demonstrate consistency with each of the following general standards as part of its 
exemption request. 

(1) Information Regarding Charges. 

Information regarding hospital charges shall be available to the public. After July 1, 
2010, each hospital shall have a written policy for the provision of information to the public 
concerning charges for its services. At a minimum, this policy shall include: 

(a) Maintenance of a Representative List of Services and Charges that is readily available 
to the public in written form at the hospital and on the hospital's internet web site; 

(b) Procedures for promptly responding to individual requests for current charges for 
specific services/procedures; and 

(c) Requirements for staff training to ensure that inquiries regarding charges for its 
services are appropriately handled. 

Applicant Response: 

(a) AAMC maintains a written policy titled Patient Financial Services — Hospital 
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Certificate of Need for a project covered by this Chapter of the State Health Plan must
address and document its compliance with each of the following general standards as part
of its Certificate of Need application. Each hospital that seeks a Certificate of Need
exemption for a project covered by this Chapter of the State Health Plan must address and
demonstrate consistency with each of the following general standards as part of its
exemption request.

(1) Information Re~ardin~ Charges.

Information regarding hospital charges shall be available to the public. After July 1,
2010, each hospital shall have a written policy for the provision of information to the public
concerning charges for its services. At a minimum, this policy shall include:

(a) Maintenance of a Representative List of Services and Charges that is readily available
to the public in written form at the hospital and on the hospital's Internet web site;

(b) Procedures for promptly responding to individual requests for current charges for
specific services/procedures; and

(c) Requirements for staff training to ensure that inquiries regarding charges for its
services are appropriately handled.

Applicant Response:

(a) RAMC maintains a written policy titled Patient Financial Services —Hospital
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Financial Assistance, Charity Care, Billing & Collection Policy (Exhibit 12). That 
policy sets forth AAMC's procedure for providing a Representative List of Services 
and Charges. The list is available to the public in written form upon request or at any 
time by accessing http://www.aahs.org/patients-visitors/billing.php.  

(b) The Patient Financial Services — Hospital Financial Assistance, Charity Care, Billing 
& Collection Policy sets forth the procedure for responding to individual requests for 
current charges for specific services and procedures. Requests are directed to the ACP 
Financial Coordinator (or the appropriate departmental Financial Coordinator) and 
the Coordinator responds to the request promptly according to the prescribed 
procedure. 

(c) All AAMC registration staff and Financial Coordinators are educated and trained on 
appropriately handling inquiries regarding charges and services, including the use of 
the Patient Financial Services — Hospital Financial Assistance, Charity Care, Billing 
& Collection Policy. 

(2) Charity Care Policy. 

Each hospital shall have a written policy for the provision of charity care for indigent 
patients to ensure access to services regardless of an individual's ability to pay. 

(a) The policy shall provide: 
(i) Determination of Probable Eligibility. Within two business days following a 

patient's request for charity care services, application for medical assistance, 
or both, the hospital must make a determination of probable eligibility. 

(ii) Minimum Required Notice of Charity Care Policy. 
1. Public notice of information regarding the hospital's charity care 

policy shall be distributed through methods designed to best reach the 
target population and in a format understandable by the target 
population on an annual basis; 

2. Notices regarding the hospital's charity care policy shall be posted in 
the admissions office, business office, and ED areas within the 
hospital; and 

3. Individual notice regarding the hospital's charity care policy shall be 
provided at the time of preadmission or admission to each person who 
seeks services in the hospital. 

(b) A hospital with a level of charity care, defined as the percentage of total operating 
expenses that falls within the bottom quartile of all hospitals, as reported in the most 
recent Health Service Cost Review Commission Community Benefit Report, shall 
demonstrate that its level of charity care is appropriate to the needs of its service area 
population. 

Applicant Response: 

AAMC maintains a written policy for the provision of charity care for indigent patients to 
ensure access to services regardless of an individual's ability to pay. 
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Financial Assistance, Charity Care, Billing &Collection Policy (E~ibit 12). That
policy sets forth AAMC's procedure for providing a Representative List of Services
and Charges. The list is available to the public in written form upon request or at any
time by accessing http://www.aahs.org/patients-visitors/billing.php.

(b) The Patient Financial Services —Hospital Financial Assistance, Charity Care, Billing
& Collection Policy sets forth the procedure for responding to individual requests for
current charges for specific services and procedures. Requests are directed to the ACP
Financial Coordinator (or the appropriate departmental Financial Coordinator) and
the Coordinator responds to the request promptly according to the prescribed
procedure.

(c) All RAMC registration staff and Financial Coordinators are educated and trained on
appropriately handling inquiries regarding charges and services, including the use of
the Patient Financial Services —Hospital Financial Assistance, Charity Care, Billing
& Collection Policy.

(2) Charity Care Policy.

Each hospital shall have a written policy for the provision of charity care for indigent
patients to ensure access to services regardless of an individual's ability to pay.

(a) The policy shall provide:
(i) Determination of Probable Eligibility. Within two business days following a

patient's request for charity care services, application for medical assistance,
or both, the hospital must make a determination of probable eligibility.

(ii) Minimum Required Notice of Charity Care Policy.
1. Public notice of information regarding the hospital's charity care

policy shall be distributed through methods designed to best reach the
target population and in a format understandable by the target
population on an annual basis;

2. Notices regarding the hospital's charity care policy shall be posted in
the admissions office, business office, and ED areas within the
hospital; and

3. Individual notice regarding the hospital's charity care policy shall be
provided at the time of preadmission or admission to each person who
seeks services in the hospital.

(b) A hospital with a level of charity care, defined as the percentage of total operating
expenses that falls within the bottom quartile of all hospitals, as reported in the most
recent Health Service Cost Review Commission Community Benefit Report, shall
demonstrate that its level of charity care is appropriate to the needs of its service area
population.

Applicant Response:

RAMC maintains a written policy for the provision of charity care for indigent patients to
ensure access to services regardless of an individual's ability to pay.
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(a) AAMC maintains a written policy titled Patient Financial Services — Hospital 
Financial Assistance, Charity Care, Billing & Collection Policy (Exhibit 12). That 
policy meets the requirements set forth in (a)(i) and (a)(ii) above. It also describes 
AAMC's procedure for providing appropriate notification to the public and patients 
regarding the charity care available at AAMC. If charity care is requested, the patient 
is given a determination of probable eligibility within two business days of receipt of 
a patient's request for charity care services or application for medical assistance. 

(b) AAMC's charity care as a percentage of total operating expense is projected to be 1.5 
percent, which falls within the bottom quartile for Maryland hospitals as reported in 
the most recent Health Services Cost Review Commission Community Benefit 
Report. AAMC has a very generous charity care policy, providing 100 percent charity 
to households at or below 200 percent of the U.S. Poverty Line and a sliding fee scale 
for households at or below 330 percent of the U.S. Poverty Line. 

Although AAMC's charity care is lower than that provided by other hospitals 
in Maryland, AAMC is committed to contributing to the community and supporting 
vulnerable populations. This is demonstrated by the significant community services 
and numerous outreach programs AAMC provides to the community. AAMC's 
commitment to serving the community is demonstrated by the fact that AAMC's total 
Community Benefit for FY 2015 was $40,713,388. In FY 2014, AAMC was in the 
top third for all hospitals in Maryland for total benefit (see Exhibit 13). 

(3) Quality of Care. 

An acute care hospital shall provide high quality care. 

(a) Each hospital shall document that it is: 
(i) Licensed, in good standing, by the Maryland Depailment of Health and 

Mental Hygiene; 
(ii) Accredited by the Joint Commission; and 
(iii) In compliance with the conditions of participation of the Medicare and 

Medicaid programs. 
(b) A hospital with a measure value for a Quality Measure included in the most recent 

update of the Maryland Hospital Performance Evaluation Guide that falls within the 
bottom quartile of all hospitals' reported performance measured for that Quality 
Measure and also falls below a 90 percent level of compliance with the Quality 
Measure, shall document each action it is taking to improve performance for that 
Quality Measure. 

Applicant Response: 

AAMC provides high quality care, as evidenced by the following accreditation and 
recognitions: 

(a) (i) AAMC is in possession of Maryland Department of Health and Mental Hygiene 
Office of Health Care Quality License Number 02003 issued on November 23, 2013 
through February 23, 2017. 
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(a) A~1MC maintains a written policy titled Patient Financial Services —Hospital
Financial Assistance, Charity Cage, Billing &Collection Policy (Exhibit 12). That
policy meets the requirements set forth in (a)(i) and (a)(ii) above. It also describes
AAMC's procedure for providing appropriate notification to the public and patients
regarding the charity care available at AAMC. If charity care is requested, the patient
is given a determination of probable eligibility within two business days of receipt of
a patient's request for charity care services or application for medical assistance.

(b) AAMC's charity care as a percentage of total operating expense is projected to be 1.5
percent, which fa11s within the bottom quartile for Maryland hospitals as reported in
the most recent Health Services Cost Review Commission Community Benefit
Report. RAMC has a very generous charity care policy, providing 100 percent charity
to households at or below 200 percent of the U.S. Poverty Line and a sliding fee scale
for households at or below 330 percent of the U.S. Poverty Line.

Although AAMC's charity care is lower than that provided by other hospitals
in Maryland, AAMC is committed to contributing to the community and supporting
vulnerable populations. This is demonstrated by the significant community services
and numerous outreach programs RAMC provides to the community. AAMC's
commitment to serving the community is demonstrated by the fact that AAMC's total
Community Benefit for FY 2015 was $40,713,388. In FY 2014, AAMC was in the
top third for all hospitals in Maryland for total benefit (see Exhibit 13).

(3) Quality of Care.

An acute care hospital shall provide high quality care.

(a) Each hospital shall document that it is:
(i) Licensed, in good standing, by the Maryland Deparhnent of Health and

Mental Hygiene;
(ii) Accredited by the Joint Commission; and
(iii) In compliance with the conditions of participation of the Medicare and

Medicaid programs.
(b) A hospital with a measure value for a Quality Measure included in the most recent

update of the Maryland Hospital Performance Evaluation Guide that falls within the
bottom quartile of all hospitals' reported performance measured for that Quality
Measure and also falls below a 90 percent level of compliance with the Quality
Measure, shall document each action it is taking to improve performance for that
Quality Measure.

Applicant Response:

RAMC provides high quality care, as evidenced by the following accreditation and
recognitions:

(a) (i) AAMC is in possession of Maryland Department of Health and Mental Hygiene
Office of Health Care Quality License Number 02003 issued on November 23, 2013
through February 23, 2017.
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(ii) AAMC is accredited by The Joint Commission and earned the Delmarva Quality 
Improvement Award in 2013 and 2014. The last full survey by The Joint 
Commission successfully concluded on November 14, 2013. AAMC is also 
accredited by the Joint Commission as an Advanced Primary Stroke Center awarded 
in October of 2014. Pathways has been accredited by the Joint Commission since its 
inception in 1992. The last full survey by the Joint Commission successfully 
concluded on July 3, 2013. Pathways is certified by the Maryland Department of 
Health and Mental Hygiene to provide substance use disorder treatment in eight 
different levels of care. 

(iii) AAMC is in full compliance with the conditions of participation of CMS. 

(b) Forty-five of the 46 measures on the Maryland Health Care Commission Quality Data 
Website were applicable to AAMC. Of the 45 applicable measures, AAMC was 
below average in a total of eight measures. Exhibit 14 identifies the measures, 
Maryland State Mean, AAMC's data, and applicable action plans in place to improve 
performance (MHCC data from April 1, 2014 — March 31, 2015). 
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(ii) RAMC is accredited by The Joint Commission and earned the Delmarva Quality
Improvement Award in 2013 and 2014.. The last full survey by The Joint
Commission successfully concluded on November 14, 2013. RAMC is also
accredited by the Joint Commission as an Advanced Primary Stroke Center awarded
in October of 2014. Pathways has been accredited by the Joint Commission since its
inception in 1992. The last full survey by the Joint Commission successfully
concluded on July 3, 2013. Pathways is certified by the Maryland Department of
Health and Mental Hygiene to provide substance use disorder treatment in eight
different levels of care.

(iii) AAMC is in full compliance with the conditions of participation of CMS.

(b) Forty-five of the 46 measures on the Maryland Health Care Commission Quality Data
Website were applicable to AAMC. Of the 45 applicable measures, AAMC was
below average in a total of eight measures. Exhibit 14 identifies the measures,
Maryland State Mean, AAMC's data, and applicable action plans in place to improve
performance (MHCC data from April 1, 2014 —March 31, ZO15).
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COMAR 10.24.07 (Psychiatric Services Chapter) 

Approval Policies 

Availability 

AP la. The projected maximum bed need for child, adolescent, and adult acute 
psychiatric beds is calculated using the Commission's statewide child, adolescent, and adult 
acute psychiatric bed need projection methodologies specified in this section of the State Health 
Plan. Applicants for Certificates of Need must state how many child, adolescent, and adult acute 
psychiatric beds they are applying for in each of the following categories: net acute psychiatric 
bed need, and/or state hospital conversion bed need. 

Applicant Response: 

There is no published bed need projection in effect for child, adolescent and adult 
psychiatric beds, and the need projection methodology contained in the State Health Plan 
Chapter is recognized as obsolete. Accordingly, AAMC prepared a needs assessment and a 
volume projection for its proposed mental health hospital based on hospital utilization patterns 
and based on other indicators that identify community need. AAMC's analysis firmly supports 
the need for a 16-bed mental health hospital; the new hospital is expected to operate at above 90 
percent occupancy beginning in Year 1 of operation. This reflects the very large number of 
patients currently seeking care at AAMC through its ED; indeed, the patient volume for the 
proposed unit largely exists at AAMC, waiting to be served. 

Please refer to the Applicant's response to COMAR 10.24.01.08G(3)(b) for the 
Applicant's complete response to AP la. 

AP lb. A Certificate of Need applicant must document that it has complied with any 
delicensing requirements in the State Health Plan or in the Hospital Capacity Plan before its 
application will be considered. 

Applicant Response: 

There are no delicensing requirements applicable to this project so this standard does not 
apply. 

AP lc. The Commission will not docket a Certificate of Need application for the "state 
hospital conversion bed need" as defined, unless the applicant documents written agreements 
with the Mental Hygiene Administration. The written agreements between the applicant and the 
Mental Hygiene Administration will specify: 

(i) the applicant's agreement to screen, evaluate, diagnose and treat patients who 
would otherwise be admitted to state psychiatric hospitals. These patients will 
include: the uninsured and underinsured, involuntary, Medicaid and Medicare 
recipients; 

(ii) that an equal or greater number of operating beds in state facilities which would 
have served acute psychiatric patients residing in the jurisdiction of the applicant 
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COMAR 10.24.07 (Psychiatric Services Chanter)

Approval Policies

Availability

AP la. The projected maximum bed need for child, adolescent, and adult acute
psychiatric beds is calculated using the Commission's statewide child, adolescent, and adult
acute psychiatric bed need projection methodologies specified in this section of the State Health
Plan. Applicants for Certificates of Need must state how many child, adolescent, and adult acute
psychiatric beds they are applying for in each of the following categories: net acute psychiatric
bed need, and/or state hospital conversion bed need.

Applicant Response:

There is no published bed need projection in effect for child, adolescent and adult
psychiatric beds, and the need projection methodology contained in the State Health Plan
Chapter is recognized as obsolete. Accordingly, RAMC prepared a needs assessment and a
volume projection for its proposed mental health hospital based on hospital utilization patterns
and based on other indicators that identify community need. AAMC's analysis firmly supports
the need fora 16-bed mental health hospital; the new hospital is expected to operate at above 90
percent occupancy beginning in Year 1 of operation. This reflects the very large number of
patients currently seeking care at RAMC through its ED; indeed, the patient volume for the
proposed unit largely exists at AAMC, waiting to be served.

Please refer to the Applicant's response to COMAR 10.24.01.08G(3)(b) for the
Applicant's complete response to AP la.

AP lb. A Certificate of Need applicant must document that it has complied with any
delicensing requirements in the State Health Plan or in the Hospital Capacity Plan before its
application will be considered.

Applicant Response:

There are no delicensing requirements applicable to this project so this standard does not
apply.

AP lc. The Commission will not docket a Certificate of Need application for the "state
hospital conversion bed need" as defined, unless the applicant documents written agreements
with the Mental Hygiene Administration. The written agreements between the applicant and the
Mental Hygiene Administration will specify:

(i) the applicant's agreement to screen, evaluate, diagnose and treat patients who
would otherwise be admitted to state psychiatric hospitals. These patients will
include: the uninsured and underinsured, involuntary, Medicaid and Medicare
recipients;

(ii) that an equal or greater number of operating beds in state facilities which would
have served acute psychiatric patients residing in the jurisdiction of the applicant
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hospital will be closed and delicensed, when the beds for the former state patients 
become operational; 

(iii) that all patients seeking admission to the applicant's facility will be admitted to 
the applicant's facility and not be transferred to the state psychiatric hospital 
unless the applicant documents that the patient cannot be treated in its facility; 
and 

(iv) that the applicant and the Mental Hygiene (MHA) Administration will be 
responsible for assuring financial viability of the services, including the payment 
of bad debt by DHMH as specified in the written agreement between MHA and 
the applicant. 

Applicant Response: 

This standard is not applicable because this project does not involve hospital conversion 
beds. 

AP ld. Preference will be given to Certificate of Need applicants applying for the "net 
adjusted acute psychiatric bed need," as defined, who sign a written agreement with the Mental 
Hygiene Administration as described in part (i) and (iii) of Standard AP lc. 

Applicant Response: 

This criterion does not apply; this application is not part of a comparative review. 

AP 2a. All acute general hospitals with psychiatric units must have written procedures 
for providing psychiatric emergency inpatient treatment 24 hours a day, 7 days a week with no 
special limitation for weekends or late night shifts. * 

Applicant Response: 

This standard is not applicable to the proposed project. The beds will not be located in an 
acute general hospital. 

AP 2b. Any acute general hospital containing an identifiable psychiatric unit must be an 
emergency facility, designated by the Department of Health and Mental Hygiene to perform 
evaluations of persons believed to have a mental disorder and brought in on emergency petition.* 

Applicant Response: 

This standard is not applicable to the proposed project. The beds will not be located in an 
acute general hospital. 

AP 2c. Acute general hospitals with psychiatric units must have emergency holding bed 
capabilities and a seclusion room.* 

Applicant Response: 

This standard is not applicable to the proposed project. The beds will not be located in an 
acute general hospital. 
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hospital will be closed and delicensed, when the beds for the former state patients
become operational;

(iii) that all patients seeking admission to the applicant's facility will be admitted to
the applicant's facility and not be transferred to the state psychiatric hospital
unless the applicant documents that the patient cannot be treated in its facility;
and

(iv) that the applicant and the Mental Hygiene (MHA) Administration will be
responsible for assuring financial viability of the services, including the payment
of bad debt by DHMH as specified in the written agreement between MHA and
the applicant.

Applicant Response:

This standard is not applicable because this project does not involve hospital conversion
beds.

AP ld. Preference will be given to Certificate of Need applicants applying for the "net
adjusted acute psychiatric bed need," as defined, who sign a written agreement with the Mental
Hygiene Administration as described in part (i) and (iii) of Standard AP lc.

Applicant Response:

This criterion does not apply; this application is not part of a comparative review.

AP 2a. All acute general hospitals with psychiatric units must have written procedures
for providing psychiatric emergency inpatient treatment 24 hours a day, 7 days a week with no
special limitation for weekends or late night shifts.

Applicant Response:

This standard is not applicable to the proposed project. The beds will not be located in an
acute general hospital.

AP 2b. Any acute general hospital containing an identifiable psychiatric unit must be an
emergency facility, designated by the Department of Health and Mental Hygiene to perform
evaluations of persons believed to have a mental disorder and brought in on emergency petition.*

Applicant Response:

This standard is not applicable to the proposed project. The beds will not be located in an
acute general hospital.

AP 2c. Acute general hospitals with psychiatric units must have emergency holding bed
capabilities and a seclusion room.

Applicant Response:

This standard is not applicable to the proposed project. The beds will not be located in an
acute general hospital.
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AP 3a. Inpatient acute psychiatric programs must provide an array of services. At a 
minimum, these specialized services must include: chemotherapy, individual psychotherapy, 
group therapy, family therapy, social services, and adjunctive therapies, such as occupational and 
recreational therapies. 

Applicant Response: 

AAMC's acute inpatient psychiatric program will include services required by this 
standard. The program will be accredited by the Joint Commission on Accreditation of 
Healthcare Organizations. 

AP 3b. In addition to the services mandated in Standard 3a., inpatient child and 
adolescent acute psychiatric services must be provided by a multidisciplinary treatment team 
which provides services that address daily living skills, psychoeducational and/or vocational 
development, opportunity to develop interpersonal skills within a group setting, restoration of 
family functioning and any other specialized areas that the individualized diagnostic and 
treatment process reveals is indicated for the patient and family. Applicants for a Certificate of 
Need for child and/or adolescent acute psychiatric beds must document that they will provide a 
separate physical environment consistent with the treatment needs of each age group. 

Applicant Response: 

This standard is not applicable because the proposed project does not include child or 
adolescent services. 

AP 3c. All acute general hospitals must provide psychiatric consultation services either 
directly or through contractual arrangements. 

Applicant Response: 

This standard is not applicable to the proposed project. The beds will not be located in an 
acute general hospital. 

AP 4a. A Certificate of Need for child, adolescent or adult acute psychiatric beds shall 
be issued separately for each age category. Conversion of psychiatric beds from one of these 
services to another shall require a separate Certificate of Need. 

Applicant Response: 

This standard is not applicable because the proposed project does not include child or 
adolescent services. 

AP 4b. Certificate of Need applicants proposing to provide two or more age specific 
acute psychiatric services must provide that physical separations and clinical/programmatic 
distinctions are made between the patient groups. 
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AP 3a. Inpatient acute psychiatric programs must provide an array of services. At a
minimum, these specialized services must include: chemotherapy, individual psychotherapy,
group therapy, family therapy, social services, and adjunctive therapies, such as occupational and
recreational therapies.

Applicant Response:

AAMC`s acute inpatient psychiatric program will include services required by this
standard. The program will be accredited by the Joint Commission on Accreditation of
Healthcare Organizations.

AP 3b. In addition to the services mandated in Standard 3a., inpatient child and
adolescent acute psychiatric services must be provided by a multidisciplinary treatment team
which provides services that address daily living skills, psychoeducational and/or vocational
development, opportunity to develop interpersonal skills within a group setting, restoration of
family functioning and any other specialized areas that the individualized diagnostic and
treatment process reveals is indicated for the patient and family. Applicants for a Certificate of
Need for child and/or adolescent acute psychiatric beds must document that they will provide a
separate physical environment consistent with the treatment needs of each age group.

Applicant Response:

This standard is not applicable because the proposed project does not include child or
adolescent services.

AP 3c. All acute general hospitals must provide psychiatric consultation services either
directly or through contractual arrangements.

Applicant Response:

This standard is not applicable to the proposed project. The beds will not be located in an
acute general hospital.

AP 4a. A Certificate of Need for child, adolescent or adult acute psychiatric beds shall
be issued separately for each age category. Conversion of psychiatric beds from one of these
services to another shall require a separate Certificate of Need.

Applicant Response:

This standard is not applicable because the proposed project does not include child or
adolescent services.

AP 4b. Certificate of Need applicants proposing to provide two or more age specific
acute psychiatric services must provide that physical separations and clinical/programmatic
distinctions are made between the patient groups.
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Applicant Response: 

This standard is not applicable because the proposed project does not include two or more 
age-specific acute psychiatric services. 

Accessibility 

AP 5. Once a patient has requested admission to an acute psychiatric inpatient facility, 
the following services must be made available: 

(i) intake screening and admission; 
(ii) arrangements for transfer to a more appropriate facility for care if medically 

indicated; or 
(iii) necessary evaluation to define the patient's psychiatric problem and/or 
(iv) emergency treatment. 

Applicant Response: 

i. Intake screening and admissions - If a patient is being referred from an acute hospital 
ED (ED), the clinical information provided by the licensed evaluators in the ED will be 
reviewed with the psychiatrist screening the cases and a decision regarding admission 
will be made. Admissions to the inpatient unit from sources other than an acute hospital 
ED will be presented to the unit's intake coordinator by clinicians functioning in 
community programs, and reviewed by one of the unit's psychiatrists prior to direct (non-
ED) admissions being accepted. Patients presenting for direct admission after this 
referral and screening will be assessed in an intake area for medical stability prior to 
admission. 

ii. Transfers to a more appropriate facility for care if medically indicated - If a patient 
is in need of medical attention that exceeds the inpatient facility's ability to stabilize the 
patient, the patient will be transported to AAMC's acute general hospital for treatment. 
The patient will be transported either via 911 ambulance or by a private ambulance. 

iii. Necessary evaluation to define the patient's psychiatric problem - All patients 
admitted for acute psychiatric care will have assessments conducted by a unit psychiatrist 
within 24 hours. 

iv. Emergency treatment -The inpatient stay is designed to provide stabilization of an 
identified emergency psychiatric condition for a patient who presents as a danger to 
themselves or others. AAMC will provide emergency psychiatric intervention through 
continuous nursing and treatment assistant presence on the unit, and through prescriber 
involvement directly or on-call at all times. Emergency assessment of presenting medical 
problems will be provided through triage by nursing and prescribing professionals on the 
unit as needed through the AAMC acute care general hospital ED. 

Copies of relevant written policies are attached collectively as Exhibit 15. 

AP 6. All hospitals providing care in designated psychiatric units must have separate 
written quality assurance programs, program evaluations and treatment protocols for special 
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Applicant Response:

This standard is not applicable because the proposed project does not include two or more
age -specific acute psychiatric services.

Accessibility

AP 5. Once a patient has requested admission to an acute psychiatric inpatient facility,
the following services must be made available:

(i) intake screening and admission;
(ii) arrangements for transfer to a more appropriate facility for care if medically

indicated; or
(iii) necessary evaluation to define the patient's psychiatric problem andlor
(iv) emergency treatment.

Applicant Response:

i. Intake screening and admissions - If a patient is being referred from an acute hospital
ED (ED), the clinical information provided by the licensed evaluators in the ED will be
reviewed with the psychiatrist screening the cases and a decision regarding admission
will be made. Admissions to the inpatient unit from sources other than an acute hospital
ED will be presented to the unit's intake coordinator by clinicians functioning in
community programs, and reviewed by one of the unit's psychiatrists prior to direct (non -
ED) admissions being accepted. Patients presenting for direct admission after this
referral and screening will be assessed in an intake area for medical stability prior to
admission.

ii. Transfers to a more appropriate facility for care if medically indicated - If a patient
is in need of medical attention that exceeds the inpatient facility's ability to stabilize the
patient, the patient will be transported to AAMC's acute general hospital for treatment.
The patient will be transported either via 911 ambulance or by a private ambulance.

iii. Necessary evaluation to define the patient's psychiatric problem -All patients
admitted for acute psychiatric care will have assessments conducted by a unit psychiatrist
within 24 hours.

iv. Emergency treatment -The inpatient stay is designed to provide stabilization of an
identified emergency psychiatric condition for a patient who presents as a danger to
themselves or others. AAMC will provide emergency psychiatric intervention through
continuous nursing and treatment assistant presence on the unit, and through prescriber
involvement directly or on -call at all times. Emergency assessment of presenting medical
problems will be provided through triage by nursing and prescribing professionals on the
unit as needed through the AAMC acute care general hospital ED.

Copies of relevant written policies are attached collectively as Exhibit 15.

AP 6. All hospitals providing care in designated psychiatric units must have separate
written quality assurance programs, program evaluations and treatment protocols for special
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populations including: children, adolescents, patients with secondary diagnosis of substance use, 
and geriatric patients, either through direct treatment or referral. 

Applicant Response: 

AAMC will not provide care in designated units for special populations. AAMC notes, 
however, that its quality improvement program will assess program outcomes, determine 
progress toward meeting program goals, evaluate the allocation of resources, trend input from 
advisory groups (consumers, family members, and other stakeholders) and identify opportunities 
for improvement in the provision of evidence-based patient-centered care to patients and their 
families. 

To this end, AAMC's quality improvement program will include: 
1. Documentation of a plan for evaluating care; 
2. Indicators for quality that are clearly identified and measured on a regular basis; and, 
3. Performance data that is followed over time. 

The evidence of quality improvement activities will include: 
1. The program's response to the monitoring and/or evaluation data; and, 
2. Performance data that is communicated back to program staff. 

There will be clear lines of accountability established for quality improvement strategies 
including who is responsible for management of the quality improvement efforts and the 
response from management to the quality improvement recommendations. 

The adult psychiatric inpatient program will be evaluated using the national quality 
measures established by CMS. These include, but are not limited to: 

1. Patient and family engagement 
2. Patient safety 
3. Care coordination 
4. Population/public health 
5. Efficient use of human resources 
6. Clinical protocol effectiveness 

Inpatient psychiatric reporting will also include JCAHO requirements for Hospital- Based 
Inpatient Psychiatric Services: 

1. Less than 2 hours of physical restraints 
2. Less than 3 hours of seclusion use 
3. Review of patient discharged on multiple antipsychotic medications 
4. Review of patients discharged from inpatient care without a continuing care plan which 

includes referral and information that is provided to the next appropriate level of care. 

AP 7. An acute general or private psychiatric hospital applying for a Certificate of Need 
for new or expanded acute psychiatric services may not deny admission to a designated 
psychiatric unit solely on the basis of the patient's legal status rather than clinical criteria. 

Applicant Response: 

AAMC's mental health hospital will routinely accept patients who are admitted as 
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populations including: children, adolescents, patients with secondary diagnosis of substance use,
and geriatric patients, either through direct treatment or referral.

Applicant Response:

AAMC will not provide care in designated units for special populations. AAMC notes,
however, that its quality improvement program will assess program outcomes, determine
progress toward meeting program goals, evaluate the allocation of resources, trend input from
advisory groups (consumers, family members, and other stakeholders) and identify opportunities
for improvement in the provision of evidence -based patient -centered care to patients and their
families.

To this end, AAMC`s quality improvement program will include:
1. Documentation of a plan for evaluating care;
2. Indicators for quality that are clearly identified and measured on a regular basis; and,
3. Performance data. that is followed over time.

The evidence of quality improvement activities will include:
1. The program's response to the monitoring and/or evaluation data.; and,
2. Performance data. that is communicated back to program staff.

There will be clear lines of accountability established for quality improvement strategies
including who is responsible for management of the quality improvement efforts and the
response from management to the quality improvement recommendations.

The adult psychiatric inpatient program will be evaluated using the national quality
measures established by CMS. These include, but are not limited to:

1. Patient and family engagement
2. Patient safety
3. Care coordination
4. Population/public health
5. Efficient use of human resources
6. Clinical protocol effectiveness

Inpatient psychiatric reporting will also include JCAHO requirements for Hospital- Based
Inpatient Psychiatric Services:

1. Less than 2 hours of physical restraints
2. Less than 3 hours of seclusion use
3. Review of patient discharged on multiple antipsychotic medications
4. Review of patients discharged from inpatient care without a continuing care plan which

includes referral and information that is provided to the next appropriate level of care.

AP 7. An acute general or private psychiatric hospital applying for a Certificate of Need
for new or expanded acute psychiatric services may not deny admission to a designated
psychiatric unit solely on the basis of the patient's legal status rather than clinical criteria.

Applicant Response:

AAMC`s mental health hospital will routinely accept patients who are admitted as
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involuntary patients on Certificates. These patients will be placed on observation status until 
they go to hearing before an Administrative Law Judge. If the patient is retained at hearing, they 
will be administratively discharged as involuntary admissions. 

AAMC's policy pertaining to certified patients is attached as Exhibit 16. 

AP 8. All acute general hospitals and private freestanding psychiatric hospitals must 
provide a percentage of uncompensated care for acute psychiatric patients which is equal to the 
average level of uncompensated care provided by all acute general hospitals located in the health 
service area where the hospital is located, based on data available from the Health Services Cost 
Review Commission for the most recent 12 month period. 

Applicant Response: 

AAMC Mental Health Hospital's uncompensated care as a percentage of gross patient 
revenue is projected to be 9.7 percent, which exceeds the average level of uncompensated care 
(4.11 percent) of all acute hospitals in AAMC Mental Health Hospital's health service area. 
Please refer to Chart 44 (following page). 
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Chart 44 
Hospital Bad Debt and Uncompensated Care 

County 	 Hospital 

Annual Filing 

Year 

Gross Patient 

Revenues Bad Debt Charity Care 

Uncompensated 

Care Percentage 

A B C D . [B+C]/A 

Baltimore City 	Bon Secours Hospital 2015 $117,218 $2,681 $1,959 3.96% 
Baltimore City 	University of Maryland Medical Center Midtown Campus 2015 228,796 10,283 13,771 10.51% 
Howard County 	Laurel Regional Hospital 2015 106,468 4,651 4,726 8.81% 
Harford County 	Harford Memorial Hospital 2015 104,704 6,285 3,080 8.94% 
Baltimore City 	Johns Hopkins Bayview Medical Center 2015 618,221 23,752 16,345 6.49% 
Baltimore City 	Mercy Medical Center 2015 495,806 14,008 17,927 6.44% 
Baltimore County 	Northwest Hospital Center 2015 254,116 13,021 3,226 6.39% 
Baltimore City 	University of Maryland Rehab and Ortho Institute 2015 120,365 4,764 877 4.69% 
Anne Arundel 	University of Maryland Baltimore Washington Medical Center 2015 402,011 15,358 8,042 5.82% 
Harford County 	University of Maryland Upper Chesapeake Medical Center 2015 320,268 11,864 4,943 5.25% 
Baltimore City 	MedStar Harbor Hospital Center 2015 207,453 7,517 2,859 5.00% 
Baltimore City 	St. Agnes Hospital 2015 418,877 5,525 15,378 4.99% 
Baltimore County 	Sheppard Pratt 2015 141,516 1,430 4,679 4.32% 
Howard County 	Howard County Hospital 2015 286,303 8,689 3,170 4.14% 
Baltimore City 	Levindale 2015 59,786 2,231 225 4.11% 
Baltimore County 	MedStar Franklin Square Hospital Center 2015 491,173 14,130 6,028 4.10% 
Baltimore County 	University of Maryland St. Joseph Medical Center 2015 390,826 8,171 8,003 4.14% 
Baltimore City 	MedStar Good Samaritan Hospital 2015 303,789 9,142 3,057 4.02% 
Baltimore City 	Sinai Hospital 2015 717,312 25,940 4,173 4.20% 
Baltimore City 	University of Maryland Medical Center 2015 1,313,671 13,089 23,047 2.75% 
Baltimore City 	MedStar Union Memorial Hospital 2015 419,375 10,798 4,013 3.53% 
Anne Arundel 	Anne Arundel Medical Center 2015 562,953 14,405 2,704 3.04% 
Baltimore County 	Greater Baltimore Medical Center 2015 432,708 9,059 1,678 2.48% 
Baltimore City 	Johns Hopkins Hospital 2015 2,209,869 19,434 30,277 2.25% 

Total for These Counties $10,723,580 $256,225 $184,184 4.11% 

Notes: 

Source: 2015 Annual Filings, RE Schedule 

[2] Gross patient revenues, bad debt and charity care are all stated in Thousands 

AP 9. If there are no child acute psychiatric beds available within a 45 minute travel 
time under normal road conditions, then an acute child psychiatric patient may be admitted, if 
appropriate, to a general pediatric bed. These hospitals must develop appropriate treatment 
protocols to ensure a therapeutically safe environment for those child psychiatric patients treated 
in general pediatric beds. 

Applicant Response: 

This standard is not applicable because the proposed project does not include child or 
adolescent services. 

Accessibility: Variant LHPA Standard 

(Western Maryland) One-way travel time by car for 90 percent of the population from the 
jurisdiction(s) where acute psychiatric bed need is identified should be within 30 minutes for 
adults and 45 minutes for children and adolescents. (This standard supersedes the 1983-1988 
State Health Plan Overview Standards 0 la and 0 lb.) 

Applicant Response: 

This standard is not applicable because the proposed project is not in Western Maryland. 
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AP 9. If there are no child acute psychiatric beds available within a 45 minute travel
time under normal road conditions, then an acute child psychiatric patient may be admitted, if
appropriate, to a general pediatric bed. These hospitals must develop appropriate treatment
protocols to ensure a therapeutically safe environment for those child psychiatric patients treated
in general pediatric beds.

Applicant Response:

This standard is not applicable because the proposed project does not include child or
adolescent services.

Accessibility: Variant LHPA Standard

(Western Maryland) One-way travel time by car for 90 percent of the population from the
jurisdictions) where acute psychiatric bed need is identified should be within 30 minutes for
adults and 45 minutes for children and adolescents. (This standard supersedes the 1983-1988
State Health Plan Overview Standards 0 la and 0 lb.)

Applicant Response:

This standard is not applicable because the proposed project is not in Western Maryland.
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Cost 

AP 10. Expansion of existing adult acute psychiatric bed capacity will not be approved 
in any hospital that has a psychiatric unit that does not meet the following occupancy standards 
for two consecutive years prior to formal submission of the application. 

Psychiatric Bed Range (PBR) 	 Occupancy Standards 

PBR <20 80% 
20 <PBR<40 85% 
PBR>40 90% 

Applicant Response: 

This standard is not applicable because the proposed project is not an expansion of 
existing adult acute psychiatric beds. 

AP 11. Private psychiatric hospitals applying for a Certificate of Need for acute 
psychiatric beds must document that the age-adjusted average total cost for an acute (< 30 days) 
psychiatric admission is no more than the age-adjusted average total cost per acute psychiatric 
admission in acute general psychiatric units in the local health planning area. 

Applicant Response: 

AAMC compared its projected charge per case to the age and case-mix adjusted charge 
per case to general acute care psychiatric units in its local health planning area (Chart 45, 
following page). The local health planning area was defined as Anne Arundel County, Baltimore 
City, Baltimore County, Carroll County, Harford County and Howard County. The definition of 
the age cohorts are consistent with the HSCRC's definition utilized in the annual demographic 
adjustment. Consistent with previous costs analyses, AAMC charges are well below (33 
percent) those of acute general psychiatric providers on an age and case mix adjusted basis. This 
analysis further supports that AAMC is a lower-cost alternative for patients within AAMC's 
service area. 
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AP 10. Expansion of existing adult. acute psychiatric bed capacity will not be approved
in any hospital that has a psychiatric unit that does not meet the following occupancy standards
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Applicant Response:

This standard is not applicable because the proposed project is not an expansion of
existing adult acute psychiatric beds.

AP 11. Private psychiatric hospitals applying for a Certificate of Need for acute
psychiatric beds must document that the age -adjusted average total cost for an acute (< 30 days)
psychiatric admission is no more than the age -adjusted average total cost per acute psychiatric
admission in acute general psychiatric units in the local health planning area.
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service area.
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Chart 45 
AAMC Projected Charge per Case 

Average 
Charge 

Age Group 	Cases 	(Note 1) 	CMI 

Avg 
Charge 

@ CMI of 
1.0000 

AAMC 
Cases 

AAMC 
Cases@ 

Health Area 
Average 

0-4 	 4 	$27,635 	0.6853 $40,325 0 $0 
5-14 	 941 	12,466 	0.5772 21,595 0 0 
15-44 	 11,746 	9,379 	0.6142 15,271 549 8,383,572 
45-54 	 4,449 	10,118 	0.6442 15,707 186 2,921,525 
55-64 	 2,643 	13,121 	0.6891 19,040 113 2,151,505 
65-74 	 914 	17,456 	0.7549 23,122 25 578,047 
75-84 	 490 	16,155 	0.8053 20,062 8 160,493 
85+ 	 294 	11,966 	0.8226 14,547 3 43,641 

Total 	 21,481 	$10,415 	0.6412 $16,242 884 $14,238,784 

Overall Average Charge @ CMI of 1.0000 $16,107 

Projected CMI 0.5689 

Average Age Adjusted Cases at Local Health Planning Area $ 	9,164 

AAMC Projected Charge per Case $ 	7,644 

Source: FY 2015 HSCRC discharge abstract dataset for psychiatric APR-DRGs 750-760, 779 - 790 

Note 1: Average Charge calculated from FY2015 discharge abstract data and inflated 2.4% for the 
FY16 Update Factor to price level it to FY16 prices 

Quality 

AP 12a. Acute inpatient psychiatric services must be under the clinical supervision of a 
qualified psychiatrist. 

Applicant Response: 

Inpatient psychiatric services at AAMC are under the clinical supervision of a 
psychiatrist who is qualified to provide the leadership required for an intensive treatment 
program. Raymond Hoffman, MD, a board certified psychiatrist, is the Medical Director of the 
Division of Mental Health and Substance Use at AAMC. All psychiatrists on staff meet the 
training requirements for certification by the American Board of Psychiatry and Neurology. The 
medical director monitors and evaluates the quality and appropriateness of services and treatment 
provided by the medical staff 

AP 12b. Staffing of acute psychiatric programs should include therapies for patients 
without a private therapist and aftercare coordinators to facilitate referrals and further treatment. 
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Average Charge Cases
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45-54 4,449 10,118 0.6442 15,707 186 2,921,525
55-64 2, 643 13,121 0.6891 19, 040 113 2,151, 505
65-74 914 17,456 0.7549 23,122 25 578,047
75-84 490 16,155 0.8053 20,062 8 160,493
85+ 294 11, 966 0.8226 14, 547 3 43, 641

Total 21,481 $10,415 0.6412 $16,242 884 $14,238,784

O~+erall A~rage Charge @ CMI of 1.0000 $16,107

Projected CMI 0.5689

Average Age Adjusted Cases at Local Health Planning Area $ 9,164

RAMC Projected Charge per Case $ 7,644

Source: FY 2015 HSCRC discharge abstract dataset for psychiatric APR-DRGs 750-760, 779 - 790

Note 1: Average Charge calculated from FY2015 discharge abstract data and inflated 2.4% for the
FY16 Update Factor to price le~l it to FY16 prices

uali

AP 12a. Acute inpatient psychiatric services must be under the clinical supervision of a
qualified psychiatrist.

Applicant Response:

Inpatient psychiatric services at AAMC are under the clinical supervision of a
psychiatrist who is qualified to provide the leadership required for an intensive treatment
program. Raymond Hoffman, MD, a board certified psychiatrist, is the Medical Director of the
Division of Mental Health and Substance Use at AAMC. All psychiatrists on staff meet the
training requirements for certification by the American Board of Psychiatry and Neurology. The
medical director monitors and evaluates the quality and appropriateness of services and treatment
provided by the medical staff.

AP 12b. Staffing of acute psychiatric programs should include therapies for patients
without a private therapist and aftercare coordinators to facilitate referrals and further treatment.
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Staffing should cover a seven day per week treatment program. 

Applicant Response: 

The multidisciplinary team at AAMC will include psychiatrists, licensed clinical social 
workers, clinical psychologists and/or licensed marriage and family therapists, occupational 
therapists, RN's and nurse practitioners. Patients will be assigned a social worker/therapist 
during the course of their treatment. Upon discharge each patient will receive an individual 
aftercare plan that's been developed by the treatment team. The aftercare coordinator/care 
manager will follow-up with all patients that are discharged to confirm an appointment, assure 
that the referral was helpful and offer additional support. 

AAMC's inpatient treatment program will be a short-term acute care service that 
provides programs for patients seven days per week. A psychiatrist/nurse practitioner will see 
patients during the week and on the weekends, and will be on-call every day. Social workers and 
activity therapists will provide group and individual therapy seven days per week. 

AP 12c. Child and/or adolescent acute psychiatric units must include staff who have 
experience and training in child and/or adolescent acute psychiatric care, respectively. 

Applicant Response: 

This standard is not applicable because the proposed project does not include child or 
adolescent beds. 

Continuity 

AP 13. Facilities providing acute psychiatric care shall have written policies governing 
discharge planning and referrals between the program and a full range of other services including 
inpatient, outpatient, long-term care, aftercare treatment programs, and alternative treatment 
programs. These policies shall be available for review by appropriate licensing and certifying 
bodies. 

Applicant Response: 

The AAMC comprehensive continuum combines many programs, policies, practices, and 
resources to treat mental health disorders and to support affected individuals. The continuum of 
care will include services ranging from outpatient, partial hospital and inpatient treatment, and 
ongoing support services to prevention and education programs. At discharge, patients admitted 
to the mental health hospital will be referred to an appropriate array of clinical and support 
programs to ensure continuity of care and continued stabilization. 

AAMC has written policies and procedures that address this standard. Please refer to 
Exhibit 17. 

Acceptability 

AP 14. Certificate of Need applications for either new or expanded programs must 
include letters of acknowledgement from all of the following: 
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Applicant Response:

The multidisciplinary team at RAMC will include psychiatrists, licensed clinical social
workers, clinical psychologists and/or licensed marriage and family therapists, occupational
therapists, RN's and nurse practitioners. Patients will be assigned a social worker/therapist
during the course of their treatment. Upon discharge each patient will receive an individual
aftercare plan that's been developed by the treatment team. The aftercare coordinator/care
manager will follow-up with all patients that are discharged to confirm an appointment, assure
that the referral was helpful and offer additional support.

AAMC's inpatient treatment program will be a short-term acute care service that
provides programs for patients seven days per week. A psychiatrist/nurse practitioner will see
patients during the week and on the weekends, and will be on-call every day. Social workers and
activity therapists will provide group and individual therapy seven days per week.

AP 12c. Child andlor adolescent acute psychiatric units must include staff who have
experience and training in child and/or adolescent acute psychiatric care, respectively.

Applicant Response:

This standard is not applicable because the proposed project does not include child or
adolescent beds.

Continuity

AP 13. Facilities providing acute psychiatric care shall have written policies governing
discharge planning and referrals between the program and a full range of other services including
inpatient, outpatient, long-term care, aftercare treatment programs, and alternative treatment
programs. These policies shall be available for review by appropriate licensing and certifying
bodies.

Applicant Response:

The RAMC comprehensive continuum combines many programs, policies, practices, and
resources to treat mental health disorders and to support affected individuals. The continuum of
care will include services ranging from outpatient, partial hospital and inpatient treatment, and
ongoing support services to prevention and education programs. At discharge, patients admitted
to the mental health hospital will be referred to an appropriate array of clinical and support
programs to ensure continuity of care and continued stabilization.

AAMC has written policies and procedures that address this standard. Please refer to
E~ibit 17.

Accentability

AP 14. Certificate of Need applications for either new or expanded programs must
include letters of acknowledgement from all of the following:
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(i) the local and state mental health advisory council(s); 
(ii) the local community mental health center(s); 
(iii) the Department of Health and Mental Hygiene; and 
(iv) the city/county mental health department(s). 

Letters from other consumer organizations are encouraged. 

Applicant Response: 

Please refer to Appendix 3 — Letters of Support and see Section 10.24.01.08G(3)(d). 
Viability of the Proposal, page 86. 
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iill Anne Arundel 
L'i Medical Center 

2001 Medical Parkway 

Annapolis, Md. 21401 

443-481-1000 

TOD: 443-481-1235 

askA.AMC.org  

AFFIRMATION 

I hereby declare and affirm under the penalties of perjury that the facts stated in the 

foregoing Certificate of Need Application filed by Anne Arundel Medical Center, Inc. are true 

and correct to the best of my knowledge, information and belief. 

Victoria W. Bayless 

President & Chief Executive Officer 

Anne Arundel Medical Center 

Anne Arundel
~~~ Medical tenter

2001 Medical Parkway

Annapolis, Md. 21401

44 3-481-1000

TDD:443-481-7235

askP.AMC.org

AFFIRMATION

hereby declare and affirm under the penalties of perjury that the facts stated in the

foregoing Certificate of Need Application filed by Anne Arundel Medical Center, Inc. are true

and correct to the best of my knowledge, information and belief.

Victoria W. Bayless
President &Chief Executive Officer
Anne Arundel Medical Center



AFFIRMATION 

I hereby declare and affirm under the penalties of perjury that the facts stated in the 

foregoing Certificate of Need Application filed by Anne Arundel Medical Center, Inc. are true 

and correct to the best of my knowledge, information and belief. 

Dawn Hurley MA, CPRP 

Executive Director of Behavioral Health 

Anne Arundel Medical Center 

AFFIRMATION

hereby declare and affirm under the penalties of perjury that the facts stated in the

foregoing Certificate of Need Application filed by Anne Arundel Medical Center, Inc. are true

and correct to the best of my knowledge, information and belief.

G

Dawn Hurley MA, CPRP
Executive Director of Behavioral Health
Anne Arundel Medical Center



AFFIRMATION 

I hereby declare and affirm under the penalties of perjury that the facts stated in the 

foregoing Certificate of Need Application filed by Anne Arundel Medical Center, Inc. are true 

and correct to the best of my knowledge, informatiopra'ndbelie 

ciica,s1<lock 

Vector, Capital Projects 

Anne Arundel Medical Center 

AFFIRMATION

hereby declare and affirm under the penalties of perjury that the facts stated in the

foregoing Certificate of Need Application filed by Anne Arundel Medical Center, Inc. are true

and correct to the best of my knowledge, information'and

lock
'~it`ector, Capital Projects
Anne Arundel Medical Center



AFFIRMATION 

I hereby declare and affirm under the penalties of perjury that the facts stated in the 

foregoing Certificate of Need Application filed by Anne Arundel Medical Center, Inc. are true 

and correct to the best of my knowledge, information and belief. 

Barbara Jacobs, 1”I 

Chief Nursing Off(e6 

Anne Arundel Medical Center 

AFFIRMATION

hereby declare and affirm under the penalties of perjury that the facts stated in the

foregoing Certificate of Need Application filed by Anne Arundel Medical Center, Inc. are true

and correct to the best of my knowledge, information and belief.

;' ~ ~,

Barbara Jacobs, RN
Chief Nursing Off r
Anne Arundel Medical Center



AFFIRMATION 

I hereby declare and affirm under the penalties of perjury that the facts stated in the 

foregoing Certificate of Need Application filed by Anne Arundel Medical Center, Inc. are true 

and correct to the best of my knowledge, information and belief. 

//‘.`Al- 4412—  
Je ette Cross, CPA, FHFMA, CPC 
Managing Director 
Berkeley Research Group, LLC 

AFFIRMATION

hereby declare and affirm under the penalties of perjury that the facts stated in the

foregoing Certificate of Need Application filed by Anne Arundel Medical Center, Inc. are true

and correct to the best of my knowledge, information and belief.

1

1

Je T~nette Cross, CPA, FHFMA, CPC
Managing Director
Berkeley Research Group, LLC



AFFIRMATION 

I hereby declare and affirm under the penalties of perjury that the facts stated in the 

foregoing Certificate of Need Application filed by Anne Arundel Medical Center, Inc. are true 

and correct to the best of my knowledge, information and belief. 

Miriam Suldan 
Senior Managing Consultant 
Berkeley Research Group, LLC 

AFFIRMATION

hereby declare and affirm under the penalties of perjury that the facts stated in the

foregoing Certificate of Need Application filed by Anne Arundel Medical Center, Inc. are true

and correct to the best of my knowledge, information and belief.

~ ~
Miriam Suldan
Senior Managing Consultant
Berkeley Research Group, LLC



AFFIRMATION 

I hereby declare and affirm under the penalties of perjury that the facts stated in the 

foregoing Certificate of Need Application filed by Anne Arundel Medical Center, Inc. are true 

3 and correct to the best of my knowledge, infor 	ion and elief. 

Bob Reilly 

Chief Financial Officer 

Anne Arundel Medical Center 

AFFIRMATION

hereby declare and affirm under the penalties of perjury that the facts stated in the

foregoing Certificate of Need Application filed by Anne Arundel Medical Center, Inc. are true

and correct to the best of my knowledge, infor ion and elief.

Bob Reilly
Chief Financial Officer
Anne Arundel Medical Center



AFFIRMATION 

I hereby declare and affirm under the penalties of perjury that the facts stated in the 

foregoing Certificate of Need Application filed by Anne Arundel Medical Center, Inc. are true 

and correct to the best of my knowledge, information and belief. 

-2.----"- 
Joshua E acobs, r 	President, Strategic Planning 

& 	eting/C• 	nications 

Anne Arundel 	cal Center 

AFFIRMATION

hereby declare and affirm under the penalties of perjury that the facts stated in the

foregoing Certificate of Need Application filed by Anne Arundel Medical Center, Inc. are true

and correct to the best of my knowledge, information and belief.

Joshua E acobs, icy President, Strategic Planning
& eting/C m nications
Anne Arundel ical Center



AFFIRMATION 

I hereby declare and affirm under the penalties of perjury that the facts stated in the 

foregoing Certificate of Need Application filed by Anne Arundel Medical Center, Inc. are true 

and correct to the best of my knowledge, information and belief. 

Shirleiyi' nelly 

Vice President, QuaIt and Patient S 

Corporate Compliance Officer 

President, Pathways 

Anne Arundel Medical Center 

AFFIRMATION

hereby declare and affirm under the penalties of perjury that the facts stated in the

foregoing Certificate of Need Application filed by Anne Arundel Medical Center, Inc. are true

and correct to the best of my knowledge, information and belief.

Shirle Welly
Vice President, Qua it and Patient S fety
Corporate Compliance Officer
President, Pathways
Anne Arundel Medical Center



COMMUNITY HEALTHNeeds Assessment, 2015
Anne Arundel County



Preface
The Context of Health Care in Maryland and Anne Arundel County.

The health care landscape in Anne Arundel County, Maryland and the United States has been rapidly changing over the past several years and will continue to evolve.  Health system reforms in public 
organizations and services, as well as increasing connections and collaborations among public health, health care and other sectors (Centers for Disease Control and Prevention, 2014.) Maryland, in particular, is a leader in health system transformation.   Maryland’s hospitals, guided toward the Institute for Healthcare Improvement’s Triple Aim of Health Care: to reduce costs, improve the health of communities and improve the experience of care for patients.  Maryland is the only state in the nation that sets the rates hospitals can charge for their services.  Rates are the same for all patients for the same service in the same hospital, whether they have Medicare, 
more outpatient care and prevention and less inpatient care. The new waiver agreement aligns with 
and quality targets (Maryland Hospital Association, 2014).

volume to value. This is a model where hospitals are not rewarded based on how many patients 
out of the hospital.  To do this, hospital leadership has moved care beyond their walls and into not stop after a patient leaves the hospital (Maryland Hospital Association, 2014.) New models of care are being developed that include care coordination and navigation services, community health of the need to address the socioeconomic determinants of health through these new care models.
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At the same time, due to the expansion of Medicaid and the decrease in uninsured patients, many public health departments are reducing the direct clinical services they provide.  Increasingly, health departments are focusing their efforts on prevention and education, helping newly insured 
advocacy for community health improvements.   There is increased collaboration between health 
consumers.  These collaborations will only continue to grow and mature. 
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Foreword
The 2015 Anne Arundel County Community Health Needs Assessment (CHNA) is a compilation of summative (secondary) and formative (qualitative) data. The summative data was gathered from a variety of local, state and national sources. Population and socioeconomic statistics were compiled using data from the United States (U.S.) Census Bureau’s Population Estimates Program and the from the Maryland Department of Health and Mental Hygiene, Vital Statistics Administration. The 
Other data sources used for this report were: Maryland Vital Statistics Annual Reports, Maryland 

The 2015 CHNA draws on qualitative data gathered from 12 key informants as follows:

CEO, Anne Arundel Medical Center (AAMC)Executive Director, Anne Arundel County Mental Health AgencyHealth Consultant, Anne Arundel CountyDirector, Anne Arundel County Crisis ResponseClinical Director, Anne Arundel County Mental Health AgencyCommunity Health Director, AAMCTwo county legislative leadersDirector, Anne Arundel County Department of Aging and Disabilities
eight focus groups as follows:

Emergency Department and Emergency Response. Personnel from both hospitals’ ERs, the EMS and counselors (18)
Low-Income Youth. 

North County. Community members, substance abuse professionals, health professionals, law enforcement, council member (12)
South County. Community members, substance abuse professionals, law enforcement, health professionals (10)
Behavioral Health (1). Residential providers, crisis response, mental health professionals, behavioral health providers (9)
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Behavioral Health (2). Parents, mental health providers (5)
Seniors. Three groups including professionals, care coordinators and senior citizens (20)
Hispanic Community.

Interviews and conversations were recorded, with the permission of participants, and transcribed verbatim. The data was read and reread until dominant themes emerged which became the although their identities are protected. 
The report has only one fundamental goal: to help frame an informed discussion about community health needs and trends in Anne Arundel County, Maryland, in order to contribute to planning and actions that address those needs.

Information Gaps in the Data

system  only.  
attention of the police departments.  •Numbers for heroin and other opiate addictions rely heavily on police reports and emergency room data. There is no accurate count for the number of heroin addicts in the county.•Domestic violence numbers are unreliable. Many incidences of domestic violence go support through a domestic violence service provider.
or counted by the local public school system. Those families staying with a friend or another family are not captured in the secondary data.•Opinions from youth consumers of mental health services were not captured in this report.•Anecdotal information pointed to a growing number of undocumented residents in the county. Currently there is no method to capture an accurate number of those residents. 
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Summary of Principal 

Population:  According to 2013 census estimates, the Anne Arundel County population is 
Seniors: 

 In 2013, life expectancy in the county rose to an average of 79.8 years. Cancer was the leading cause of death, followed by heart disease which accounted for nearly 
Obesity:to secondary issues such as diabetes. The obesity rates for those with a Body Mass Index (BMI) of County residents live in an area categorized as a food desert, which is an urban neighborhood or rural towns without ready access to fresh, healthy and affordable food.
Access to Health Care: The Affordable Care Act (ACA) has increased access and expectations 

Mental Health: The demand for mental health services has increased for every age group.  
are almost nonexistent in the county, although there are 259 residential rehabilitation beds (for 
counselors. 
Opioids:in Maryland (after Baltimore City and Baltimore County). The increase in controls on prescription drugs has made the trade in prescription opioids more expensive. Partly because of this, heroin  



(a derivative of opium and an illegal opiate drug) has made a profound reappearance on the streets of Anne Arundel County. Out of 101 intoxication deaths that occurred in Anne Arundel County in related deaths (from 18 to 53) between 2010 and 2014.  The relationship between substance abuse and mental illness is well 
often in traditional silos.
Access to Substance Abuse Treatment Services: Treatment options are limited in the including Chrysalis House, Damascus House, Hope House, Samaritan House and Pathways, operated 
Crownsville hospital site and renovations are already underway. Chrysalis House is still the only 
and behavioral health treatment. The ED is a trusted venue and one of the main “front doors” for primary care, especially among lower income residents. There were 335 visits to the ED for every 
the ED is often their only choice. Domestic violence, sexual assault or abuse victims present in increasing numbers at the ED. ED providers are often involved in time consuming charting and the 
the various health and human services agencies, including emergency personnel. Communication 
Transition Points and Care Coordination: The two points of entry and discharge into EDs, hospitals and other systems were highlighted as problematic. At the point of admission, community service providers are not part of the process. The discharge process, especially from EDs, is often hurried with no means to follow up with the patient. Referrals may be made at this 
coordinated across silos of care. 
Poverty:
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North and South Polarization: polarized in the northern and southern regions of the county. The highest percentage of poverty is is very limited and there are few primary care doctors. Of the 11 medically underserved areas of the county, all but two are in South County.   
Transportation:is no public transportation in South County, including taxi service, and only three bus routes serve the county. Neither city nor county bus routes operate early in the morning or later in the evening, and the wait between buses can be one to one and a half hours. 
are continuing problems for large segments of the population. The median price for a house in Anne Arundel County is fourth highest in the state at $320,000.  In 2013, Anne Arundel County are 9,000 families on the waiting list for public housing and 10,000 families on the waiting list for Housing Choice (Section 8) vouchers.
Homelessness: Homelessness is a continuing issue for individuals and families in the county. The fastest growing homeless population is homeless families and youth who are staying with friends or living temporarily in motels. There are over 250 families living in a shelter or transitional housing.  The Anne Arundel County Public School System’s estimates suggest there are over 925 county students who do not sleep in their own homes on any given night.  
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Non-Hispanic Whites
75.1%

Hispanic or Latino
6.4%

Black or African-American
15.5%

Other*
3.1%

U.S. Census Bureau, American Community Survey, 2013. “Other” here includes Islander”, “Some other race”, or “Two or more races”. Therefore, the “White” and 

Population 556,348
OVERVIEWNeeds Assessment, 2015
Anne Arundel County

The Hispanic 
population than all races/ethnicities and is now at
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residents (6.3%) 
live below the 
poverty level33,352

26.5% Code that contains Brooklyn
Live in Poverty 

2,406

The senior 
population 
per year, from 2013 to 2030

The population 
has grown

11.2%since 2000, with a 
1.3% 2010 and 2013

major hospitalsAnne Arundel Medical Center (AAMC) in Annapolis and the University of Maryland Center (BWMC) in Glen Burnie2



County Overview

rail corridor in the United States, and to the Port of Baltimore, which has been expanded to accept greater amounts of shipborne commerce due to the widening of the Panama Canal. 
and second in the nation when compared to other counties. Despite this abundance of water there 
constituting the largest estuary in the United States.  However, despite many efforts by federal, state and local governments and other interested parties, pollution in the bay does not meet existing water quality standards. Nineteen separate local water bodies are not currently meeting 
they do not meet water quality standards for their intended use. The pollutants that are largely responsible for these impairments are nutrients in the form of nitrogen and phosphorus, and 
worst in Maryland.  
Association for an average of 23 unhealthy, high ozone days every year between 2011 and 2013.  
nervous system. 

poverty, including an upswing in drug abuse. The central part of the county is dominated by Annapolis is one of only two incorporated towns in the entire county, the other being Highland 
11



found on Maryland’s Eastern Shore. 
Administration (NSA), the Defense Information Systems Agency (DISA) and U.S. Cyber Command, 
Southwest Airlines, Anne Arundel County Medical Center, University of Maryland Baltimore Economic Development, 2014). 
Population

Caucasian population of the county continues to diminish, the Hispanic population is growing more 

Table 1
2000 2010 2013 Percent Change, Number Number Number

Total Population 489,656 100.0 537,656 100.0 544,426 100.0 11.2390,519 79.8 75.4 408,715 75.1
Other Races 99,137 20.2 132,200 24.6 135,711 24.9 37.012,902 32,902 34,854 170.0American 13.4 83,484 15.5 84,230 15.5 28.0Other* 20,480 4.2 15,814 3.0 3.1 18.0
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Hispanic Population by Census Tract, Anne Arundel County, 2013

Source: U.S. Census Bureau, 2013 American Population by Census Tract, Anne Arundel County.

The population distribution among Anne Arundel County residents by age is similar to that of 
Maryland and the U.S. Among county residents, Hispanics are the youngest with a median age of 
26.7 years, while Whites are the oldest with a median age of 42.2 years.

Table 2

Source: U.S. Census Bureau, 2013 American Community Survey 1-Year Estimates

Population by Age, Anne Arundel County Compared to Maryland and U. S., 2013
Anne Arundel County Maryland United States

Under 5 Years Old 6.3% 6.2% 6.3%
18 Years and Over 77.2% 77.3% 76.7%
65 Years and Over 13.1% 13.4% 14.1%
Median Age (Years) 38.5 38.0 37.3

The Hispanic 
population than all raand is now at
6.4%

170%

 The Hispanic Population has 
increased by

from 2000 to 2013
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Seniors

Source: Maryland Department of Aging, 2014In line with the rest of the nation, the county trend for the senior population is one of rapid growth. According to the Maryland Department of Aging (2014), in Anne Arundel County that trend will 
have an exponentially increasing impact on county services, supports, resource allocation and health care use. 

Source: Maryland Department of Aging, 2014
14



Anne Arundel County is a tale of extremes.  There is much wealth and natural beauty for residents rich and poor in the county has widened since 2010.There is an increase at both ends of the 

Table 3 Estimated Annual Household Income Numbers 2010 and 2013Total Number of Households 2010: 195, 999 2013: 199,904Per household Number Number Percent Change20,819 21,890 10.9512,201 11,584 5.7919,077 9.73 9.3234,853 17.7829,982 15.30 14.5531.41 32.15$200,000 and above 17,498 8.93 21,485 10.75195,999 100 199,904 100Source: U.S. Census Bureau American Community Survey, 2013 Estimates
Poverty
Poverty is defined in different ways. The federal government classifies a family of four (two adults, 
two children) with an annual income below $24,250 as living in poverty (2015 adjustment), 
although the amount is not adjusted for geographic differences in the standard of living across the 
nation. There are 33,352 Anne Arundel County residents (6.3%) living below the poverty level 
(Table 4), a slight dip from the 2011 level of 34,410 residents (6.4%). Of the 199,904 households 
below the poverty level in the county, families occupy 138,458. There are 31,377 households led 
by single parents, of which 22,565 have a female as the head of household. Economic well-being 
for households headed by a single parent can be fragile. Estimates suggest 14.7% of the single 
parent households in the county make an income that is below the federal poverty level.
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Table 4
Poverty Status, Anne Arundel County, 2013

33,352
Age

Sex     Male 18,492
Race and Ethnicity

9,997     Asian 2,092     Hispanic (of any race) 3,172Source: U.S. Census, American Community Survey, 2013 EstimatesPoverty is concentrated in the North and South of the county (Table 5). The highest percentage 

that of the average county’s poverty rate.Table 5
Selected Poverty Percentages by ZIP Code

Anne Arundel County, 2013ZIP Code Area Poverty Percentage2122521077 HarmansCurtis Bay
20714 North Beach20751 Deale

Anne Arundel County 6.3%Source: U.S. Census, American Community Survey, 2013 Estimates



Poverty can also be measured by the number of persons receiving what used to be called Food Stamps and 
is now called the Supplemental Nutrition Assistance Program (SNAP). Anne Arundel County has a lower 
percent of households receiving SNAP benefits (5.6%) compared to Maryland (9.5%) and the U.S. (12.4%) 
but the numbers have risen sharply since 2009 to a high of 22,792 adults. Brooklyn, Curtis Bay, Lothian, 
Glen Burnie (East and West), North Beach, Shady Side, Jessup, Severn, Linthicum Heights and Eastport 
have higher than average households which are on Food Stamp/SNAP benefits. Overall, 5.6% households 
in the county received Food Stamp/SNAP benefits in 2013. Brooklyn (30.9%) has highest percentage of 
households on Food Stamp/SNAP benefits followed by Curtis Bay (22%) (Figure 4).

Figure 4      Figure 5

Percentage of Food Stamps/SNAP
Recipency Hosehold by ZIP Code, 2013

Source: U.S. Census Bureau, 2013 estimates                     Source: Anne Arundel County Department of Health, 2015

2015
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Care and Total Health Care. The Anne Arundel County Department of Health also offers a range of Agency, Inc. provides a wide range of quality mental health services to Medicaid recipients and other  available in the county include primary care practices, outpatient specialty care, community clinics, 
assistance policies that provide medically necessary services to all people regardless of their 
governmental providers offer services on a sliding scale or free basis.  Assistance with enrolling in exchange are available from the hospitals, county health departments, social service agencies and the Maryland Health Care Connection.  However, it is important to note that not all health care 

Health Care Services
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HEALTH CHAPTER 1Needs Assessment, 2015
Anne Arundel County

Patient to dentist and to mental 
health provider ratios in Anne Arundel are worse than in Maryland to Maryland, Anne Arundel County has 21.6% less primary care physicians and 8.5% less dentists per 100 population.

In 2013, 
life expectancy in Anne Arundel County 

rose  
79.8 years

Death rates due to all causes of cancer have 
decreased 

over the last decade with deaths
48% decline

21% 

Hospitalizations by Age Group
Anne Arundel County, 2013

Age Group Number of Hospitalizations Rate per 1,0000 to 18 yrs. 9,371 74.119 to 39 yrs. 12,584 76.640 to 64 yrs. 18,143 94.3Greater than 64 yrs. 19,435 267.9Source: Inpatient Hospital Dischar yland Health Services Cost Review Commission

Primary Care Physicians, Dentists and Mental Health Providers
Anne Arundel County, MarylandAnne Arundel County Total Anne Arundel County Ratio Maryland Ratio Top U.S. Counties (90th percentile)Primary Care Physicians (2012) 385 1,430:1 1,131:1 1,045:1Dentists (2013) 366 1,518:1 1,392:1 1,377:1Mental Health Providers (2014) 774 718:1 502:1 386:1Source: Anne Arundel County Health R Roadmaps, 2015

Medicaid enrollments 
increased from 68,166 in January 2013 to 
84,616

 

The ACA does 
not include 

dental benefits for adults as an essential health plans that are offered 
extremely limited 



Health
Chapter 1

In 2013, life expectancy in Anne Arundel County rose to an average of 79.8 years. Cancer was the 

health issues in the county, leading to secondary issues such as diabetes. (Centers for Disease Control and Prevention, 2015)

Source: Maryland Vital Statistics Annual Report 2013, Maryland Department of Health and Mental Hygiene
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Source: Centers for Disease Control and Prevention, National Center for Health Statistics, 

CancerAnne Arundel County has a higher cancer incidence rate overall, compared to Maryland and the United States. Higher incidence rates for female breast cancer, lung and bronchus cancer, melanoma and prostate cancer are seen in the county while the incidence of colorectal cancer and cervical cancer is lower than the state and the nation.  The mortality rate for melanoma has historically been an issue in the county with males having a three times higher mortality rate for the disease 
(Maryland Department of Health and Mental Hygiene, Annual Cancer Report, 2014).

21



Table 6
Cancer Incidence Rates per 100,000 by Site and Gender, 

Anne Arundel Compared to Maryland and U.S., 2007-2011

Site Anne Arundel County Maryland United States
Breast (Female) 129.3 127.8 122.8
Colorectal 35.7 39.3 43.3
Male 39.8 45.1 50.0
Female 32.1 34.8 37.8
Lung and Bronchus 68.7 59.9 64.9
Male 76.5 69.9 78.6
Female 63.0 52.8 54.6
Melanoma 32.4 21.0 19.7
Male 43.2 27.5 25.1
Female 24.0 16.5 15.9
Prostate 151.7 148.7 142.5
Cervical 6.6 6.7 7.8
All Sites 479.2 451.8 467.7

higher mortality rate.

Source: Maryland Department of Health and Mental Hygiene, Annual Cancer Report, 2014
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The infant mortality rate in Anne Arundel County between 2010 and 2014 was 5.5 deaths 
per 1,000 live births; lower than both the United States (6.0 deaths per 1,000 live births) and 
Maryland (6.6 deaths per 1,000 live births) during the same period. Although the overall infant 
mortality rate is lower for the county than the state average, disparities exist when stratifying the 
data by race and ethnicity.  Blacks have the highest infant mortality rate in the county (11.2 deaths 
per 1,000 live births) compared to 5.3 deaths and 4.0 deaths per 1,000 births for Hispanics and 
Whites respectively (Table 7).

Table 7
Infant Deaths and Infant Mortality Rates by Race and Ethnicity

Anne Arundel County 2010-2014Number of Infant Deaths Infant Mortality89 4.011.2Hispanic, Any Race 22 5.3Source: Maryland Department of Health and Mental Hygiene Vital Statistics Administration, 2013

the single most important factor affecting neonatal mortality (newborn infants up to 28 neonatal mortality (newborn infant between 
issues ranging from respiratory disorders to neurodevelopmental disabilities, especially those developmental issues related to school achievement. In Anne Arundel County, the percentage of low birth weight babies is dropping slowly and is less than the state ZIP codes concentrated in the northern part of the county where the percentage of low birth weight infants is much higher than the 
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Health Care AccessThe Affordable Care Act (ACA) has increased access and expectations for health care. In Maryland, 
December 2014 (Table 8). There are still many primary care doctors who do not accept  
to purchase health insurance through the Maryland Health Connection (the state’s insurance some individuals. To date, information is not available for how many uninsured residents gained coverage through the ACA. A small percentage of county residents such as undocumented people, those not enrolled in Medicaid despite being eligible, and people opting to pay the annual penalty still has no health insurance. The Hispanic population has the highest rate of uninsured in the and Mental Hygiene, 2013). 

Table 8
Medicaid Enrollment by Age, Sex, and Race and Ethnicity 

Anne Arundel County, December 2014
Medicaid Enrollment

Total Enrollment 84,616
Age 37,84343,0403,733
Sex     Male 47,430
Race and Ethnicity

     Hispanic, Any Race     AsianSource: Maryland Department of Health and Mental Hygiene, 2015

The number of  
Medicaid enrollments  
increased  fr  
84,616in December 2014 
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and Mental Health Providers
Access to primary care is a growing issue in the county. Having a primary care provider reduces 
obtaining prescriptions and attending necessary appointments. According to county health Maryland (1,131:1) and the U.S. top performing counties which are among the 90th percentile in Arundel are worse than in Maryland and the U.S. top performing counties. Compared to Maryland, population (Table 9). According to participants in this needs assessment, the result is that the wait times for routine care are growing longer. Some primary care practices have instituted a team approach to increase the number of patients that can be seen including nurse practitioners and with the increase in technology and, as one primary care doctor noted:

According to the 2014 University of Maryland Medical System, Physician Needs Assessment, 2019.Table 9
Primary Care Physicians, Dentists and Mental Health Providers

Anne Arundel County, MarylandAnne Arundel County Total Anne Arundel County Ratio Maryland Ratio Top U.S. Counties (90th percentile)Primary Care Physicians (2012) 385 1,430:1 1,131:1 1,045:1Dentists (2013) 1,518:1 1,392:1 1,377:1Mental Health Providers (2014) 774 718:1 502:1

more things that we have to do and if we don’t do them, eventually we will have another problem.“ “
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Health Professional Shortage Areas Health Professional Shortage Areas (HPSAs) are designated by the Health Resources and Services Administration (HRSA) as having shortages of primary medical care, dental or mental health providers and may be geographic. Currently, the county has one designated Primary Care HPSA (Owensville Primary Care), one Dental HPSA (Owensville Primary Care) and two Mental Health HPSAs (Owensville Primary Care and Maryland 
Medically Underserved Areas Medically Underserved Areas (MUA) are designated based on four variables: ratio of primary medical care physicians per 1,000 the population with incomes below the poverty over. There are 11 census tracts in Anne Arundel County which are designated as medically underserved areas or populations. Approximately 
10, South County’s access to health care is very 

Health Professional Shortage Areas (HPSA) and Medically Underserved Areas and Anne Arundel County, 2015

limited.  As one South County resident commented:
They’re building places on the Eastern Shore but not in South County.    helpful in South County. 

Senior Health
“Seniors” is a very broad term for a group that now spans almost four decades. Participants in 

“ “



Table 10
Number or Percentage

     Average Age 72 years
     Percent Male
     Percent Hispanic, Any Race     Percent Eligible for Medicaid

Health concerns noted by those who serve seniors in our county included falls, urinary tract 
cause dizziness and ultimately falling. Medication compliance is another huge issue. Some seniors unpleasant. Seniors often have more than one doctor for their different ailments. As a case manager pointed out:I had a client with about 30 medications. She’s diabetic, has COPD and congestive heart failure.
contraindicated.  
Hospital Admissions
In 2013, there were an estimated 59,533 hospital stays in Anne Arundel County, representing a 
The hospitalization rate increased with age from 74.1 hospitalizations per 1,000 population among (Note: This data only includes Anne Arundel County residents admitted to hospitals in Maryland.)

“
“
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Table 11
Hospitalizations by Age Group

Anne Arundel County, 2013
Age Group Number of Hospitalizations Rate per 1,0000 to 18 yrs. 9,371 74.119 to 39 yrs. 12,58418,143 94.319,435

for the Asian and Hispanic population (Maryland Health Services Cost Review Commission, 2013). Nonetheless, Hispanic participants in this needs assessment pointed to the trauma and increased stress that comes with immigration, especially when there are language barriers, as a contributing factor for mental health issues among that population.
Needs

•Health resource planning for geographic differences related to low income, poverty and    health access, especially in North and South County
  •More primary care physicians and general surgeons, particularly in South County. •Improved access to adult dental care •Improved care coordination to help people manage chronic conditions such as congestive    heart failure and diabetes
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BEHAVIORAL 
HEALTH CHAPTER 2

Anne Arundel County

14.5%
increase mental health services for 

children ages 
6 to 12 

Out of 101 intoxication deaths that occurred in Anne Arundel County in 2014, 53 were heroin-related. There was almost
Health Administration, DHMH 2014). Anne Arundel County 

11,321 residents in 2014, which was an increase of 
   11%  to a 6% increase from 2013 to 2014.

In 2014, Anne Arundel had the 
3rd highest 

prescription 
opioid-related 

deaths in Maryland (after Baltimore City and Baltimore County).

9.6%
increase for
children ages
13 to 17

&served in 2014 
increased by almost 

 145% since 2002. 

Needs Assessment, 2015



Behavioral Health
Chapter 2

(Table 12).  Anne Arundel County Mental Health Agency served 11,321 residents in 2014, which 
current stress levels for children and families are generally higher.  According to one physician:

Stress plays out on the health side of things in terms of mental illness  the anxiety piece you don’t have any down time, the more technologically    to anxiety.
Table 12

Number of People Served by a Public Mental Health Service in 
Anne Arundel County, 2012-2014

2012 2013 Percent of Change 
(‘12-’13) 2014 Percent of Change 

(‘13-’14)Early Child 392 394 4731,821 1,880 2,15217) 1,388Transitional 5845,351over) 59 70 739,597 11,321Source: Anne Arundel County Mental Health Agency, 2015

“
“

Mental Health
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Access

uninsured between 2012 and 2014 (Table 13).Table 13
Three Year Comparison Medicaid/Uninsured

Persons Served
FY 2012 FY 2013 % Change FY 2014 % ChangeMedicaid 8,883Medicaid State 1,238Uninsured 780

Total 9,597 10,166 11,321 11.4%Source: Anne Arundel County Mental Health Agency, 2015Residential mental health beds are almost nonexistent in the county, although there are 259 residential rehabilitation beds (for the chronic and persistent mentally ill). There are only 24 crisis 

dementia. As one participant commented: Almost every Monday morning there will be 17 to 18 psychiatric  patients in the emergency room waiting for placement. There is a growing number of outpatient mental health providers in the county, but these numbers to residents in the county is much lower than the state (Table 14).  AAMC has recently opened an 
participants, the demand for mental health services at health access points is resulting in shortening 

“

“
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Mental Health, 0-18 Years

made a plan about how they would attempt suicide. Many youth are under increased stress as a result of social media, including the increasing rate of cyberbullying, described by participants in this needs assessment.Very young children with serious mental health issues are presenting at pediatric emergency, in the youth in the county. As one participant noted:

(Behavioral and Emotional Support and Training) offered by Anne Arundel Community College TEACH Institute and Parenting Center and CHAMPS (Children Arriving Mentally Prepared for School) offered by Arundel Child Care Connections. Some of the behavioral issues found in the early childhood population could be addressed through parenting classes, which are available at the community college, but parents must have their own transportation to get there and they must be 
children, then getting to parenting class is low on the list. Transportation 

Table 14
Primary Care Physicians, Dentists and Mental Health Providers

Anne Arundel County, Maryland
Anne Arundel 
County Total

Anne Arundel 
County Ratio Maryland Ratio Top U.S. Counties 

(90th percentile)Mental Health Providers (2014) 774 718:1 502:1Source: Anne Arundel County Mental Health Agency, 2015

“ “
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cancers, and chronic lung diseases (CDC). The rate of tobacco use in the county is higher than the 
Substance Abuse
Tobacco

12 and 24 hours. At a recent emergency nurse’s roundtable one nurse expressed that her biggest According to one supervisor, “The stress on ER staff related to these issues is enormous.” 

Alcohol

Source: Behavioral Health Administration, Maryland DHMH.  Data is for deaths that occurred in Anne Arundel County irrespective of person’s county of residence.

Alcohol use in the county is an acceptable social norm, evidenced by the number of boating and the hundreds of happy hour specials in bars and restaurants. related deaths increased and 2014 (from 10 to between 2013 and 2014 
33



Alcohol is used more than tobacco and other illicit drugs among youth. According to the Maryland 
youth who use alcohol report that they get their alcohol from someone who gave it to them or that they gave someone money to buy it for them. Several surveys have shown that there is still a community “norm” around alcohol use in the county and that some underage youth are given alcohol by their parents.  

Marijuana

tobacco has a slightly greater range of usage by ZIP code.
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one participant:
 

decrease in referrals for substance abuse from the school system related to the loss of the federal 
assessment and referrals. There’s a lot more tolerance for a little weed  or alcohol. 

relatively stable in recent years growing from 31 in 2010 to 32 in 2014 (Behavioral Health Administration, Maryland DHMH, 2014).

“ “

“ “
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Source: Behavioral Health Administration, Maryland DHMH.  Data is for deaths that occurred in Anne Arundel County irrespective of person’s county of residence. 
behaviors around opioids. As one noted:  then that is chronic pain management. Then you have to see them every how they are doing.
Heroin
The increase in controls on prescription drugs has made the trade in prescription opioids more 
expensive. Partly because of this, heroin (a derivative of opium and an illegal opiate drug) has 
made a profound reappearance on the streets of Anne Arundel County. It can be as cheap as 
$10 per hit and can be injected, snorted or smoked.  The increase in heroin use is a pressing 
substance abuse issue for the county presently (Figure 16). Out of 101 intoxication deaths that 
occurred in Anne Arundel County in 2014, 53 were heroin-related. There was almost a three-
fold increase in the number of heroin-related deaths (from 18 to 53) between 2010 and 2014.The 
number of heroin-related deaths increased by 29.2% between 2013 and 2014 (Behavioral Health 
Administration, DHMH 2014).

“ “



Source: Behavioral Health Administration, Maryland DHMH. Data is for deaths that occurred in Anne Arundel County irrespective of person’s county of residence.

parent noted:  

Source: Behavioral Health Administration, Maryland DHMH. Data is for deaths that occurred in Anne Arundel County irrespective of person’s county of residence.

“ “
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The relationship between substance abuse and mental illness is well documented. Patients with 

   
substance abuse treatment at the Crownsville hospital site and renovations are already underway. Private residential providers also include Damascus House, Hope House, Samaritan House and services to women and their children.

“ “
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Needs•More providers of psychiatric, counseling and substance abuse services, especially those   
•Residential mental health and substance abuse beds, especially for the adolescent    population•Care coordination for residents coming out of residential care and returning to the    community. Care coordination should extend to behavioral health providers and primary   care.•An increase in substance abuse providers across the continuum of care•Mental health services for the early childhood population•Integration of behavioral health care at the provider level•Crisis beds for immediate response and to relieve the emergency departments
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THE SOCIAL DETERMINANTS 
OF HEALTH CHAPTER 3

Anne Arundel County
Needs Assessment, 2015

Rising Demographic, Socioeconomic and Health Indicators by ZIP Code
Anne Arundel County, 2013

ZIP 
Code Area Poverty 

Percentage

Population 
% without 

High School

Percent of 
Households 

on SNAP

ED Visit Rate 
(per 1,000 

population)

Percent of 
Low Birth 

Weight Infants 
(2009-2013)

Perventable 
Hospitalizatin 
Rate (per 1,000 

population)

Minority 
Population 

%

20711 Lothian ^ ^ ^ ^ ^

20714* North Beach ^ ^ ^ ^

20758 Friendship ^ ^ ^ ^

21060 Glen Burnie (East) ^ ^ ^ ^ ^ ^ ^

21061 Glen Burnie (West) ^ ^ ^ ^ ^ ^ ^

21144 Severn ^ ^ ^ ^ ^

21225* Brooklyn ^ ^ ^ ^ ^ ^ ^

21226* Curtis Bay ^ ^ ^ ^ ^ ^

21403 Eastport ^ ^ ^ ^ ^

Anne Arundel 
County 6.30% 9.30% 5.60%

334.9 
(per 1,000 

population)

7.9 
(per 1,000 

population)

14.3 
(per 1,000 
population

29%

Source: Maryland Department of Health and Mental Hy Administration; American Community Survey; Maryland Health Services Cost Review Commissionred with other counties; data presented is estimate for Anne Arundel County only.^ denotes hi her than County aver rev t excludes lo wei ht infants

Approximately 
69,000 (12%) of  county residents 

food desert

lack of public transportation 
 do not even have access to a taxi service.

The Anne Arundel County 

925
county students who do 

not sleep in their own homes 
on any given night.  for health facility 

The YWCA, the county’s 
only domestic 

violence and sexual 
assault services 
400-500 
individuals 



 
of Health
Chapter 3

Many factors determine the state of a person’s overall wellness.   Income level, especially for those who live in poverty, determines what resources are available to meet daily needs, the cleanliness and safety of the environment and access to health services. Although Anne Arundel County has participants commented that the economic recovery has not reached down into vulnerable communities as of yet and the gap between rich and poor in the county is growing. Communities that were less resourced prior to the recession continue to be less resourced and the social ills 

economic indicators of health are rising. In South County, access to health care is very limited and there are few primary care doctors. Those South County residents with transportation often travel 
high in South County yet the last treatment facility based there closed this year, although Owensville Health Center is offering substance abuse treatment. Participants suggested primary care clinics 

“ “
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Table 15
Rising Demographic, Socioeconomic and Health Indicators by ZIP Code

Anne Arundel County, 2013

ZIP 
Code Area Poverty 

Percentage

Population 
% without 

High School

Percent of 
Households 

on SNAP

ED Visit Rate 
(per 1,000 

population)

Percent of 
Low Birth 

Weight Infants 
(2009-2013)

Perventable 
Hospitalizatin 
Rate (per 1,000 

population)

Minority 
Population 

%

20711 Lothian ^ ^ ^ ^ ^

20714* North Beach ^ ^ ^ ^

20758 Friendship ^ ^ ^ ^

21060 Glen Burnie (East) ^ ^ ^ ^ ^ ^ ^

21061 Glen Burnie (West) ^ ^ ^ ^ ^ ^ ^

21144 Severn ^ ^ ^ ^ ^

21225* Brooklyn ^ ^ ^ ^ ^ ^ ^

21226* Curtis Bay ^ ^ ^ ^ ^ ^

21403 Eastport ^ ^ ^ ^ ^

Anne Arundel 
County 6.30% 9.30% 5.60%

334.9 
(per 1,000 

population)

7.9 
(per 1,000 

population)

14.3 
(per 1,000 
population

29%

Maryland Health Services Cost Review Commission^ denotes higher than County average, preventable hospitalization category excludes low birth weight infants
 

hospitalization by ZIP code are examined, 

have higher hospitalization rates than the county among all ZIP codes (185.2 per 1,000), which is 

Hospitalization Rate per 1,000 Population, Anne Arundel County 2013
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ObesityMany factors play a role in weight including low income, lifestyle, surrounding environment, access to healthy food, genetics and certain diseases. Overweight and obesity are determined using weight and height to determine a BMI or “body mass index” measure. Between 2011 and 2013, the percent 

Below is a typical comment:  

 
 

Source: Anne Arundel County Department of Health Report Card, 2015 (Maryland BRFSS)

“ “
“ “
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large families managing with few means.

food deserts, SNAP recipients and children receiving free and reduced lunch, resulting in a grim 
Many of them are children. Hungry and malnourished children suffer from two to four times as many individual health problems as children who are adequately nourished. Health issues include unwanted weight loss, fatigue, headaches, irritability and frequent colds.
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Anne Arundel County, 2015

Source: Supplemental Nutrition Assistance Program (SNAP) Participation: 

Transportation
operate early in the morning or later in the evening and the wait between buses can be one to County do not even have access to a taxi service.  Currently the county provides subsidy support for 

how to drive a car and lessons are prohibitively expensive. Cheaper transportation, such as electric title are other costs that have to be factored in. One North County resident commented:

Approximately 
69,000 esidents live in an area categorized as a 

food desert
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 transportation.  Everything is still limited to the Ritchie Highway corridor. If 
from the hospital or Emergency Room without a ride home and too late to ride the bus. 

continuing problems for large segments of the population.  In 2013, Anne Arundel County income levels decrease, families need to spend an increasing proportion of their income on housing. As of March 2015, there were 9,000 families on the waiting list for public housing and 10,000 families on the waiting list for Housing Choice (Section 8) vouchers (Anne Arundel County Housing Commission, 2015). More than 2,000 homeless residents received case management services in up with other families. The fastest growing homeless population is homeless families and youth who are staying with friends or living temporarily in motels. There are over 250 families living in a shelter or transitional housing (Homeless Management Information Systems, Anne Arundel County, 2014)  The Anne Arundel County Public School System estimates suggest there are over 925 county students who do not sleep in their own homes on any given night.  Homelessness creates huge issues for health facility discharge planners. As one succinctly commented: How do you do discharge planning to people who don’t have a place to  be discharged to?

“ “

“

“

The Anne Arundel County Public School System estimates suggest there are over 
925

county students who do 
not sleep in their own homes 

.  Homelessness creates huge issues for health facility discharge planners.



Numbers of Homeless Served in Anne Arundel County 2013-2014Total Served New Entries in 2014Total Homeless Served 2,078      Total Veterans 105      Male 1,120958Emergency Shelter      Total People 805128 108Transitional Housing      Total People 152 7739 20Anne Arundel County Public Schools (Not included in numbers above)      Active homeless students 925350Source: HMIS System for Anne Arundel County, 2015

not report through fear and shame. Even when victims are hurt enough to warrant an emergency 
in the county, although plans are underway to build a new shelter for victims. 
departments. According to one participant, emergency department providers are often involved 
specialists who respond to domestic violence, sexual assault, child abuse and vulnerable adult abuse 
program only responds to acute sexual assault or abuse. In 2015, the program served 14 adults and adolescents over 13 and seven pediatric patients less than 12 years old.  
expect the numbers of victims to continue to rise, mostly due to the increased awareness and 
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Several participants commented on the need for more recreational opportunities, especially for of recreation and other activities outside of school. As one South County participant commented:The children are bored. They have nothing to do. They go down to the  
activities and employment opportunities for this population. There are no evening and very few late day programs. As one parent commented:After 1:30 in the afternoon there is nothing [in the county] for the  mentally ill to do but sit at home.  
Social media and technology was highlighted several times as one of the root causes for increased levels of stress, anxiety and depression in our community. Examples ranged from cyberbullying to 
unusual for teens to be chatting into the early hours of the morning. Several participants suggested that everyone — young and old — turn off technology at least an hour before bedtime. Parents were  participant noted:  “ “

“

“

“ “
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Needs

•Access to recreational and social opportunities, especially for youth and the adult mentally ill

•Healthy living conditions, including air conditioning
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SERVICE DELIVERY 
ISSUES CHAPTER 4

Anne Arundel County
Needs Assessment, 2015

code 21401), Churchton, Deale, Glen Burnie (East and West), Curtis 
health conditions than the total county rate. 

case management at 
the point of discharge 
“warm hands on” to a paid “friend” or 

Emergency Department Visits by Race and Ethnicity
Anne Arundel County, 2013

Race/Ethnicity Number of ED Visits Rate per 1,000White, NH 98,617 250.3Black, NH 48,507 554.0Hispanic, Any Race 8,552 223.0Asian, NH 1,454 71.7Total 186,124 334.9
Emergency Department Visits by Age Group

Anne Arundel County, 2013
Age Group Number of ED Visits Rate per 1,0000 to 18 yrs. 39,455 312.019 to 39 yrs. 68,342 415.940 to 64 yrs. 58,087 301.965 years and over 20,240 279.0Source: Outpatient Dischar yland Health Services Cost Review Commission

users with frequent overdoses to those with chronic conditions like 

There is a 
clear correlation 

between low income, 
access to 

services and 
mental health.

Brooklyn has the 
highest ed visits rate health conditions, which is 

145% 

higher county rate (17.2 per 1,000). 

Health services in 
the county are overwhelmed 

by repeat patients. 



Chapter 4

Many of the issues and needs raised by participants in this needs assessment originate in the processes used to deliver health and behavioral health care. Care is often delivered in silos of specialization and though many agencies may be involved in the wellness of each individual, there are barriers to communication between those agencies. Because the processes used to deliver  need attention. 

Maryland. There were 335 visits to the ED for every 1,000 individuals in the county. The ED visit 
of age had the lowest rate of ED visits by age group. (Note: This data only includes Anne Arundel County residents visiting the ED of hospitals in Maryland)Table 17

Emergency Department Visits by Race and Ethnicity
Anne Arundel County, 2013

Race/Ethnicity Number of ED Visits Rate per 1,000250.348,507 554.0Hispanic, Any Race 8,552 223.0Asian, NH 1,454 71.7Total 334.9
Table 18

Emergency Department Visits by Age Group
Anne Arundel County, 2013

Age Group Number of ED Visits Rate per 1,0000 to 18 yrs. 39,455 312.019 to 39 yrs. 415.958,087 301.920,240 279.0
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 Table 19

Emergency Department Visits for Chronic Conditions
Anne Arundel County, 2013

Chronic Conditions Frequency Percent1 Mood Disorder2 Asthma 3,1013 1,9224 Anxiety disorders5 1,0427 Hypertension 1,0278 Other nerve disorder9 Dysrhythmia 74210 Other upper respiratory conditions 703Total ED Visits for Chronic Conditions

higher than that of the average county ED visits rate (335 per 1,000).
behavioral health treatment. The ED is a trusted venue and one of the main front doors for primary care, especially among lower income residents (even those with insurance and primary care doctors). Unfortunately, there are a number of diagnoses and subsequent services that Medicaid will not pay for in the ER but which could be billed in the community clinic setting. Both county ERs are on bus routes and most patients are seen within 24 hours.  Patients can experience long waits and hurried entrance and discharge processes. Nonetheless, the ER remains the primary care of choice for some residents. As one participant noted:  not familiar with everything that goes on inside my body, so instead of waiting to see my primary care doctor I would go to the hospital. In the hospital the “

“
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Another participant pointed out:I would rather go to the hospital and have them see me right then  days. I would go there because it is a lot closer than where my primary care is 
Emergency Department Visit Rate per 1,000 Population, Anne Arundel County, 2013

 

the emergency services spectrum. Patients with mental health issues have a ripple effect, pushing 
ill adults.  They may have to wait hours for their son or daughter to be evaluated in the ED. The 

“ “

Brooklyn has the 
ate (42.2 per 1,000) for behavioral health conditions, which is 

145%  than the average county rate (17.2 per 1,000). 
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be included in the discussions about treatment without permission of their son or daughter.  One parent reported that ED staff will not engage with her even when she has important and relevant information. As he noted:  
Both EDs are also seeing younger children with mental health issues. The children are being impact on escalating behavior.  Homeless residents often appear in ERs where the police are called repeatedly to assist in stabilizing the situation.
Emergency Department Visit Rate per 1,000 Population, Behavioral Health Conditions as Primary Discharge Diagnosis, Anne Arundel County, 2013

“ “

There is a 
clear correlation 

between low income, 
access to 

services and 
mental health.
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Communication and Partnerships
agencies, including emergency personnel, was noted by many participants. There is, at times, a disconnection between the Emergency Room, Emergency Medical Services and the Police 
 

their client has entered or been discharged from the hospital. As one coordinator noted:  
Many participants suggested there should be more collaboration between county agencies, typical comment:There is a lot of overlap in the populations being served, but there is  
Nonetheless, there are several partnerships related to mental health and substance abuse that have services and the public school system. Agencies expressed an interest in a shared general consent release among the medical community but it does not extend to other agencies. The crisis response system, supervised by the County Mental Health Agency, has one number for those in crisis to call, including the homeless population. Crisis teams are now assigned to AAMC 

“ “
“ “
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The One-Stop-Shop Notion  Participants commented that services are more fragmented because they occur in several different locations. Several stressed the increased need for health and social services to be delivered at one location. The community schools model that offers primary health care, behavioral health and social especially those without transportation.  
Telehealth
transportation in the county. However, there was general agreement that the county is not on the cutting edge of telehealth. In the South County focus group, participants pointed out how useful telehealth could be in the areas where there are no buses or taxis. They suggested that telehealth and telemedicine, including psychiatric services, could be done through smart phones. 

Health services in the county are overwhelmed by repeat patients. This population ranges from 
especially the crisis and emergency systems. According to an emergency services participant:Some patients call Emergency Management (EMS) more than 10    resulting patients.  
return because they didn’t follow directions on their medications or didn’t get their medications 
Transition Points, Care Coordination and  

The two points of entry and discharge into EDs, hospitals and other systems were highlighted as problematic. Participants stressed that the hospital acts as a positive holding place where many issues can be addressed. As one participant adroitly commented:

“ “



of staff at the front door that capture those people and do education and planning and phone calls with them sitting right there...tie them to services while they’re there At the point of admission community service providers are not part of the process. They often don’t 
may be made at this point, the patient is expected to follow up. As one participant noted:Discharge is not handing someone a piece of paper with multiple  clinics – they have to be coordinated by navigators. Participants suggested that case management at the point of discharge could be very helpful, a “warm hands on” to a paid “friend” or navigator who could follow up with the discharge instructions, collect the medicines, read the bottles and instructions when necessary and ensure the system to follow up on their immediate needs and welfare. Participants suggested home visiting homes. As one participant noted:
There are discussions about EMS personnel acting as home visitors who will follow up with the appointments and so on.  This new idea is being referred to as Mobile Integrated Healthcare. EMS However, the discussions related to this idea have been somewhat stalled by the Maryland Institute for Emergency Medical Services Systems, the organization that oversees and coordinates all components of the statewide EMS system in accordance with Maryland statute and regulations. The organization is concerned that someone other than nurses will administer nursing care.  Several other options for “two generation” home visiting were considered by participants, including 

“ “

“ “

“
“
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Somatic health and behavioral health are interrelated. Physical illnesses can cause depression and anxiety in the same way that behavioral health issues can cause physical illness. Mental health mental health and substance use are too fragmented in the current system. The health model should 
 phase of the lifecycle.The move towards wellness should include early screenings for behavioral health issues in the of the wellness concept.  The Affordable Care Act has increased access to health care for many. already moving towards patient engagement and education on personal responsibility including of chronic conditions.  Many participants agreed that the ACA should emphasize personal responsibility. As one health care professional commented:   personal responsibility.

resident living in public housing: 

“ “

“ “

“ “
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Needs 
•Information sharing and coordination among agencies

•Comprehensive patient interviewing and case management at admission and discharge

•Home visiting and follow-up care

•Coordination and communication among care workers

•Further use and development of community health clinics

•One stop shops for health, behavioral health and social services 
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Preface•Centers for Disease Control and Prevention, 2014. Health System Transformation and Improvement Resources   

Chapter 1 – Somatic Health

•Maryland Department of Health and Mental Hygiene, 2015. Infant Mortality Rates Anne Arundel County, 2013,   

•Maryland Department of Health and Mental Hygiene, 2015. Medicaid Enrollment by Age, Sex and Ethnicity,   

Chapter 2 – Behavioral Health
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•Maryland Department of Health and Mental Hygiene (2015). Drug and Alcohol Related Deaths in Maryland.   

Code, 2013
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Pathways Program for Adults and Teens 

Pathways is guided bythe philosophythatsubstance use and mental health disorders are treatable through 

professional and compassionate care, strong family involvement, education, and ongoing support. 

What is Pathways? 
Pathways offers clinically-proven 

diagnosis and treatment programs 

for alcohol and/or substance use 

disorders. In addition, mental 

health needs are addressed 

and treated as part of our 

comprehensive services. Programs 

are tailored to individual needs, 

with on-site family involvement 

an integral part of the recovery 

process. Admission and treatment 

level are determined by a 

professional assessment. 

Inpatient Program 
When clinically indicated, 

individuals with substance use and 

co-occurring mental health needs 

are admitted to Pathways for care. 

This program is a 24-hour, seven-

day-treatment program for teens 

(ages 13-17) and adults (age 18 and 

older). There are separate units for 

adult and teen patients. 

Treatment Offered 
> Medically-supervised 

detoxification 

> 24-hour medical/nursing care 

> Individual case management 

> Group counseling 

> Discharge planning 

> Addiction and recovery 
education 

> 12-step group meetings 

> Family therapy/education 

> Spirituality groups 

> Adventure therapy (to increase 
self-awareness and behavioral 
changes important in the 
recovery process) 

Additional Teen 
Services 

> Pathways School Program is a 

highly structured educational 

environment designed to meet 

the individual needs of each 

student. Pathways' intent is to 

allow students to fulfill, with 

minimal interruption, basic 

school requirements during 

treatment, whether or not the 

individual is enrolled in school. 

The educational team leader 

for this program is a masters-

level Maryland-certified special 
education teacher. 

> Pre-GED testing 

> Age appropriate social and 
leisure skills 

Continued on back 

For more information visit us online at 
PathwaysProgram.org  or call 410-573-5400. 

Anne Arundel 
L'i Medical Center 

  

13-PATH-006312/14 



Pathways Programs for Adults and Teens 

► Partial 
Hospitalization 
Program 
This is a day treatment program 

for patients who are medically 

stable and can be treated at a 

level of care that doesn't require 

inpatient detoxification or 

rehabilitation. When clinically 

appropriate, patients may live 

at home. However, a "boarder" 

component is available and allows 

the patient to stay overnight at 

Pathways for a nominal fee. 

Outpatient 
Treatment 
Pathways provides a clinically-

proven diagnostic assessment 

and a full continuum of outpatient 

treatment, including drug testing 

for the teen or adult with substance 

use or co-occuring disorders. 

Teen Care 
(ages 13 to 17) 

> Intensive Outpatient Program 

is a 12-week program requiring 

specific individualized treatment 

plan objectives be met prior to 

discharge. Three-hour group 

sessions meet three days 

per week at night. Parents/ 

guardians are required to 

attend group sessions each 

Monday evening for the duration 

of the program. 

> Continuing Care is a variable 

length of stay program that 

provides supportive care for those 

who are in continuing recovery. 

Participation in this group 

requires specific individualized 

treatment plan objectives be met 

prior to discharge. Weekly one-

and-a-half hour sessions are held 

at night. 

> At Risk Group is a five-week 

education program for teens with 

a minimal amount of chemical use 

and with no identifiable pattern of 

use. This one-hour group meets 

weekly in the evenings. 

Adult Care 
(18 and older) 

> Intensive Outpatient Program 

is a variable-length-of-stay 

program requiring specific 

individualized treatment plan 

objectives be met prior to 

discharge. Sessions are three-

and-a-half hours, three to four 

times per week, depending on 

clinical necessity. 

> Continuing Care is a variable 

length of stay program that 

provides supportive care for those 

who are in continuing recovery. 

Participation in this group 

requires specific individualized 

treatment plan objectives be met 

prior to discharge. Weekly one-

and-a-half hour sessions are held 

at night. 

> Traditional Outpatient Group 

is typically a 12-week evening 

program* for adults who have 

experienced some negative 

consequences from their 

substance abuse. It focuses on 

education, self-diagnosis, defense 

mechanisms, development of 

a sober support network, and 

relapse prevention. Participation 

requires specific individualized 

treatment plan objectives be met 

prior to discharge. One-and-a-half 

hour sessions are held weekly. 

*If clinically appropriate 

> DWI 12-hour Education Program 

is a six-week state certified/MVA-

approved education program 

that meets two hours a week. 

Education focuses on identifying 

drinking patterns, problems 

of drinking and driving, and 

alternatives to being on the 

highway after consuming alcohol 

or drugs. 

> 26-week DWI Treatment Program 

is a treatment model that explores 

the realities of substance abuse, 

alcoholism/drug addiction 

and the recovery process. 

Participation in this group 

requires specific individualized 

treatment plan objectives be met 

prior to discharge. One-and-a-half 

hour sessions held weekly. 

For more information visit us online at 

PathwaysProgram.org  or call 410-573-5400. 

tH1 Anne Arundel 
LH/ Medical Center 
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Pathways Outpatient Detoxification Program 

Pathways, a substance use and mental health treatment facility in Annapolis, Md., offers outpatient 

detoxification (detox)—a medically managed therapeutic process to help patients withdraw safely 

and comfortably from opioid dependence. 

About the Program 
Treatment for substance use and 
mental health disorders requires 
the expertise of healthcare 
professionals from a number 
of areas. Pathways delivers 
coordinated outpatient detox care 
designed to minimize the risk of 
serious health problems for the 
patient and maximize the ease 
of transition through treatment. 
This daytime treatment program 
provides an opportunity for the 
patient to safely withdraw from 
opioids over a period of 3 to 6 days 
followed by ongoing professional 
support in recovery. 

i  Treatment Overview 
Patients are assessed for admission 
to the program by a team of 
professionals and are required to have 
a safe and sober living environment. 
The care of each patient is under the 
direction of the medical and clinical 
teams which includes a doctor, nurse 
and case manager/counselor. 

The program includes: 

> physician and nursing assessment 

> psychosocial assessment 

> medical history and physical exam 

> creation of a personalized care plan 

> participation in Pathways' 
Intensive Outpatient Program 

At the end of each day in treatment, 
patients leave Pathways with medical 
instructions and return for treatment 
in the morning. 

Aftercare 
Recovery is an ongoing 
process that often begins with 
detoxification. Receiving intensive 
outpatient treatment during 
and following outpatient detox 
is essential for maintaining 
abstinence. Patients are expected 
to continue in one of Pathways' 
outpatient treatment programs, or 
an approved outpatient treatment 
program following completion of 
outpatient detoxification. 

For more information call 410-573-5/100 or visit 

PathwaysProgram.org  
HPathways 

Anne Arundel Medical Center 
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Pathways Prevention Education Program 

Pathways, a teen and adult substance use and mental health treatment center in Annapolis, Maryland, is 

committed to substance use prevention education. Reaching youth and the community with information that 

addresses key physiological and legal dangers of abusing substances is critical to reducing risk factors. 

Evidence-based 
prevention lessons 
Pathways Prevention Education 

Program provides evidence-based 

substance-use prevention lessons 

for students ranging from elementary 

school to college. Lessons are 

designed based on the Substance 

Abuse and Mental Health Services 

Administration's National Registry 

of Evidence-Based Programs and 

Practices. We present to schools, 

camps, after-school programs and 

youth groups. 

Community 
presentations 
We provide presentations to parent 

groups, senior citizen groups, 

community health events, town 

hall meetings and professional 

development meetings. Presentations 

focus on current drug trends, risks of 

addiction, and the role of parents and 

communities in prevention. 

Awareness campaigns 
Pathways Prevention Education 

Program can coordinate national-

and state-recognized prevention 

awareness events with your school, 

organization or group for events 

such as Alcohol Awareness Month in 

April, Red Ribbon Week in October, 

National Drug & Alcohol Facts Week in 

January, and Tobacco Free Kids Week 

in April. We also offer assistance to 

start and sustain a Students Against 

Destructive Decisions (SADD) group in 

your school or community group. 

Alcohol and Drug 
Education Course (ADEC) 

Our ADEC promotes healthy behaviors 

to high-risk youth by providing 

education about the risks and 

consequences of alcohol and other 

drugs, while helping them strengthen 

their decision-making, communication 

and coping skills. 

We encourage parents and guardians 

to also participate to help strengthen 

their relationship with their teen. 

Why is prevention 
education important? 

> Research shows evidence-based 

programs can significantly reduce 

early use of alcohol and drugs. 

National drug-use surveys indicate 

some children are abusing drugs 

by age 13. 

> It provides information for 

parents and the community on 

the importance of their role in 

preventing substance use in teens. 

> Federal funding for most school 

systems' drug-free programs have 

been cut. Pathways Prevention 

Education Program ensures 

schools have access to this critical 

resource in substance use and 

addiction prevention. 

> It encourages the community to 

speak openly about the important 

topic of substance use. 

> It promotes positive, healthy 

behaviors for our community. 

To schedule a program or learn more call 410-573-5400. Pathways 
Anne Arundel Medical Center 

  

16-PATH-0096 02/16 



The misuse of alcohol and/or drugs impacts the family and other interpersonal relationships. 

Recovery involves the healing of ALL relationships. This workshop is open to the community. 

Family Wellness 
Workshop 
A therapeutic and educational 

program for family members 

of adults or adolescents with 

substance use disorders. The 
program brings together family 

members (such as parents, 
siblings, aunts, uncles or 

grandparents) for on-site group 

therapy, educational sessions, 

and personal growth. 

The program equips family 

members with communication 

skills, relapse prevention 

strategies and coping 

mechanisms for ongoing 
recovery. This workshop is open 

to the community. 

Participants will: 
> Receive an understanding 

about the disease of addiction, 

the nature of mental health 
disorders and how the two 

interact. 

> Examine stages of recovery for 

family members. 

> Develop effective skills 
for communication and 

boundary-setting. 

> Participate in adventure therapy 

to increase self-awareness and 

behavioral changes important 

in the recovery process. 

> Develop supportive 

relationships with other 

participating families. 

Program details: 
> Full day Saturday program: 

8:30am to 4pm. 

>> Breakfast and lunch provided 

Fee: $10 per person; $15 for two 

people (scholarships available) 

2016 Workshop Dates 
January 9 	April 2 

January 23 	April 16 

February 6 	May 14 

February 20 	May 21 

March 5 	 June 11 

March 19 	June 18 

Lodging available at Hackerman-Patz House. Please call 410-571-310o for rates and availability. 
Financial assistance may be available. 

To register or for more information call 

410-573 -5428 or visit AAMCevents.org. 
cal Pathways 

Anne Arundel Medical Center 

13-PATH-0072 12/30 



- 

ucation, treatment and programs for recovery 

Pathways' DWI/DUI programs are intended to provide education or treatment for individuals charged 

with driving while intoxicated (DWI) or driving while under the influence (DUI). For admission to either 

program, individuals must undergo a clinical assessment to determine the most appropriate level of care. 

This clinical assessment, conducted by certified addiction counselors is required before individuals can 

begin attending sessions. Participants are placed in the appropriate program based on this assessment. 

12-Hour DWI 
Education Program 

The 12-hour education program is 

designed to help DWI/DUI offenders 

increase their knowledge about how 

alcohol affects driving skills. It also 

helps participants identify their own 

drinking and driving patterns and 

develop plans to reduce the probability 

of future DWI/DUI behavior. 

> Classes meet for six weeks, 

Tuesdays from 7 to 9pm 

> Classes are conducted by a 

certified addiction counselor 

> Initial drug screen and 

breathalyzer is required 

Requirements for admission include: 

> First drinking and driving charge 

> Must have taken a blood alcohol 

level test at time of charge 

> Blood alcohol level below .15 

> No other illicit drug use 

The program meets the requirements 

for education by the Maryland Vehicle 

Administration (MVA). 

DWI 26-Week 
Treatment Program 

The 26 week treatment program is 

designed for those who have a more 

extensive history of alcohol use 

and/or legal consequences related to 

their drinking. This program provides 

participants with tools to assist them 

in changing high-risk behaviors and  

identifying negative consequences 

associated with drinking and driving. 

> Meets Tuesdays from 6:15 to 

7:45pm 

> Classes conducted by a 

licensed clinician 

> Initial drug screen and 

breathalyzer required 

> Drug screens are performed 

randomly throughout the program 

Individuals qualify for this program 

when they: 

> Have not taken a blood alcohol 

level test 

> Tested above .15 at time of charge 

or have more than one drinking 

and driving charge 

The program meets the requirements 

for treatment by the MVA. 

Call 410-573-5400 for more information or visit askAAMC.org/pathways.  Anne Arundel 
LI Medical Center 

Pathways 
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li- li he heroin epidemic is a 
national problem that hits 

L ' close to home in Anne 
Arundel County. According to the 
Anne Arundel County Depart-
ment of Health, heroin-related 
deaths in the county have in-
creased by 128 percent between 
2010 and 2013. The rate of heroin 
use here is 5.5 percent for youths 
age 16 and 17 and 10.7 percent for 
adults age 18 and older. Both of 
these numbers are above the 
average for the state of Maryland. 

The danger of opioids 
Fueling the epidemic are opioids. 

Opioids come in two main forms: prescrip-
tion painkillers like OxyContin and Perco-
cet and illegal drugs like heroin. The 
Centers for Disease Control and Prevention 
(CDC) is writing new guidelines for physi-
cians to explore other options before 
prescribing opioids. Still, many people 
already have a prescription for opioids. 

In 2012, doctors wrote 259 million opioid 
prescriptions. That's enough for every adult 
in the United States to have a bottle of pills, 
according to the CDC. 

Not everyone who takes opioids gets 
addicted. However, everyone develops tol-
erance and some may start to crave these 
drugs. Opioid use can lead to risk of falls, 
respiratory problems, sleep apnea, interac-
tion with other medications and potentially 
fatal overdoses. 

Suboxone: A safe solution 
Quitting opioids "cold turkey" 

is painful and dangerous. With-
drawal symptoms start around 12 
hours after someone stops using 
opioids. Symptoms can include 
stomach pain, anxiety, body pain, 

chills, diarrhea, nausea, sweating, 
insomnia, weakness and more. 

For people dependent on 
opioids, Suboxone can help. Sub-
oxone is a medication that helps 
people safely stop opioid use by 
reducing withdrawal symptoms 

and opioid cravings. The medication also 
blocks the effects of other opioids. 

Suboxone treatment not only allows 
people to safely withdraw from opioids 
with little discomfort, it helps manage other 
health issues related to opioid use. Sub-
oxone treatment also links people with 
professional counselors. Counselors can 
help people develop coping skills and 
behaviors to prevent setbacks. Only quali-
fied, licensed doctors can prescribe Sub-
oxone. 

Pathways, Anne Arundel Medical Cen-
ter's substance use and mental health 
treatment center, offers both inpatient and 
outpatient Suboxone treatment. Both pro-
grams begin with a phone call to under-
stand the patient's needs. Based on the 
phone call, we recommend either inpatient 
or outpatient care. 
See OPIOID, page D4 

The opioid epidemic is complex, and 
the solution is not simple. At Pathways, we 
believe we can begin to turn this public 
health crisis around by working together 
with other healthcare professionals, our 
community partners and our patients. 

Elizabeth Winter, MD, is the medical 
director at Pathways, AAMC's substance 
use and mental health treatment center. She 
can be reached at 410-573-5400. For more 
information on Suboxone treatment and 
other options available through Pathways, 
visit PathwaysProgram.org:  
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PREVENTING OPIOID 
ADDICTION IN YOUNG 

ATHLETES 

M
ore than 38 million girls and boys under age 19 participate in 

organized sports each year in the United States. Among 

these kids, injury—from minor sprains to broken bones—is 
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common. In fact, one in three young athletes will miss practice or 

games due to an injury. 

When athletes are injured, they want to get back in the game as soon 

as possible. The doctors treating them will determine the best way to 

repair their injuries and may prescribe pain medications. This is where 

some young people can fall into the trap of opioid addiction. 

A National Crisis 

Over the past two decades, addiction to opioids, which includes 

narcotic painkillers like Vicodin, OxyContin and Percocet—as well as 

heroin—has soared across the nation. In Anne Arundel County, 308 

overdoses of heroin and other opioids were reported last year. This 

year, Anne Arundel County Executive Steve Schuh declared a public 

health emergency related to heroin abuse and Maryland Governor 

Larry Hogan called it a statewide crisis, creating the Heroin and Opioid 

Emergency Task Force. 

Prescription narcotic abuse is often a first step to heroin addiction. 

Narcotic painkillers are easy to get hooked on, and when people can't 

get enough pain medication from doctors to satisfy their need, they 

may turn to street sources. A shocking 80 percent of all heroin users 

made the switch to heroin after abusing narcotic painkillers, according 

to the U.S. Substance Abuse and Mental Health Services 

Administration. 

"Once you start buying those narcotics on the street, you realize how 

expensive they are," says Edward McDevitt, 

MD(http://findadoc.aahs.org/Details/10574?index=1StlastName=McDevitt),  an 

orthopedic surgeon with Bay Area Orthopaedics St Sports Medicine. 

"Then it's very easy to switch to heroin, because it's 10 times more 

euphoria-producing and 10 times cheaper than oxycodone." 

The Danger for Athletes 
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A recent study in the Journal of Adolescent Health found that boys 

who participate in organized sports have a higher chance of being 

prescribed narcotics and a higher chance of abusing them than boys 

who do not play sports. However, girls are more likely to be prescribed 

narcotics and to abuse them than boys, whether or not they play 

sports. 

Mandy Larkins, prevention education coordinator at 

Pathways(http://www.pathwaysprogram.org/),  Anne Arundel Medical 

Center's substance use and mental health treatment center, has seen 

first-hand that narcotic abuse often starts unintentionally. "People are 

in pain and they don't read the directions on their prescriptions," says 

Mandy. "So if it says take two every six hours and they're in pain in two 

hours, they're taking it again." 

"A sports injury can be very painful, so we might give strong narcotics," 

says Dr. McDevitt. "But if you take too many or for too long, you're 

stuck, because your body says, 'I need more of them." 

Programs at Pathways 

Outpatient Opioid Detox Program 

This new Pathways program allows patients to safely withdraw 

from opioids over a period of three to six days, followed by 

ongoing professional support in recovery. For more details, visit 

PathwaysProgram.org(http://www.PathwaysProgram.orgi  or call 443-

481-5400. 

Family Wellness Workshop 

A therapeutic and educational program for family members of 

adults or teens with substance use disorders brings together 

family members for on-site group therapy, educational sessions 

and personal growth. The program equips family members with 
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communication skills, relapse prevention strategies and coping 

mechanisms for ongoing recovery. Full-day and weekend sessions 

are available. Call 410-573-5449 or visit 

PathwaysProgrann.org(http://www.PathwaysProgrann.org).  The next 

session is December 4-6. 

Be Cautious About Narcotics 

"I recommend that parents ask about non-narcotic options when their 

child has a sports injury," says Mandy. "Especially if they know that 

there is a family history of addiction, then I would say to try other 

options for pain relief first." 

Dr. McDevitt often prescribes anti-inflammatory medications and 

directs his patients to apply an analgesic rub or spray for pain relief. He 

also encourages athletes to consider physical therapy or chiropractic 

care to help them recover from an injury. 

When narcotic painkillers are necessary, ask to start with a small 

prescription. "Doctors don't know how much pain a patient is going to 

be in, so they might just go ahead and prescribe 30 pills," says Mandy. 

But most people don't finish a 30-pill prescription, and leftover 

narcotics in a medicine cabinet can tempt a family member or 

acquaintance. Mandy recommends asking the doctor, "Can I start out 

with five pills, and if I need more, can I contact you?" 

If you do have leftover pills, ask your pharmacy if they accept unused 

pills, or take them to a police department medication disposal box. 

.q , 	 , rn an,sa[ii 

The Anne Arundel County Police Department has drop boxes at 

four locations for the safe disposal of unused. expired or 

unwanted medications(htto://www.aahealth.org/programs/env- 
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hlth/housing/med-disposal).  Residents can drop off medications at 

anytime daily at the following four district stations: 

■ Northern District located at 939 Hammonds Lane in 

Baltimore, Maryland. 

■ Southern District located at 35 Stepneys Lane in 

Edgewater, Maryland. 

■ Eastern District located at 204 Pasadena Road in 

Pasadena, Maryland. 

■ Western District located at 8273 Telegraph Road in 

Odenton, Maryland. 

Communication Is Key 

Don't wait for your child to have a sports injury to talk about taking 

medicines responsibly. "Talk to your teens about this before it even 

becomes a problem," advises Mandy. Kids need to understand that 

they should take only the medications that are prescribed to them, and 

they should only use them for the purpose the doctor prescribed them. 

Anything else is narcotics misuse or abuse. 

Mandy believes it is important to talk openly and honestly not just 

with our kids, but with 

each other, so we understand that addiction can happen to anybody. 

"Unfortunately, a lot of really good people start taking these pain 

medicines, and they can't help but get addicted to them," says Dr. 

McDevitt. 

Once addicted to opioids, "most people cannot just stop," says Mandy. 

"It's an evil, sickening withdrawal, so they're going to need help." 

"Sports injuries are just one of many paths young people can follow to 
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addiction, but we have to fight this crisis on all fronts, and we don't 

want parents left saying, 'I wish I knew," says AAMC Chief Medical  

Officer Mitchell Schwartz,  

MD(http://www.aahs.org/aboutus/bios/Schwartz  Mitchell.php)."Beyond 

educating parents, we're encouraging area primary care providers, 

who are often on the front lines of treating sports-related and other 

injuries, to know the best practices for prescribing narcotics." 

"And one of the most important roles the hospital can play in the 

community is to talk openly about this, removing the stigma 

associated with addiction so people aren't ashamed to get help for 

themselves or their loved ones," adds Dr. Schwartz. Removing the 

stigma is a big step toward ending the crisis. 

r-- 

[nAAMC's Pathways Treatment Center(http: pathwaysprogrann.org/)  

offers individualized substance abuse and mental health 

treatment. Call 443-481-5400 for more information, 
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Mitchell Schwartz, 

MD, is AAMC's 

Chief Medical 

Officer. 
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The heroin epidemic in Maryland continues to make headlines. Heroin 

deaths in Anne Arundel County are on pace to double since 2013, and 

recently Maryland Governor Larry Hogan and Anne Arundel County 

officials declared it a "public health emergency." 

But as any parent would tell you, it's not just heroin they worry about 

but a whole host of temptations that seem to be impacting kids at even 

younger ages. 

"The decision-making center of the brain is not fully developed in 

adolescents; therefore, teens have a difficult time making decisions 

when presented with a risky situation," says Amanda Larkins , 

prevention education coordinator for 

Pathways(htto://www.pathwaysprogram.orgkiasses.ph0.  "We need to focus 

on training teens to stop and think about decisions. Parents should 

consider practicing with their teens." 

Parents are still the #1 influence on their teens. According to research 

done by the Substance Abuse and Mental Health Services 

Administration, approximately 93 percent of teens reported their 

parents would be disappointed if they used alcohol, cigarettes or other 

drugs. 

So what power do parents have in preventing substance 
use disorders? 

"Parents can make all the difference with family bonding or increased 

face-time. "The more engaged parents are with their children, the less 

likely kids are to act out inappropriately," says Debra Ament, family 

program supervisor for Pathways(htto://www.pathwaysprogram.org/).  

The Academy of Pediatrics calls it Purposeful  

Parenting(https://www.aap.org/en-us/advocacv-and-policv/aap-health- 

initiatives/EBCD/Documents/PurposefulParentinglnitigodfl. The National 
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Institute on Drug 

AbuSe(httu://www.nih.gov  about/almanac/organization/NIDA.htm)  cites the 

importance of family bonding saying it is the bedrock of the 

relationship between parents and children. 

"Bonding can be strengthened through parent supportiveness of their 

kids, effective communication, and parental involvement," adds 

Ament. "This can be as simple as sitting down at the dinner table each 

night and discussing our day's events. This face-time is so important!" 

Some tips to keep in mind: 

■ Be a parent to your child, not a friend. 

■ Educate yourselfffittg://preventsubstanceabuse.orgl about what's 

happening in your child's school, in the community and about 

resources available to help. 

■ Be a positive role-model and promote positive behaviors. 

■ Communicate effectively. 

Effective communication helps reassure family members that they 

care about each other and appreciate each other's efforts. Good 

everyday communication can also make it easier to bring up issues, 

make requests when needed, and resolve conflict when it arises. 

Every family needs ongoing communication about shared interests 

and concerns—running the household, recreational activities, and 

solving problems—to name just a few. Family members also need to be 

able to express feelings to each other, emotions such as happiness, 

anger, sadness, concern, and anxiety. 

The Hazelden Betty Ford Foundation(htto://www.hazelden.org/)  offers 

these tips on things to remember for effective communication with 

your child: 
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Expressing Positive Feelings 

We all feel good when our efforts are acknowledged. When we give 

people positive feedback about what they've done, however small, we 

let them know they are appreciated. And that sense of being noticed 

and cared about can help foster further change and growth. Try 

deliberately expressing positive feelings using these steps: 

1. Look at the person. 

2. Tell the person what he or she did that pleased you. 

3. Tell him or her how it made you feel. For example: "I'm proud of 

you for talking to your teacher about that, even though I know 

you didn't feel like it." 

Expressing Negative Feelings 

We all have negative feelings at times. Learning to express them 

constructively is crucial to resolving conflicts and getting along with 

others. To air negative feelings in a way that will help resolve them, try 

these steps: 

1. Look at the person and talk with a serious tone of voice. 

2. Tell the person what he or she did that displeased you. 

3. Tell him or her how you feel as a result—be specific 

4. Make a request for change, if possible. For example: "1 was 

worried when you didn't come home from school at your usual 

time. In the future, if you think you're going to be late, please 

call me." 

Express Feelings Clearly with "I" Statements 

Describe your own feelings and avoid putting others on the defensive. 

By using words such as "angry," "happy," "upset," or "worried," you can 
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tell your own truth and help prevent the misunderstandings that can 

occur when people have to guess each other's feelings. "I" statements, 

such as "I feel anxious when ... ," are direct, and they make an 

impression. When upset feelings are involved, "I" statements work 

better than blaming "you" statements. 

For example, instead of saying "You really ticked me off when you were 

late for dinner last night" (a blaming statement), try this: "I was angry 

when you came home late for dinner last night. I'd appreciate it if you'd 

be on time or call if you're going to be late." 

-I- Do you have a family member struggling with drug use, alcohol 

use, or a combination of substance use and mental health 

problems? 

Pathways(http://www.pathwaysprogram.org/)  hosts one-day and 

weekend "Family Wellness Workshops" to help families gain facts 

and understanding about addiction, substance use and co-

occurring mental health issues, as well as relapse prevention 

strategies. At Pathways, we believe that family involvement is an 

integral part of the recovery process. For more information on 

upcoming workshops click 

here(http://www.Dathwaysprogram.org/classes.php)  or call 410-573-

5449. If you're traveling in from out of town, you may want to 

check into staying at our Hackerman-Patz  

HouSe(http://bitlyilladurK). 
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A
s a prevention education coordinator at 

Pathways(http://www.oathwaysprogram.org/),  Anne Arundel 

Medical Center's substance use and mental health treatment 

center, Mandy Larkins is in the community daily. She works to prevent 

anyone from having to deal with the devastating disease of addiction. 

"It can affect anyone, any age, any socioeconomic group, any gender 

and any race," she says. Senior citizens are at greater risk for addiction 

if they take multiple medications and take prescription pain 

medications. 

According to the National Clearinghouse for Alcohol and Drug 

Information, up to 17 percent of adults age 60 and over abuse 

prescription drugs. Common medications of abuse include narcotic 

pain killers, sleeping pills and tranquilizers. 

To help prevent prescription addiction, Mandy reminds seniors to ask 

questions when talking to their doctors about certain medications. 

Questions to ask include: 

• Does this medication have an addictive tendency? 

• What are the side effects and will it interact with my current 

medications? 

• What is the least amount of time I will need to take this 

medicine? 

■ Are there other options for this medication? 

Social drinking while taking medications can also cause a negative 

reaction, especially if someone is taking several prescriptions. "Social 

drinking could mean one glass of wine a night or it could mean five 

beers on a weekend, and these can certainly interact differently with 

medications," says Mandy. "Have a conversation with your doctor 

about social drinking and what the problems would be with drinking 

and taking new medication." 
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The warning signs of addiction are sometimes hard to separate from 

the side effects experienced from the medications. Mandy notes that a 

drug side effect will show up soon after the patient starts taking the 

new medication. In contrast, addiction might take some time to display 

its symptoms. You might not see symptoms until the patient stops 

taking the drug. Signs of addiction include: 

■ Differences in sleep 

&I 	Changes in appetite 

■ Fluctuations in mood or unusual behavior 

■ Taking more than the prescribed dose of medication 

■ Taking medication for reasons other than what it is prescribed 

"It's important to talk to your doctor if you have been treated for any 

addiction earlier in life," says Mandy. "Certain medications could be 

trigger points for some people." 

If you believe an elderly loved one may have an addiction problem, 

alert his or her physician. The right type of treatment will vary 

depending on the individual and the situation. 

MAAMC's Pathways Treatment  

Center(http://wvvw.pathwaysarogram.orgi)  offers individualized 

substance abuse and mental health treatment. Call 410-573-

5449 for more information. 

nt ri b LI to r 

(http://www.aahs.org/living/wo-content/uploads/Amanda-

Larkins  fmt.jpeg)Mandy  LarkinS is a prevention education 
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coordinator at Pathways and can be 

reached at 410-573-5428. 
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Seasonal affective disorder (SAD) 

T
he holiday season is often referred to as the 'most wonderful 

time of the year' but sometimes keeping your spirits up can be 

hard work. In fact, for some, it feels impossible. Many people 

may have difficulty with the feelings holidays bring up from past 

experiences, or feelings of isolation. But in some cases, the holiday 

blues are caused by seasonal affective disorder (SAD)  

(http://aahs.netreturns.biz/HealthInfo/Storv.aspx?StorvID-bcd81993-dbab-4581-

95fc-91c711436b82).  

SAD affects millions of Americans each year, particularly in northern 

states. So what's the science behind this? The shorter days of winter—

when people are exposed to less and less sunlight—seems to be the 

source of SAD. Lack of light may upset your biological clock, which 

controls your sleep-wake pattern and other important physical and 

mental rhythms. It can also cause problems with serotonin, which is 

your brain chemical that affects mood. 

Symptoms of SAD may include feeling depressed, irritable, moody or 

anxious. SAD may also lead to a loss of interest in your favorite 

activities, a change in appetite (especially a craving for sweet or 

starchy foods), lack of energy, irritability and difficulty concentrating. 

Light therapy 101 

Some people with mild winter blues may find relief by taking long 

walks outside or spending time in front of a window during the day. 

Seasonal affective disorder can also be treated with light therapy. 

Light therapy brings complete remission of symptoms for 50 to 80 

percent of people who use it. This involves exposure to full-spectrum 

lights bright enough to make a difference in brain chemistry. 

During light therapy, you sit in front of a special fluorescent lamp that 

is encased in a box or mounted on a visor worn like a cap. The lamp 

gives off a bright white light, filters out ultraviolet radiation and 
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diffuses the light to limit glare. Light therapy takes about 30 to 90 

minutes a day, and its best done in the morning. The therapy should be 

done every day until natural sunlight returns in the spring. If you stop 

too early, your symptoms may come back. When needed, SAD also can 

be treated with antidepressant medications. 

How to cope 

Don't let stress or depression ruin your holidays. The pressures of 

shopping, entertaining, family gatherings and overnight visitors can 

add even more stress. The American Psychological  

Association(http://www.psychiatryorgn  and other experts offer these tips 

for coping with holiday stress and depression: 

■ Avoid alcohol. It can make depression worse. 

■ Organize and prioritize your holiday activities. Be realistic 

about what you can do. 

■ Accept that feelings of sadness and loneliness may be present 

during the holidays. 

■ Do something for someone else, such as volunteering. 

■ Try activities that are fun and free. Take a drive to look at 

holiday decorations, play in the snow or go window-shopping. 

■ Spend time with people who are supportive and caring. Make 

new friends or contact someone you haven't seen for a while. 

■ Take time for yourself. Don't try to be responsible for 

everything—let others help out. 

■ Talk to your doctor. SAD can determine whether we enjoy—or 

simply endure—the holiday season. If you think you're 

experiencing SAD, your doctor can help. 
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content/uploads/Hoffman Ray MD.jpg)By  Ray 

Hoffman. Mahttp://bitly/1EUKw2D),  a 

psychiatrist and psychoanalyst, and 

medical director of  AAMG Mental Health 

Specialists(http://bitlytIKIU510.  You  can 

reach his office at 410-573-9000. 
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tro AA M G Mental Health  

SpecialiStS(http://www.aamgnnentalhealthspecialists.comn  offers care 

for a full range of mental health needs including anxiety and 

depression. To schedule an appointment call 410-573-9000. 

To listen to this article, click here(http://www.aahs.org/aamctv/radio/vvio-

content/uploads/VVYPR-14-Dec-Dr.-Hoffman-Mental-Flealth-SAD-w-intro-as-

MParno3).  

Published 11/28/2014. WYPR Medical Commentary for Dec. 2014. 
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SAFEGUARD YOUR CHILD 
AGAINST CYBERBULLYING 

A
s access to electronics continues to grow among teens and 

preteens, there's a disturbing trend that some have dubbed 

the "hate virus": cyberbullying. "The mental health 

consequences of this growing problem can be quite serious," says 

Melissa Wellner. MD(http://findadoc.aahs.org/Details/11803?   

http://www.aahs.org/living/?p=19441 	 1/7 



3/21/2016 	 Safeguard your child against cyberbullying I Anne Arundel Medical Center 

IastName=Wellner&Index=1),  child and adolescent psychiatrist at AAMC. 

"Studies show higher rates of depression, suicidal thoughts and suicide 

attempts can be the result, and those of us in the mental health 

community are seeing this firsthand." 

"This is an epidemic," concurs Doyle Batten, supervisor of school 

security for Anne Arundel County Schools(http://aacos.org/).  Doyle says 

that around-the-clock online access means victims can't escape their 

tormentors after school, and that nearly all of the physical 

confrontations he sees at school can be traced to online interactions. 

"From a mental health standpoint and from a violence-prevention 

standpoint this is the most urgent thing I've seen." 

Parents and guardians are the most important safeguards against 

cyberbullying fallout, says Dr. Wellner. That means being equipped to 

step in well before teasing, taunts or intimidation create a life- 

threatening problem. Here are some ways to keep on top of potential 

problems: 

How to help your child avoid cyberbullying 

• Awareness and access: As adolescents have near-universal online 

access, it may be more realistic to monitor their online use rather than 

to deny access. Be aware of the social media sites your child uses, and 

make sure you have passwords to accounts and devices. 

• Communicate: Have regular, open-ended conversations about online 

activities with your child, and discuss responsible online behavior, such 

as never sharing personal information and that what you post may 

stick around forever. 

• Encourage reporting: Young people should feel safe talking about 

cyberbullying, whether they are being victimized or someone they 

know is. Explain to younger children that reporting cyberbullying isn't 

tattling. 

• Know the signs: A sudden drop in grades, frequent illness, 

withdrawing from friends or school activities, sleep and appetite 
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changes, and extreme irritability are all warning signs that something 

is wrong. It could be cyberbullying. 

What to do if your child is a victim of cyberbullying 

• Listen: Some mean or hurtful attacks may not seem serious to an 

adult, but they can be very serious to a young person. Victims need to 

feel heard. 

• Question: Without judging, ask open-ended questions to understand 

the underlying cause. 

• Report: Contact a teacher, school counselor and/or administrator. If 

the bullying involves physical threats or is sexual in nature, it should be 

reported to the police. 

• Understand the law: Cyberbullying doesn't always rise to the level of 

a crime. If you think it may, talk to the police or a school safety officer 

for guidance. In cases of sexually suggestive or explicit materials, kids 

and parents need to understand that both the bully and the victim may 

be implicated in a crime if the victim is a minor and willingly took or 

distributed explicit photos of himself or herself. 

• Seek help: Bullying can pose a serious threat to physical and mental 

health. Your child may need professional help developing coping 

mechanisms, social skills, assertiveness, or friendship skills to prevent 

and guard against cyberbullying. 

What to do if your child is the cyberbully 

• Teach empathy: Some bullies think it's funny to tease or hurt 

someone online. In some cases they simply don't realize the impact of 

their activity and need to be taught to empathy. 

• Seek help: Sometimes children bully because of low self-esteem or 

because they are being bullied. If your child is bullying as a way to cope 

with his or her own emotions, seek the help of a mental health 

professional. 

• Teach consequences: Parents need to stress that bullies may lose 

their phones or online accounts. They may face legal charges. If their 
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bullying behavior is sexual in nature it can lead to the bully being 

registered as a sex offender. 

AAMG Mental Health Specialists 

AAMC's outpatient mental health  

clinic(http://www.aamgmentalhealthspecialists.comn  on Riva Road 

offers mental health services, including a counseling group for 

kids from 12 to 17 to discuss issues such as bullying self-esteem, 

body image, family dynamics, school stress and more. 

410-573-9000 

Anne Arundel County Mental Health Agency Warmline 

24/7 information, assistance and referrals 

410-768-5522 

Anne Arundel County Public Schools Student Safety Hotline 

877-676-9854 

AACo PD Speak Out App 

Allows anyone to discretely contact Anne Arundel County school 

police officers 

http://aacopdspeakout.myapp.name(http://aacopdspeakout.mvapp.narne)  

Maryland Youth Crisis Hotline 

800-422-0009 

Contributors 

(http://wvvw.aahs.org/living/wo-content/uploads/Melissa-Wellner-1-lighter-

back.it3g)   

Melissa Wellner, MD, is a child and adolescent psychiatrist at 
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AAMC. Call 410-573-9000 to make an 

appointment with Dr. Weliner or another 

professional at AAMG Mental Health  

SpecialiStS(http://www.aamgnnentalhealthspecialists.com/).  

(http://www.aahs.org/living/wp-

content/uploads/Doyle  Batten.jpg) 

Doyle Batten is supervisor of school 

security for Anne Arundel County  

Schools(http:Thacps.ore). 
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WHEN WORDS HURT: 
ANOTHER KIND OF DOMESTIC 

VIOLENCE 

W
hen discussing domestic violence, I often hear comments 

like, "I'm lucky not to know anyone affected by domestic 

violence," or "I have never been exposed to anything like 
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that." Most people are not only surprised to learn domestic violence is 

not always as obvious as a black eye—a lot of people, in fact, have been 

exposed in some capacity. 

While domestic violence can include physical and sexual violence, the 

most elusive kind of abuse is emotional abuse. Unlike physical abuse, 

the people doing it and receiving it may not even be aware it is 

happening. 

Emotional abuse can be more harmful than physical abuse. Even in the 

most violent families, the incidents tend to be cyclical—a violent 

outburst, followed by a honeymoon period with remorse and attention 

that eventually ends, and then the violence starts over again. But with 

emotional abuse, it happens every day. The effects are more harmful 

because they're so frequent. This emotional abuse can happen 

between a parent and child, husband and wife, among relatives, and 

between friends. 

The other factor that makes emotional abuse so devastating is victims 

are more likely to blame themselves. When the words directed at you 

seem subtle—if the abuser says you're unattractive, fat, dumb or 

unlovable—it's easier to assume this is your own doing. But if someone 

hits you, it's easier to see that he or she is the problem. It can undercut 

what we think about ourselves and impair our ability to be our true 

selves and escape the abuse. 

CC With emotional abuse, the abuser projects their 
words, attitudes or actions onto an unsuspecting 
victim. One person controls the other by 
undermining his or her trust, value, development, or 
emotional stability, or causes fear or shame by 
manipulating or exploiting that person. 
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And it's not so much about the words used, rather the threatening 

effects of the behavior by the abuser. The body language, tone and 

actions by an abuser oftentimes contradict the words. And this is very 

destructive to the victims. 

Warnings signs of abuse can include: decreased interaction with 

friends and family, constantly receiving phone calls or text messages 

inquiring about location and activity, seemingly anxious to please the 

partner, making excuses for partner's behavior, going along with 

everything the partner says and does, decreased productivity at work 

or school, personality changes, lowered self-esteem, and limited 

access to transportation and money. These signs of abuse are more 

common and often overlooked. 

The support of family and friends can be helpful. But professional 

counseling will provide the victim with tools to prevent, cope and 

move on from an abusive situation. 

Anne Arundel Medical Center's Abuse and Domestic Violence  

Program(http://www.aahs.org/domesticviolence/)  has professionally trained 

staff available to help patients, employees and community members. 

+ For information about abuse, visit our domestic violence  

website(http://www.aahs.org/domesticviolence/),  call 443-481-1209 or 

email(mailto:abusedv@aahs.org)  us. Fora 24-hour Domestic Violence 

Hotline, call 410-222-6800. 

Rae Leonard, Anne Arundel Medical Center's abuse and domestic 

violence program coordinator, can be reached at 443-481-1209. 
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HOVERING PARENTS CAN 
LEAD TO ANXIOUS KIDS 

T
he term "helicopter parent" may have been recently coined, but 

it's certainly not a new phenomenon. The term is applied to 

parents who "hover over" their children, like a helicopter, 

paying extremely close attention to their experiences and problems, 

both in everyday life and academic settings. 
http://www.aahs.org/living/?p=8692 	 1/6 



3/21/2016 	 Hovering Parents Can Lead to Anxious Kids Mne Arundel Medical Center 

Parents may feel as if they're looking out for their children's welfare 

and helping their children excel, but there's a downside to being overly 

involved and concerned. Studies are finding significantly higher levels 

of anxiety and depression in college students and young adults with 

helicopter parents. 

Why might that be? For one, helicopter parents may not allow their 

children to experience adversity and establish a sense of their own 

competence at managing things in the world around them. They can 

also convey a sense that perfection is what is required and demanded. 

Studies on the mental health of our youth confirm the harm done by 

expecting little when it comes to independence, yet much when it 

comes to achievements in school, sports or other extracurricular 

activities. 

Kids who are used to having their parents make every decision for 

them may face quite a shock when they enter a stage of life where 

more independence is expected, such as college or work. Inevitable 

small setbacks can feel like big failures, and a lack of feelings of self-

sufficiency can lead to anxiety and depression. 

One of the primary developmental tasks of adolescence is to create a 

growing sense of autonomy. Healthy functioning depends on learning 

to navigate between demands that are too extreme—creating too 

much anxiety—and a realistic sense of what is actually required in the 

world for success. Part of normal development has to involve 

processes of trial and error. 

What can parents do to help? 

■ Get comfortable with failure. The feeling of disappointment can 

be actually beneficial and children need to know you accept 

them as imperfect. Talk openly about dealing with setbacks or 

failures to help your child develop coping skills and emotional 

resilience. 
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• Be mindful of praise. We all know lack of approval can be 

devastating to children. At the same time, confidence grows 

from overcoming challenges, not being told how great you are 

all the time. Strike a balance, and keep in mind that sometimes 

"good" truly ought to be good enough. 

• Remember, you're the role model. It's important to handle your 

own disappointments with grace—your kids are watching you. 

Help them see that adults make mistakes and experience 

setbacks. Own your decisions, and let them take ownership of 

theirs. 

It can be difficult for parents to experience the world as complicated 

and demanding and not be highly anxious about their children going 

out into it. Parents should support their children when they fail, but 

they shouldn't prevent their child from ever experiencing failure. 

It's the ability to go out into the world, experience some degree of 

failure, and pick oneself up to try again that gives an individual a 

healthy sense of the resources they have inside themselves to 

successfully navigate a path through life—a path that is truly theirs, 

not someone else's. 

LAAMG Mental Health Specialists(http://bitlynKiU51q)  is 

currently enrolling adults and teens into its Cognitive Behavioral 

Therapy Group to help with anxiety and depression, its Anger 

Management Group, and its Tween/Teen Girls Talking Group. If 

you're interested in learning more or enrolling in a group therapy 

session, please call 410-573-9000. 
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By  Ray Hoffman. MD(http://bitly/lEUKw2D),  a psychiatrist an 

psychoanalyst, and medical director of 

AAMG Mental Health 

Specialists(httrrfibitioiquslid.  You can 

reach his office at 410-573-9000. 
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4 WAYS PARENTS CAN 
PREVENT UNDERAGE 

DRINKING 

I
n Anne Arundel County, one in four youth ages 12-20 reported 

alcohol use in the past 30 days, according to the 2013 Youth Risk 
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Behavior Su rvey(htto://phpa.dhmh.marvland.govkd o/SitePages/vouth-risk-

survev.aspx)  conducted by the Maryland Department of Health and 

Mental Hygiene. That's higher than both the state and national 

averages. Even more troubling is parents' role in underage drinking. 

"Parents are giving alcohol to their child and their child's friends 

because they think it's safer for kids to drink under parental 

supervision," says Sandy Smolnicky, prevention specialist for the Anne 

Arundel County Health Department. "In reality, it's illegal and 

dangerous for everyone involved." 

A recipe for disaster 

Regardless of intention, providing alcohol to your child's friends is 

prohibited by law. Parents can be prosecuted, fined and sued. Alcohol 

also puts kids at risk for sexual assault, violence, alcohol poisoning, 

drunk driving, addiction, and delayed brain development. But the 

outcomes don't have to be extreme to warrant parents' attention. 

"Your child might just wake up the next morning feeling sick or 

embarrassed, but you still don't want that for them," says Mandy 

Larkins, prevention education coordinator for 

Pathways(httn://www.pathwaysprogram.org/),  Anne Arundel Medical 

Center's (AAMC) substance use and mental health treatment center. 

"With social media, kids are posting embarrassing pictures and videos 

online for everyone to see. These pictures don't disappear, and they 

can really affect kids' future plans." 

Parents and prevention 

Preventing the consequences of underage drinking begins by changing 

the attitudes that justify it, and the perceptions that perpetuate it. 

That's the idea behind the county-wide campaign, "Parents Who Host.  

Lose the Most(htto://preventsubstanceabuse.oreparents-who-host-lose-the-

most/),"  funded by a grant from the Maryland Highway Safety Office. 
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Aimed at addressing parents' roles(htto://www.aahs.org/livingflp=4371)  in 

preventing underage drinking, the campaign is promoted especially 

during times when parents are more likely to host parties, such as 

homecoming and prom seasons. 

"We need to change the way kids think about drinking, and that starts 

with parents," says Mandy. "There's no prescription for parenting, but 

there are things parents can do to create a positive, healthy culture for 

their kids that doesn't involve alcohol." 

Tips for parents 

	

1. 	Communication is key. Take initiative to talk to your child about 

the risks of drinking. 

1. Know where your child is and establish times for them 

to call (not text) you. 

2. Set up a contract with your child to form clear guidelines 

and expectations. 

3. If your child gets into trouble, maintain an open line of 

communication, avoid accusatory language and 

establish a consequence together. 

	

2. 	Offer alternatives. Engage your child in activities that don't 

involve alcohol. 

1. Host alcohol-free parties and encourage other parents 

to do the same. To anonymously report a party, call the 

Anne Arundel County Police Department tip line at 443-

390-8477. 

2. Encourage your child to get involved in extracurricular 

activities. 

3. Celebrate your child's achievements. 
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3. Be involved. Stay informed. Play an active role in your child's 

life. 

1. Know your child. Choose strategies that work for their 

personality. 

2. Get to know your child's friends. Get to know their 

parents. 

3. Educate yourself on current trends and lingo related to 

teen partying so you can identify warning signs when 

you see them. 

4. Set an example. Be aware of how you use alcohol in front of 

your child. 

1. If you depend on alcohol to cope with stress or have fun 

at social events, your child may learn to imitate those 

habits. 

2. If you keep alcohol in your home, ensure your child 

cannot access it. 

For more information on AAMC's Pathways, visit 

PathwaysProgram.org(httia://www.nathwaysprogram.org/).  

Mandy Larkins is a prevention education coordinator for Pathways 

and can be reached at 410-573-5428. 

Sandy Smolnicky is a prevention specialist for the Anne Arundel 

County Health Department and can be reached at 410-222-7095. 

Sources: 

Anne Arundel County Health  

Department(htto://preventsubstanceabuse.orgioarents-who-host-lose-the- 

Drug Free Action Alliance(httos://www.drugfreeactionalliance.oreparents- 
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who-host 

Maryland Department of Health and Mental  

Hvgiene(htto://dhmh.marvland.gov/SitePages/Home.asox),  2013 Youth Risk 

Behavior Survey(htto://phpa.dhmh.maryland.goy/cdp/SitePages/youth-risk-

suryeyaspx)  
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WHY MEN SHOULDN'T IGNORE 
DEPRESSION 

E
ven a tough guy goes to the hospital if a tree falls on his head. So 

why won't men seek medical help when their world comes 

crashing down on them, as it can with depression? Nearly 6 

million American men experience depression each year, yet few seek 

treatment. 
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Perhaps men don't realize that depression is a disease—not a 

weakness. Or maybe they're not aware that successful treatments 

exist. No matter the reason, depression is a disease that shouldn't be 

ignored by anyone—including men. 

Recognizing depression 

"The vast majority of people who seek treatment for depression end 

up feeling better," says Raymond Hoffman,  

MD(http://findadoc.aahs.org/Details/11565?lastName=hoffman&Index=1),  a 

psychiatrist and the medical director of mental health and substance 

abuse at AAMC. It's a good idea to visit your doctor if you're 

experiencing these signs and symptoms of depression: 

■ loss of energy or increased fatigue 

■ restlessness, anger or irritability 

■ a lack of interest in favorite activities 

■ sleep problems 

■ changes in appetite 

■ excessive feelings of sadness, worthlessness or guilt 

■ trouble concentrating, remembering or making decisions 

■ thoughts of, or attempts at, suicide 

Your doctor can check to see if physical problems are affecting your 

emotional health. Plus, he or she can refer you to a therapist or 

counselor who will work with you to relieve your symptoms. 

It's OK to ask for help 

"It may not be easy to talk about how you're feeling," Dr. Hoffman says. 

"But depression can seriously interfere with your work and personal 
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life. Acknowledging it and getting treatment can help you get your life 

back to normal." 

Additional sources: American Psychiatric Association; American 

Psychological Association; National Institute of Mental Health 
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EXPANDED SUPPORT FOR FAMILY MEMBERS OF PEOPLE WITH SUBSTANCE USE DISORDERS 

—Pathways Grant-Funded Workshop Now Able to Educate More Families— 

ANNAPOLIS, Md. (date) — Pathways, Anne Arundel Medical Center's (AAMC) alcohol and drug 

treatment center has expanded its Family Wellness Workshop program to now include both 

one day and full weekend sessions. The expansion was made possible through a generous grant 

from the William J. and Dorothy K. O'Neill Foundation. 

The program offers education and therapeutic support for family members of adults or teens 

struggling with substance use and mental health concerns. "This program gives families a 

chance to gain a deeper understanding of what their loved ones are going through," says Debra 

Ament, family program supervisor. "We know that more than 65 percent of people suffering 

from substance use disorders also suffer from mental health issues. This workshop helps 

families understand this and prepares them to support their loved one on the road to 

recovery." Workshop participants will: 

• Learn about addiction, substance use and co-occurring mental health issues. 

• Review relapse prevention strategies. 

• Examine stages of recovery for family members. 

• Develop effective skills for communication, coping and boundary-setting. 

• Participate in adventure therapy to increase self-awareness and behavioral changes that 

are important to the recovery process. 

• Develop supportive relationships with other families. 

Go to PathwaysProgram.org  for more information. The next three workshops will be held on 

March 7, April 17 through 19, and May 2. Additional dates are planned through December. Cost 

is $10 per person or $15 for two people for full day Saturday programs and $20 per person or 

$30 for two people for full weekend programs with breakfast and lunch provided. To register, 

please call 410-573-5449. 

About Anne Arundel Medical Center  
Anne Arundel Medical Center (AAMC), a regional health system headquartered in Annapolis, 

Md., serves an area of more than one million people. Founded in 1902, AAMC includes a 425-

bed not-for-profit hospital, a medical group, imaging services, a substance use treatment 

center, and health enterprises. In addition to a 57-acre Annapolis campus, AAMC has outpatient 

pavilions in Bowie, Kent Island, Odenton, and Waugh Chapel. AAMC is nationally recognized for 

its joint replacement center, emergency heart attack response and cancer care. A leader in 

women's services, AAMC delivers the state's second highest number of births annually and has 

a Level 3 NICU. With more than 1,000 medical staff members, 3,900 employees and 750 



volunteers, AAMC consistently receives awards for quality, patient satisfaction and innovation. 

To learn more, visit askAAMC.org. 
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Pathways Receives Substance Abuse Care Award 

(ANNAPOLIS, Md., June 16, 2014)—Pathways, an affiliate of Anne Arundel Medical Center, earned 

national recognition for delivering highly effective, cost-effective inpatient substance abuse care. 

The Platinum award designation by Optum, formerly known as United Behavioral Health, bases its honor 

on clinical data such as such as readmission rates and the average length of inpatient stays collected 

throughout the year. The data is compared to that of other regionally-based facilities and Pathways 

exceeds nearly all areas. 

Pathways offers diagnosis and treatment programs for adolescents and adults with inpatient and 

outpatient alcohol and/or drug addiction treatment. Comprehensive inpatient and outpatient programs 

are tailored to the individual patient's needs, with on-site family involvement as an integral part of the 

recovery process. Extensive continuing care and relapse prevention programs offer patients the 

important support they need to make the transition to a substance free lifestyle and successful return to 

the family, school, work and the community. 

For more information about Pathways, call (410) 573-5400 or visit askAAMC.org/PathwaysProgram.  

About Anne Arundel Medical Center 

Anne Arundel Medical Center (AAMC), a regional health system headquartered in Annapolis, Md., serves 

an area of more than one million people. Founded in 1902, AAMC includes a 425-bed not-for-profit 

hospital, a medical group, imaging services, a substance use treatment center, and health enterprises. In 

addition to a 57-acre Annapolis campus, AAMC has outpatient pavilions in Bowie, Kent Island, Odenton, 

and Waugh Chapel. AAMC is nationally recognized for its joint replacement center, emergency heart 

attack response and cancer care. A leader in women's services, AAMC delivers the state's second 

highest number of births annually and has a Level 3 NICU. With more than 1,000 medical staff members, 

3,900 employees and 750 volunteers, AAMC consistently receives awards for quality, patient satisfaction 

and innovation. To learn more, visit askAAMC.org. 

Media Contact: 

Tricia Ruschaupt 

Anne Arundel Medical Center 

Direct: 443-481-4712 

Cell: 443-336-8653 

pruschaupt@aahs.org  



Raymond Stephen Hoffman, M.D. 

EDUCATION 

Doctor of Medicine, Creighton University School of Medicine, Omaha, NE, 1987 
Bachelor of Arts, summa cum laude, Saint Mary's University of Minnesota, Winona, MN, 1983 
University of North Dakota, Grand Forks, ND - 1979-1980 

MEDICAL TRAINING  

New York Freudian Society Psychoanalytic Training Institute, Graduate, March 2000 
Mercy Center for Eating Disorders, Baltimore, MD, Fellow, 1991-1992 
University of Maryland, Department of Psychiatry, Resident in psychiatry, 1987-1991 

LICENSURE AND CERTIFICATION  

American Board of Neurology and Psychiatry, Board Certification in Psychiatry, since 1993 
Maryland Board of Physician Quality Assurance, licensed since 1988 

PROFESSIONAL EXPERIENCE 

Anne Arundel Medical Center, Division Director, Mental Health and Substance Abuse, (2013—
present) 

• current role encompasses leadership of a regional medical center psychiatric and substance abuse 
services division with inpatient, emergency department, partial hospital, and outpatient services 
across the mental health and substance abuse spectrum. 

Mosaic Community Services, Inc., Chief Medical Officer t (2004-2013) 

• role involved overseeing 19 prescribers who worked clinically in outpatient, crisis residential, and 
mobile treatment teams, and oversight of clinical processes, documentation, peer review, and 
clinical quality improvement in a CARF-accredited mental health service agency providing 
clinical, residential, and rehabilitative services to -6000 children, adolescents, and adults in 
Baltimore City, Baltimore County, and Carroll County, Maryland. 

Contemporary Freudian Society, (Formerly New York Freudian Society) 
• Training and Supervising Analyst, (2009—present) 
• Chair, Progressions Committee (2013-:present) 
• Chair, Subcommittee on Evaluations (2009-2013) 

Family Service Foundation, Consulting Psychiatrist (2002-2004) 
University of Maryland Department of Psychiatry, Division of Community Psychiatry, 
Walter P. Carter Clinics, 1993-2002 

• Medical Director, 1998-2002 
• Senior Staff Psychiatrist, Fayette Street Clinic, 1995-1998 
• Staff Psychiatrist, 1993-1995 

University of Maryland Department of Psychiatry, Division of Education (1998-2002) 
• Grand Rounds Coordinator, 1998-2002 

Chase Brexton Clinic, Consulting PsyChikrist (1992-1995) 
Whitman-Walker Clinic, Washington, D.C., Consulting Psychiatrist (1993-1994) 
Baltimore County Eastern Regional Mental Health Center, Consulting Psychiatrist (1992-1993) 
Private Practice of Psychiatry, 1991-present 



UNIVERSITY EXPERIENCE 

Division of Community Psychiatry  
Community Division Best Practices Committee (chair), 2001-2002 
Community Division Quality Improvement Committee, 2000-2002 

Division of Education 	 • 
Psychotherapy Competencies Committee, 2000-2001 
PGY III Site Coordinator, Walter P. Carter Clinics, 1998-2002 
Course Master, Supportive Psychotherapy (PGY II and III), 1998-2002 
Course Lecturer, Clinical Interviewing (PGY I), Dissociative Disorders, 2000-2002 
Course Lecturer, Combining Psychotherapy and Psychopharm (PCY IV), 2000-2002 
Course Lecturer, Topics in Human Sexuality (PGY IV), 2001-2002 
Supervisor, Individual Psychotherapy (PGY III and IV), 1993-2002 
Supervisor, Combined Accelerated Program in Psychiatry (MS II, III, IV), 1995-2002 

Presentations: 

Hoffman, Raymond S. (March 2013) Psychoanalytic Diagnosis Through the Lens of the Expected 
Evolution of the Transference, presented at Baltimore Society for Psychoanalytic Studies, Towson, MD. 

Hoffman, Raymond S. (May 2011) The Male-Gendered Preoedipal Good Object, presented at George 
Washington University Conference on Diversity, "Breaking the Glass Ceiling: Multiple Diverisities in the 
New Millenium," Washington, DC. 

Publications: 

Hoffman, Raymond S. (2002). Working with a Patient's Defenses in Supportive 
Psychotherapy. Psychiatric Services, Vc1.53:141-142 



Dawn K. Hurley 
 dhurley@aahs.org 

(240) 444-1037 
 

Accomplished progressive administrator with over 26 years of extensive 
experience leading people, developing and expanding healthcare programs and 
providing consultative services for healthcare systems.  Expertise in increasing 
operating revenues, and enhancing service utilization. Proven track record in the 
successful planning and direction of activities that improve clinical outcomes. 
 
 Career Progression: 
 
Anne Arundel Medical Center                 08/2014- present   Executive Director of       
2001 Medical Parkway                                                           Behavioral Health        
Annapolis, MD. 21046 
 
 
Mosaic Community Services                   01/1990-08/2014   Division Director of   
1925 Greenspring Drive                                                        Adult Psychiatric   
 Timonium, Maryland 21093                                                 Rehabilitation and   
                                                                                               Addiction Services 
                                                                                                                                                                                                   
Professional experience: 
 
 Responsible for the business development, marketing, supervision and 

oversight for Anne Arundel Medical Center’s Emergency Department’s 
psychiatric services, ambulatory outpatient mental health clinic and 
psychiatric partial hospitalization program.  Additional roles include 
community outreach and working collaboratively with AAMC’s 
leadership to provide the fullest continuum of services for mental health 
and substance use. 

 Works collaboratively with the leadership to facilitate the development, 
communication, and implementation of the behavioral health strategic plan 
that is consistent with the health system’s vision, mission and goals. 

 Evaluates, monitors and reports on the impact of annual strategic planning, 
introduction of new programs, services and strategies and regulatory 
interaction. 

 Develops implements and evaluates clinical performance against quality 
indicators. Assures programs are compliant with all AAMC, Joint 
Commission, local, state, federal and governing body policies and 
procedures. 

 Oversaw the operations of two large outpatient clinics within the 
Baltimore Metropolitan area serving 19,000 adults with co-occurring 
disorders. This included developing and implementing a tele-behavioral 

mailto:dhurley@aahs.org


health program that enhanced coordination of care between physicians and 
consumers. 

 Assisted in the development of a Behavioral Health Home for individuals 
with chronic mental health and substance use disorders.  

 Regularly reviewed and recommend changes in program services to CEO, 
with particular emphasis on services for underserved populations.  

 Provided oversight of multiple program evaluations and quality assurance 
functions, including assessment of applicable legal and professional 
requirements. 

    Developed and implemented integrated case management services within 
a psychiatric rehabilitation program providing crisis, day, outpatient 
mental health services, community employment, and residential services. 

   Managed utilization review department, which was responsible for 
concurrent and retrospective consumer chart audits to measure clinical 
performance, as well as issues that may have affected MA reimbursement.  

 

Additional Professional Activity: 

 Appointed to serve on the Governor’s Task Force for Behavioral Health 
Initiatives. 

 Served and held office on numerous advisory and advocacy organizations 
within the industry, such as the Professional Development Committee and 
the Community Behavioral Health Organization (CBH), and MADC 
(Maryland Addiction Directors Council). 

 Presented at various conferences on topics affecting consumers with 
disabilities, such as the National Council for Behavioral Health. 

 Served as a Board member for the YMCA of Central Maryland 
 
EDUCATION: 
          2008-2012   Loyola College of Maryland, Baltimore, Maryland-  
          12 credits post-graduate towards LCPC certification 
 
          M.A., 1996 Bowie State University, Bowie, Maryland 
                     Towson State University, Towson Maryland        
          Major: Counseling Psychology 
 
          B.A., 1988 University of Maryland Baltimore County, Catonsville,   
          Maryland 
          Major: Psychology/ Social Work 
          Minor: Women's Studies      
 
PROFESSIONAL AFFILIATIONS 
Psychiatric Rehabilitation Association (PRA, formerly USPRA) 
      Certified Psychiatric Rehabilitation Practitioner     
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Barbara S. Jacobs, MSN, RN-BC, CCRN 
2107 Freda Drive, Vienna VA 22181 

703.819.2464 
bjacobsrn@gmail.com 

 
 
PROFESSIONAL EXPERIENCE____________________________________________________________ 
 
Suburban Hospital/Johns Hopkins Medicine        Bethesda, MD 
Sr. Director, Nursing /Chief Nurse Officer 
September 20, 2010 to July 2015 
 
Responsible for all aspects of nursing operations including financial, human resource, compliance and patient care for 230 bed, level 
II trauma, community not for profit hospital. Suburban Hospital is a member of Johns Hopkins Medicine and is affiliated with NIH on 
several major programs including the NIH Stroke Center and NIH Heart Center/Cardiothoracic Surgery.   
 
Accomplishments include:  
 

• Supported four hospital based shared governance nursing councils to engage front line nursing staff in decision making.  
Some of these councils’ major accomplishments :  

o Development of peer reviewed falls prevention program which has brought falls rate below national benchmarks 
with very limited sitters and no restraints on med-surg units 

o ABNS (American Board of Nursing Specialty) 2014 Award for Nursing Certification Advocacy  
o New RN Clinical Ladder  Model 
o New Peer Review Nursing evaluation process 
o New Nursing Practice Model calling attention to Patient Centered Care 

http://www.hopkinsmedicine.org/news/publications/dome/may_2011/visualizing_exemplary_practice 
o New dress code developed and implemented  
o First nursing led research projects undertaken 

• Established unit based nursing councils on all units 
• Led hospital through NICHE certification and establishing geriatric care as a priority for hospital 

o Recipient of 2013 Niche Conference Video Award https://www.youtube.com/watch?v=wQqmRnhnR5w 
• Led the development of a Patient Family Advisory Council as co-chair with Family Advisor.  This has truly transformed the 

relationship between staff and patient/families. Accomplishments include:  
o PFAC members on most hospital committees and on Medical Quality Board 
o PFAC members present at all new employee orientation and are embedded in nursing unit quality improvement 

activities including CUSP teams 
o PFAC, nursing councils,  and hospital education committee partnered to develop a new Patient Interactive 

Handbook which received the 2015 Grand Prize Clear Mark Award from Institute of Plain Language 
http://centerforplainlanguage.org/clearmark/2015-clearmark-winners/#mg_ld_9336 

• Established a  nurse residency program to augment new graduate training already in place 
• Revised new nursing orientation, including specialty areas (ICU, ED, Cardiothoracic Critical Care), to insure competency, 

improve quality and reduce length of orientation.   
• Facilitated and supported extremely smooth transition from legacy software to Epic July 2015 
• Improved HCAHPS scores through multiple tactics including:  

o Established daily interactive unit huddles with established format 
o Revised patient communication boards  
o Established bedside shift report on all units 
o Post discharge calls made to all discharged patients 
o Partnering with physician colleagues to invite patient/family on daily rounds 

• Assisted in smooth transition of hospital to Kaiser Preferred status with Kaiser surgery and medical admissions 
• Developed nursing staffing and tracking plan to insure efficient management of flexible staffing 24/7.  
• Facilitated multi-disciplinary Standards of Behavior Committee which re wrote our Standards of Behavior and policy on 

enforcement.  
• Led hospital wide initiative to develop slogan for patient engagement – Your Care Our Passion 
• Led revision of unit secretary role to one centered more on the patient experience 
• Partnered with team to develop No One Dies Alone program http://www.bethesdamagazine.com/Bethesda-Magazine/July-

August-2015/At-Suburban-Hospital-No-One-Dies-Alone/ 

http://centerforplainlanguage.org/clearmark/2015-clearmark-winners/#mg_ld_9336
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• Acted as executive lead on multiple quality and patient safety initiatives including CUSP team and state and national 
programs in critical care, open heart, med-surg  

• Board Member:   Potomac Home Health, Potomac Home Support and Suburban Surgical Center 
 
 
 
 
George Washington University Hospital        Washington, DC 
Director of Critical Care   
November 1997 – September 16, 2010 
 
Responsibilities included continuous administrative and clinical responsibility for a 48 bed adult critical care and respiratory therapy 
department. George Washington University Hospital (GWUH) is 371 bed academic medical center operated in a limited partnership 
between Universal Health Services, Inc (a for profit healthcare management company) and the George Washington University.  
Critical care beds include cardiothoracic, neurosurgical, general surgical, trauma, general medical and cardiac medicine.   
 

In addition responsibilities included:  
 

o Inpatient wound care  June 2009 – 2010   
o Emergency Department (64,000 visits) August 2007- October 2009 
o Cardiac Catheterization Laboratory, Interventional Laboratory and Heart Station December 2008 – January 2009    
o Cardiac telemetry unit (45 beds) January 2006 – January 2009    

 
• Participated in re-design team for ED staffing which developed role of ED greet technician and improved triage nursing that 

allowed for consistent LWBS of less than 3% 
• Eliminated Emergency Department daily agency nurse use ($200,000/yr to zero) 
• Co-chair of Value Analysis Committee from 2000 - 2009  
• Directed development of IV standardization and drug library protocols for all nursing and anesthesia 
• Championed development of hypothermia, skin care, glycemic control and VAP prevention protocols 
• Participated in multiple six sigma teams to improve hospital performance 

o ED Team:  Time to triage reduced from 19.7 to 10.3 minutes.  Left Without Being Seen decreased to 1.6%  
o MRI Team: Inpatient MRI performed less than 24 hours from the time of order improved from 69% to 90% 
o ED Throughput:  Improved and made more efficient communication between med-surg nursing and ED 
o CLABSI:  Active multidisciplinary committee to reduce CLABSI and improve compliance with bundles   

• Collaborated with Cardiac Surgeons on a multi-disciplinary Cardiac Surgery Task force which developed protocols for care 
that have resulted in exceptional STS verified patient outcomes.  (This committee was the recipient of the 2007 DCHA 
Patient Safety Award.) 

• Active participant on the hospital Pharmacy and Therapeutics Committee which presides over drug selection, protocols and 
cost effective management of pharmaceuticals. Significant cost savings relating to critical care protocols and practice have 
been done through my collaboration with intensivists. 

• Developed staffing grids that allowed for efficient management of employees while providing safe and effective clinical care 
• Acted as leader for city wide collaborative (DCFEMS and 7 hospitals) in developing STEMI protocols that were initiated in 

Jan 2009.  Wrote application which resulted in this group receiving DCHA 2009 Patient Safety Award.   
• Chair of Critical Care Committee comprised of multidisciplinary representatives from ICU, ED, Cath Lab, NICU, and 

Anesthesia (First nursing chair to this normally physician led committee) 
• Standardized care through all critical care units to improve patient safety while ensuring nursing competency 
• Established critical care daily management model that allows for extremely flexible movement of patients and staff 

resulting in a more efficient patient flow 
• Worked with manager of operations to develop position control product for nursing 
• Created extremely successful nurse internship program that allows new graduates to transition to critical care in 12 week 

program 
• Led hospital team in major purchasing decisions for cardiac monitoring, IV pump purchases, and bed purchases 
• Initiated Tandem Heart ECMO program in ICU and Impella program in cardiac catheterization lab and ICU 
• Participated as nursing leader on the planning for the design and opening of new GWUH in August 2002  
• Coordinated the movement of critical care patients and all patients requiring respiratory support during the move to GWUH 

new hospital August 2002 
• Led the development, and continued participant in the hospital Transplant Committee. The hospital is a multi-year recipient 

of awards from Department of HHS for excellence.   
• Led development and education of hospital wide Rapid Response Team 
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• Regularly taught in many hospital educational offerings to employees including nursing internship, charge nurse classes, 
rapid response training, and perceptions of care training 

 
 
 

George Washington University Hospital   Washington, DC 
Interim Chief Nurse Officer 
June 2006 - May 2007 & November 2009 - May 2010  
 

• Directed all financial, budgeting, operating, compliance, purchasing, human resource, and administrative functions for the 
Department of Patient Care Services through these transitional periods  

• Successfully guided hospital through Joint Commission surveys during April 2007 and April 2010 
• Led hospital through multiple Washington DC Department of Health surveys 
• Re-organized nursing Practice Committee to allow for more efficient flow of practice policies, and developed model which 

allows all department practice policies to be reviewed by one committee 
• Implemented aggressive re-direction of hospital managers to ensure compliance regarding employee competency 
• Significantly reduced agency use by guiding nursing focus to a more efficient use of current resources 
• Developed nursing Retention and Recruitment Plan with Director of Human Resources and CFO 
• Improved HCAHPS scores in test units through joint undertaking with Director of Quality  
• Utilized outstanding relationships with nursing staff, physicians, and other unit department directors to develop short/long 

term organizational goals and objectives (Quality Improvement, HCAHPS, employee engagement, etc.)  
• Re-designed classes to better prepare new charge nurses for employee management, critical thinking and chain of 

command  
• Provided stability, expert management and leadership during transitional periods while occupying dual roles (Interim CNO 

& Director of Critical Care) 
 

 
 
George Washington University Hospital        Washington, DC 
ICU Charge Nurse and Nursing Supervisor 
 March 1992 – November 1997 
 

• Developed multiple policies in ICU as a part time staff nurse/charge nurse that allowed for standardization of care, such as 
development of “ICU Standards of Care” 

• Recipient of first Zimmerman Award which recognizes one exceptional bedside critical care nurse per year 
 

 
Cooper University Hospital                  Camden, NJ 
Hahnemann University Hospital                        Philadelphia, PA 
Thomas Jefferson University Hospital                       Philadelphia, PA     
January 1982 – March 1992 (exact dates can be provided for each institution if needed) 
 

• Worked in a variety of Intensive Care/Coronary Care/Cardiothoracic Surgery/Trauma units as a part time staff nurse 
developing clinical expertise in a variety of areas  

 
 
Middlesex General Hospital (now known as Robert Wood Johnson Hospital)             New Brunswick, NJ    
Staff nurse, Head Nurse and Assistant Director of Nursing for Medicine 
June 1977 - December 1981  
 

• Progressed from staff nurse (new graduate) to head nurse and then Assistant Director of Nursing within 4 years of 
graduation  

• Responsible for all aspects of management for 110 medical beds 
• Cultivated exceptional relationships with physicians that allowed for standardization of care and development of patient 

protocols 
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EDUCATION_____________________________________________________________________________________________ 
 
George Washington University, MSN - Leadership & Management       Washington, DC  
University of Rochester, BSN                 Rochester, NY  
 
 
 
 
PROFESSIONAL ACTIVITIES AND MEMBERSHIPS 
 
Maryland Organization of Nurse Executives, Current President (2014-2016) 
Member, Greater Washington Area Chapter, AACN, 2004 - current 
George Washington University Nursing Honor Society, Founding Member at Large, 2008  
American Association of Critical Care Nurses  
Sigma Theta Tau 
Emergency Nurses Association 
American Association of Nurse Executives 
Society of Critical Care Medicine 
American College of Chest Physicians 
 
BOARD OF ADVISORS 
 
Cardiothoracic Critical Care (FACTS-CARE) Advisory Board, 2005 - current 
Marymount University Nursing Board, 2010 
Masimo Corporation Advisory Board, 2010 
 
 
AWARDS 
 
Zimmerman Award for Nursing Excellence, ICU, 1994 
Presidential Scholarship, Rutgers University, 1981 
 
 
CERTIFICATIONS 
 
CCRN by AACN since 1986 
RN-BC in Gerontological Nursing by ANCC September 2011 
 
SELECTED PRESENTATIONS 
 
Jacobs, B. (2003, May). How signal extraction technology has improved patient care. For Masimo Technology. National Teaching 
Institute, American Association of Critical Care Nurses, San Antonio, TX. 
Jacobs, B. (2004, April.) Critical care nursing. Presented at the Cardiothoracic Surgery Critical Care Conference, Washington, DC. 
Jacobs, B. (2004, November). DVT/PE silent killers. Presented at the Spotlight on Critical Care, Maryland: Greater Washington Area 
Chapter, American Association of Critical Care Nurses. 
Jacobs, B. (2004, May). How signal extraction technology has improved patient care. Presented at the National Teaching Institute 
Masimo Technology (Ed.), Orlando, FL: American Association of Critical Care Nurses. 
Jacobs, B. (2005, June). Creation and maintenance of the critical care environment: Taking care of the care providers. Panel member 
presented at the Cardiothoracic Surgery Critical Care Conference, Washington, DC. 
Jacobs, B. (2005, March). DVT/PE silent killers. Takoma Park, MD: Washington Adventist Hospital. 
Jacobs, B. (2005, June). Increasing safety in the ICU. Panel member presented at the Cardiothoracic Surgery Critical Care Conference, 
Washington, DC. 
Jacobs, B. (2005, November). Non invasive ventilation. Presented at the Spotlight on Critical Care, Maryland: Greater Washington 
Area Chapter, American Association of Critical Care Nurses. 
Jacobs, B. (2006, March). DVT/PE., Maryland: Suburban Hospital. 
Jacobs, B. (2006, March). DVT/PE., Washington, DC: Providence Hospital. 
Jacobs, B. (2006, March). DVT/PE., Maryland: Holy Cross Hospital. 
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Jacobs, B. (2007, March). Glycemic control. Panel member presented at the Cardiothoracic Surgery Critical Care Conference, 
Washington, DC. 
Jacobs, B. (2007, 2008, 2009, April and November). Anticoagulants, antithrombolytics and antiplatelets for GWUH nursing. 
Washington, DC: George Washington University Hospital. 
Jacobs, B. (2009, May). Organ donation. Panel member presented at the Washington Regional Transplant Consortium, Fairfax, VA. 
Jacobs, B., & Rickman, H. (2009, March). Death in the ICU. Presented at the Cardiology Grand Rounds, Washington, DC: George 
Washington University. 
Jacobs, B., & Welch, S. (2008, November). Continuous renal replacement therapy. Presented at the Spotlight on Critical Care, 
Springfield, VA: Greater Washington Area Chapter, American Association of Critical Care Nurses. 
Jacobs, B. (2009, October) Panel member, Cardiovascular-Thoracic Critical Care Conference, Washington, DC.   
Jacobs, B. (2010, October) Panel member, Cardiovascular-Thoracic Critical Care Conference, Washington, DC 
Jacobs, B. (2011, October) Panel member, Cardiovascular-Thoracic Critical Care Conference, Washington, DC 
Jacobs, B. (2011, December) Feedback, essential skill of leadership, MONE Nurse Manager Conference, Hagerstown, MD 
Jacobs, B. (2012, April) Transition in Care at Community Hospital, Transitions in care: perspectives for clinicians and caregivers 
(symposium), Rockville, MD 
Jacobs, B. (2012, October 14)  For Our Patients: Maintain the Gain Maryland Hospital Association Conference.  Presented with 
Jennifer Anderson, Kimberley Kelly on CLABSI initiatives at Suburban Hospital.  
Jacobs, B. (2012, October) Panel member, Cardiovascular-Thoracic Critical Care Conference, Washington, DC 
Jacobs, B. (2013, October) Panel member, Cardiovascular-Thoracic Critical Care Conference, Washington, DC 
Jacobs, B (2014, October) Panel member, Cardiovascular-Thoracic Critical Care Conference, Washington, DC 
Jacobs, B (2015, March) Anticoagulants and Antiplatelet Medication, Presented at Mended Hearts Association, Takoma Park, MD 
 
 
PUBLICATIONS/EXHIBITIONS 
 
Jacobs, B. (2003, July). Smart choices lead to substantial savings in pulse oximetry. Healthcare Purchasing News. 
Jacobs, B. (2005, January). Pump away high-risk infusion errors. Nursing Management, 36(2), 40-44. 
Jacobs, B. (2005, January). Raise your smart pump IQ: Gain further perspectives on this key medication safety tool. Nursing 
Management, 36(2), 40-44. 
Jacobs, B. (2006, May). Averting high risk dosing errors with infusion pump programming. Poster presented at the National Teaching 
Institute, Anaheim, CA: American Association of Critical Care Nurses. 
Jacobs, B. (2006, April). Pump away high-risk infusion errors. Men in Nursing, 1(2), 6-9. 
Jacobs, B. (2006, October). Using an infusion pump safely. Nursing, 37(18), 24. 
Sattarian, M., Shesser, R., Sikka, N., Salazar, L., Jacobs, B., & Howard, R. (2008, October 1). Variability among emergency department 
charge nurses in the efficiency of patient bed assignment. Annals of Emergency Medicine, 52(4), S132. 
Sattarian, M., Shesser, R., Sikka, N., Salazar, L., Jacobs, B., & Howard, R. (2009, May 1). Variability among emergency department 
charge nurses in the efficiency of patient bed assignment. Powerpoint presentation at the Virtual Exhibition of Nursing Honor 
Society, Washington, DC: George Washington University. 
Chawla, LS, Akst, S., Junker, C., Jacobs, B., Seneff, MG. (2009, October 5).  Surges of electroencephalogram activity at the time of 
death: a case series. Journal of Palliative Medicine. 
Jacobs, B. (2014)  Cited Reviewer for book:  S. Burns.  AACN Essentials for Critical Care Nursing. McGraw Hill Publishing 
Jacobs, B (2014) Cited Reviewer for book:  S. Burns.  AACN Essentials for Progressive Care Nursing. McGraw Hill Publishing 
 



STEVEN R. SCHUH 
County Executive 

 

MARYLAND 

P.O. Box 2700 I Annapolis, Maryland 21404 
(410) 222-1821 I countyexecutive@aacounty.org  I www.aacounty.org  

March 1, 2016 

Victoria W. Bayless, President and Chief Executive Officer 
Anne Arundel Medical Center 
2001 Medical Parkway 
Annapolis, Maryland 21401 

RE: New Special Psychiatric Hospital Building 

Dear Ms. Bayless: 

Anne Arundel Medical Center has requested that Anne Arundel County grant approval for a 
66,000 square-foot building that AAMC seeks to construct on the Riva Road campus where 
AAMC currently operates Pathways (a substance-abuse and co-occurring mental health disorders 
treatment facility). The property is owned by Anne Arundel County and is leased to AAMC. In 
this new building, AAMC intends to establish a new, special psychiatric hospital with 16 patient 
beds, and a partial-hospitalization, mental-health day program. 

On January 6, 2016, representatives of AAMC made an informative presentation about the 
proposed facility to the County's Chief Administrative Officer, Director of the Department of 
Public Works, Planning and Zoning Officer, County Health Officer, County Attorney, and to me. 

Based on the information provided to us during the presentation, it is evident that this 
project will create a comprehensive, integrated campus providing a continuum of inpatient and 
outpatient mental-health and substance-abuse services. Given the enormous need for such 
services in our County, I would like to express my strong support for this project. My 
expectation is that, subject to review and acceptance of AAMC's final plans, all applicable 
approvals will be issued by Anne Arundel. County. 

In order to facilitate the issuance of the various approvals required for development and 
construction of the new building, I have appointed Chief Administrative Officer Mark Hartzell to 
serve as a coordinator for all relevant County agencies. I have also instructed all County 
agencies to give this matter the highest priority so as to facilitate the process of development and 
construction. The County approvals required for this project are routine in nature, and I foresee 
no impediments to AAMC obtaining all necessary approvals in a timely manner. 

'Anne Arundel County: The best place to live, work and start a business in Maryland." 



Additionally, I have asked the County Attorney to make appropriate revisions to the 
Ground Lease dated November 30, 1990, to facilitate the development process and to authorize 
the new facility as an allowable use. I expect these revisions to be completed so that AAMC will 
have control of the site no later than November 1, 2016. 

On behalf of all citizens of Anne Arundel County, I want to thank the leadership of AAMC 
for taking the initiative to expand the network of substance-abuse and mental-health services in 
our County. 

Sincerely, 

Steven R. Schuh 
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OFFICE OF LAW 
HERITAGE OFFICE COMPLEX 
2662 RIVA ROAD 
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Baltimore 	(301) 222 - 7827 
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COUNTY ATTORNEY 
Stephen R. Beard 

DEPUTY COUNTY 
ATTORNEY 
Stephen M. LeGendre 

SENIOR ASSISTANT 
COUNTY ATTORNEY 
Robert M. Pollock 

A SSISTANT COUNTY 
i'ORNEYS 

;heryl P. Boudreau 
Yary Blakemore Gentner 
Sarah M. Wit 

Very truly yours, 

Stephen M. LeGendre 
Deputy County Attorney 
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Enclosure 

cc V Adrian G. Teel, Chief Administrative Officer 
David E. Woodward, Director, Pathways Treatment 

Center (with copy) 

M. Lucinda Motsko, Esquire 
Venable, Baetjer & Howard 
Suite 1800 
2 Hopkins Plaza 
altimore, MD 21201 

Re: Pathways Ground  Lease 

Dear Cindy: 

Enclosed please find a fully executed original of 
the Ground Lease. 	Thank you for your cooperation in 
finalizing this portion of the documentation for this 
important project. 
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GROUND LEASE 

THIS GROUND LEASE (hereinafter referred to as "this 
Lease"), made as of the 30th day of November, 1990, by and 
between ANNE ARUNDEL COUNTY, a body corporate and politic 
organized and existing under the law of Maryland having an 
address at 44 Calvert Street, Annapolis, Maryland 21401 
(hereinafter referred to as "the Named Landlord"), and ANNE 
ARUNDEL GENERAL TREATMENT SERVICES, INC., a Maryland 
corporation having an address at Franklin and Cathedral 
Streets, Annapolis, Maryland 21401 (hereinafter referred to as 
"the Named Tenant"), 

WITNESSETH, THAT FOR AND IN CONSIDERATION of the 
mutual covenants and agreements of the parties hereto, as are 
hereinafter set forth, and for other good and valuable 
consideration, the receipt and adequacy of which are hereby 
acknowledged by each party hereto, the Named Landlord hereby 
leases to the Named Tenant and the Named Tenant hereby leases 
from the Named Landlord all of that tract of land (hereinafter 
referred to as "the Land") on Harry S. Truman Parkway in Anne 
Arundel County, Maryland, consisting of 9.079 acres more or 
less and which is described in Exhibit A, 

TOGETHER WITH any and all rights, alleys, ways, 
waters, privileges, appurtenances and advantages, to the same 
belonging or in any way appertaining (all of which, together 
with the Land, are hereinafter referred to collectively as "the 
Premises"). 

SUBJECT TO THE OPERATION AND EFFECT of the Permitted 
Encumbrances, 

TO HAVE AND TO HOLD the Premises unto the Named 
Tenant, its successors and assigns, for the term of years set 
forth herein, 

UPON THE TERMS AND SUBJECT TO THE CONDITIONS which are 
hereinafter set forth: 

Section 1. Definitions. 

1.1. As used herein, the following terms have the 
following meanings 

1.1.1. "Additional Rent" has the meaning given 
it by the provisions of subsection 3.1. 

1.1.2. "Annual Rent" has the meaning given it by 
the provisions of subsection 3.1. 

1.1.3. "Bankruptcy" shall be deemed, for any 
person, to have occurred either 
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(a) if and when such person (i) applies for 
or consents to the appointment of a receiver, trustee or 
liquidator of such person or of all or a substantial part of 
its assets, (ii) files a voluntary petition in bankruptcy or 
admits in writing its inability to pay its debts as they come 
due, (iii) makes an assignment for the benefit of its 
creditors, (iv) files a petition or an answer seeking a 
reorganization or an arrangement with its creditors or seeks to 
take advantage of any insolvency law, (v) performs any other 
act of bankruptcy, or (vi) tiles an answer admitting the 
material allegations of a cetition filed against such person in 
any bankruptcy, reorganization or insolvency proceeding; or 

(b) if (i) an order, judgment or decree is 
entered by any court of competent jurisdiction adjudicating 
such person a bankrupt or an insolvent, approving a petition 
seeking such a reorganization, "fl-  appointing a receiver, 
trustee or liquidator of such person or of all or a substantial 
part of its assets, or (ii) there otherwise commences with 
respect to such person or any of its assets any proceeding 
under any bankruptcy, reorganization, arrangement, insolvency, 
readjustment, receivership or similar law, and if such order, 
judgment, decree or proceeding continues unstayed for any 
period of sixty (60) consecutive days after the expiration of 
any stay thereof. 

1.1.4. "the Building" means the building to be 
constructed in accordance with the provisions of Section 8.1, 
and any and all alterations and additions thereto and 
replacements thereof hereafter existing on the Premises. 

1.1.5. "Building Service Equipment" means all 
apparatus, machinery, devices, fixtures, appurtenances, 
equipment and attached personal property now or hereafter 
located within the Building and necessary for the proper 
operation and maintenance of the Building including, by way of 
example rather than of limitation, any and all awnings, shades, 
screens and blinds; asphalt, vinyl, composition and other 
floor, wall and ceiling coverings; partitions, doors and 
hardware; elevators, escalators and hoists; heating, plumbing 
and ventilating apparatus; gas, electric and steam fixtures; 
chutes, ducts and tanks; oil burners, furnaces, heaters, 
incinerators and boilers; air cooling and air conditioning 
equipment; washroom, toilet and lavatory fixtures and 
equipment; engines, pumps, dynamos, motors, generators, 
electrical wiring and equipment; window washing hoists and 
equipment; refrigerators, dishwashers, disposals, ranges and 
other installed kitchen appliances and all additions thereto 
and replacements thereof but not including any furnishings or 
health care equipment or other personal property of Tenant 
considered to be trade fixtures. 
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1.1.6. "the Commencement Date" has the meaning 
given it by the provisions of subsection 2.1. 

1.1.7. "Condemnation" has the meaning given it 
by the provisions of Section 12. 

1.1.8. "Default" has the meaning given it by the 
provisions of subsection 16.1. 

1.1.9. "Event of Default" has the meaning given 
it by the provisions of subsection 16.2.2. 

1.1.10. "the Fee Estate" means the fee simple 
estate in the Premises, subject to the operation and effect of 
this Lease. 

1.1.11. 	"Force Majeure" means any (a) strike, 
lock-out or other labor troubles, (b) governmental restrictions 
or limitations, (c) failure or shortage of electrical power, 
gas, water, fuel oil, or other utility or service, (d) riot, 
war, insurrection or other national or local emergency, (e) 
accident, flood, fire or other casualty, (f) adverse weather 
condition, (g) other act of God, (h) inability to obtain a 
building permit or a certificate of occupancy, or (i) other 
cause similar or dissimilar to any of the foregoing and beyond 
the reasonable control of the person in question. 

1.1.12. "the Improvements" means the Building 
and any and all other buildings, structures or other 
improvements (including, by way of example rather than of 
limitation, any and all parking facilities, roads, walk-ways, 
terraces, truck-loading and dockage facilities and, to the 
extent of the Tenant's interest therein, fencing and utility 
lines) existing on the Premises on the date hereof or hereafter 
constructed during the Term, and any and all alterations and 
additions thereto and replacements thereof hereafter existing 
on the Premises. 

1.1.13. "Institutional Lender" means any 
commercial bank or trust company (whether acting indirectly or 
in a fiduciary capacity), savings bank, savings and loan 
institution, pension, profit or retirement fund or trust, 
insurance company authorized to do business in Maryland, 
governmental agency, fund, revenue or development authority or 
other financial or lending institution whose loans on real 
estate or with respect thereto are regulated by state or 
federal law or any other governmental entity or any combination 
of Institutional Lenders. 

- 3 
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1.1.14. "Insurance Requirements" has the meaning 
given it by the provisions of Subsection 4.2.1. 

1.1.15. "the Landlord" means the Named Landlord 
and its heirs, personal representatives, successors and assigns 
as holder of the Fee Estate. 

	

1.1.16. 	"the Land Records" means the Land 
Records of Anne Arundel County, Maryland. 

	

1.1.17. 	"Lease Year" means (a) the period 
commencing on the Commencement Date and terminating on the 
first (1st) anniversary of the last day of the calendar month 
containing the Commencement Date, and (b) each successive 
period of twelve (12) calendar months thereafter during the 
Term. 

	

1.1.18. 	"the Leasehold Estate" means the 
leasehold estate in the Premises held by the Tenant under this 
Lease. 

	

1.1.19. 	"the Leasehold Mortgage" has the meaning 
given it by the provisions of subsection 13.1. 

1.1.20. "the Leasehold Mortgagee" means the 
person secured by a Leasehold :Mortgage. 

1.1.21. "Legal Requirements" has the meaning 
given it by the provisions of Subsection 4.2.1. 

1.1.22. "Mortgage" means any mortgage or deed of 
trust at any time encumbering any or all of the Property or any 
interest therein, and any other security interest therein 
existing at any time under any other form of security 
instrument or arrangement used from time to time in the 
locality of the Property (including, by way of example rather 
than of limitation, any such other form of security arrangement 
arising under any deed of trust, sale-and-leaseback documents, 
lease-and-leaseback documents, security deed or conditional 
deed, or any financing statement, security agreement or other 
documentation used pursuant to the provisions of the Uniform 
Commercial Code or any successor or similar statute), provided 
that such mortgage, deed of trust or other form of security 
instrument, and an instrument evidencing any such other form of 
security arrangement, has been recorded among the Land Records 
or in such other place as is, under applicable law, required 
for such instrument to give constructive notice of the matters 
set forth therein. 

1.1.23. "Mortgagee" means the person secured by 
a Mortgage. 
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1.1.24. 	"the Named Landlord" means the person 
hereinabove named as such. 

1.1.25. "the Named Tenant" means the person 
hereinabove named as such. 

1.1.26. "the Net Condemnation Proceeds" has the 
meaning given it by the provisions of Section 12. 

	

1.1.27. 	"the Original Term" has the meaning 
given it by the provisions of subsection 2.1. 

1.1.28. "the Permitted Encumbrances" means any 
and all instruments and matters of record on the date hereof, 
(which matters are listed in a Schedule attached hereto as 
Exhibit B), and anything that a physical inspection or survey 
of the Land would disclose. 

	

1.1.29. 	"person" means a natural person, a 
trustee, a corporation, a partnership and any other form of 
legal entity. 

	

1.1.30. 	"Plans and Specifications" has the 
meaning given it by the provisions of subsection 8.1. 

1.1.31. "the Premises" has the meaning given it 
hereinabove; provided, that if at any time hereafter any 
portion of the Premises becomes no longer subject to this 
Lease, "the Premises" shall thereafter mean so much thereof as 
remains subject to this Lease. 

1.1.32. the "Project" has the meaning given it 
in Section 4.1. 

1.1.33. "the Property" means the Premises, the 
Improvements and the Building Service Equipment. 

1.1.34. "Rent" means all Annual Rent and all 
Additional Rent. 

1.1.35. "Renewal Term" has the meaning given it 
by the provisions of subsection 2.1.2. 

	

1.1.36. 	"Restoration" means the repair, 
restoration or rebuilding of any or all of the Property after 
any damage thereto or destruction thereof, with such 
alterations or additions thereto as are made by the Tenant in 
accordance with the provisions of this Lease, together with any 
temporary repairs or improvements made to protect the Property 
pending the completion of such work. 
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1.1.37. -Taxes-  has the meaning given it by the 
provisions of subsection 5.1. 

1.1.38. "the Tenant" means the Named Tenant and 
its heirs, personal representatives, successors and permitted 
assigns as holder of the Leasehold Estate. 

1.1.39. "the Term" means the Original Term and 
any Renewal Term. 

1.1.40. 	"the Termination Date" has the meaning 
given it by the provisions of subsection 2.1. 

1.1.41. "Vesting Cate" has the meaning given it 
by the provisions of Subsection 12.2.2. 

1.2. Any other term to Mich meaning is expressly 
given by the provisions of this Lease shall have such meaning. 

Section 2. Term. 

2.1. 	Length. 

2.1.1. Oricinal Term.  This Lease shall be for a 
term (hereinafter referred to as "the Original Term") 
commencing on that date specified in writing by Tenant in 
accordance with the provisions of Section 22 (hereinafter 
referred to as "the Commencement Date"), and (b) terminating at 
11:59 o'clock P.M. on the day immediately preceding the 
thirtieth (30th) anniversary of the first (1st) day of the 
first (1st) full calendar month during the Original Term (which 
date is hereinafter referred to as "the Termination Date," 
except that if the date of such termination is hereafter 
advanced to an earlier date or extended pursuant to the 
provisions of Subsection 2.1.2. or any other provision of this 
Lease, or by express, written agreement of the parties hereto, 
or by operation of law, the date to which it is advanced, 
extended or postponed shall thereafter be "the Termination 
Date" for all purposes of the provisions of this Lease). 

2.1.2. Renewal Term.  The Tenant shall have the 
right to renew this Lease for three separate and consecutive 
renewal terms of ten (10) years each (individually, or 
collectively, the "Renewal Term"), commencing on the expiration 
date of the Original Term, or the expiration date of the then 
current Renewal Term, as the case may be, upon all of the same 
terms, conditions and covenants as are applicable to the 
Original Term. Tenant may exercise this right of renewal, if 
at all, by issuing written notice to Landlord of its election 
to renew this Lease at least six months prior to the expiration 

- 
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date of the Original Term or the then current Renewal Term, as 
the case may be. 

2.1.3. Confirmation of commencement and  
termination. The Landlord and the Tenant shall at the 
Landlord's request after (a) the commencement of the Original 
Term, or (b) the expiration of the Term or any earlier 
termination of this Lease by action of law or in any other 
manner, confirm in writing by instrument in recordable form 
that, respectively, such commencement or such termination has 
occurred, setting forth therein the Commencement Date and the 
Termination Date. 

2.2. Surrender. The Tenant shall, at its expense, at 
the expiration of the Term or any earlier termination of this 
Lease, (a) promptly yield up to the Landlord the Premises, the 
Building and the rest of Improvements (but only to the extent 
Tenant is responsible for the maintenance attendant to such 
Improvements), and the Building Service Equipment, in good 
order and repair (ordinary wear and tear excepted) and broom 
clean, (b) remove therefrom the Tenant's signs, goods and 
effects and any machinery, trade fixtures and equipment which 
are used in conducting the Tenant's trade or business and are 
not part of the Building or the Building Service Equipment or 
not otherwise already owned by the Landlord, and (c) repair any 
damage to the Property caused by such removal. Upon such 
expiration or termination (whether by reason of an Event of 
Default or otherwise), (a) neither the Tenant nor its creditors 
and representatives shall thereafter have any right at law or 
in equity in or to any or all of the Property (including the 
Building and the rest of the Improvement_, or to repossess any 
of same, or in, to or under this Lease, and the Landlord shall 
automatically be deemed immediately thereupon to have succeeded 
to all of the same, free and clear of the right, title or 
interest therein of any creditor of the Tenant or any other 
person whatsoever (but subject to the rights of any person then 
holding any lien, right, title or interest in or to the Fee 
Estate), and (b) the Tenant hereby waives any and all rights of 
redemption which it may otherwise hold under any applicable law. 

2.3. Holding over. 

2.3.1. Nothing in the provisions of this Lease 
:hall be deemed in any way to permit the Tenant to use or 
occupy the Premises after the expiration of the Term or any 
earlier termination of this Lease. 

2.3.2. If the Tenant continues to occupy the 
Premises after the expiration of the Term or any earlier 
termination of this Lease without having obtained the 
Landlord's express, written consent thereto, then without 

- 7 
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altering or impairing any of the Landlord's rights under this 
Lease or applicable law, (a) the Tenant hereby agrees to pay to 
the Landlord immediately on demand by the Landlord as Annual 
Rent for the Premises, for each calendar month or portion 
thereof after such expiration of the Term or such earlier 
termination of this Lease, as aforesaid, until the Tenant 
surrenders possession of the Premises to the Landlord, a sum 
equaling two hundred percent (2000) of the amount of the Annual 
Rent which would have been due and payable under the provisions 
of subsection 3.1.1, had the Landlord given its express, 
written consent to the Tenant's occupation of the Premises 
after the expiration of the Tern or earlier termination of this 
Lease, as aforesaid, and (b) the Tenant shall surrender 
possession of the Premises to the Landlord immediately on the 
Landlord's having demanded the same. Nothing in the provisions 
of this Lease shall be deemed in any way to give the Tenant any 
right to remain in possession of the Premises after such 
expiration or termination, recardless of whether the Tenant has 
paid any such Rent to the Landlord. 

Section 3. 

3.1. Amount. A- -,_ant for the Premises, the Tenant 
shall pay to the Landlord 

3.1.1.  Annual    	Annual rent (hereinafter 
referred to as "Annual Rent") which for each Lease Year during 
the Original Term and any Renewal Term, is in the sum of One 
Dollar ($1.00); and 

3.1.2. Additional Rent. Additional rent 
(hereinafter referred to as "Additional. Rent") in the amount of 
any payment referred to as such in any provision of this Lease 
which accrues while this Lease is in effect (which Additional 
Rent shall include any and all charges or other amounts which 
the Tenant is obligated to pay to the Landlord under any of the 
provisions of this Lease, other than the Annual Rent). 

3.2. When due and payable. 

3.2.1. The Annual Rent for any Lease Year shall 
be due and payable in advance, on the Commencement Date, and 
thereafter, on the anniversary of the Commencement Date for the 
duration of the Term. 

3.2.2. Any Additional Rent accruing to the 
Landlord under any provision of this Lease shall, except as is 
otherwise set forth herein, be due and payable when the 
installment of Annual Rent next falling due after such 
Additional Rent accrues becomes due and payable, unless the 
Landlord makes written demand upon the Tenant for payment 
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thereof at any earlier time, in which event such Additional 
Rent shall be due and payable at such time. 

3.2.3. Each such payment shall be made promptly 
when due, without any deduction or setoff whatsoever, and 
without demand. Any payment made by the Tenant to the Landlord 
on account of Rent may be credited by the Landlord to the 
payment of any Rent then past due before being credited to Rent 
currently falling due. Any such payment which is less than the 
amount of Rent then due shall constitute a payment made on 
account thereof, the parties hereto hereby agreeing that the 
Landlord's acceptance of such payment (whether or not with or 
accompanied by an endorsement or statement that such lesser 
amount or the Landlord's acceptance thereof constitutes payment 
in full of the amount of Rent then due) shall not alter or 
impair the Landlord's rights hereunder to be paid all of such 
amount then due, or in any other respect. 

3.3. Where payable. The Tenant shall pay the Rent, 
in lawful currency of the United States of America, to the 
Landlord by delivering or mailing it to the Landlord's address 
which is set forth hereinabove, or to such other address or in 
such other manner as the Landlord from time to time specifies 
by written notice to the Tenant. 

3.4. Tax on Lease. 	If federal, state or local law 
now or hereafter imposes any tax, assessment, levy or other 
charae (other than any income tax) directly or indirectly upon 
(a) the Landlord with respect to this Lease or the value 
thereof, (b) the Tenant's use or occupancy of the Premises, 
(c) the Annual Rent, Additional Rent or any other sum payable 
under this Lease, or (d) this transaction, the Tenant shall pay 
the amount thereof as Additional Rent to the Landlord upon 
demand unless the Tenant is prohibited by law from doing so, in 
which event the Landlord may, at its election, terminate this 
Lease by giving written notice thereof to the Tenant. 

Section 4. Use of Property. 

4.1. Nature of use. The Tenant shall, throughout the 
Term, continuously use and operate the Premises and the 
Improvements for an adolescent and young adult substance abuse 
treatment facility (the "Project") and such other uses as are 
reasonably and customarily attendant to such use, provided 
however, that such use of the Premises may be changed to an 
alternative related use with the Landlord's prior written 
consent, which consent shall not be unreasonably withheld. If 
this Lease is assigned pursuant to a foreclosure of a Leasehold 
Mortgage or an assignment in lieu of foreclosure to any party 
that is unaffiliated with the Named Tenant thereafter, Landlord 
may not withhold consent to a change in use which is compatible 
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with the uses found on the surrounding properties if such 
change will not violate applicable zoning laws or impair the 
value of the Building or the rest of the Improvements. 

4.2. Compliance with law and covenants. The Tenant, 
throughout the Term and at its sole expense, in its 
construction, possession and use of the Premises, the Building 
or the rest of the Improvements, and the Building Service 
Equipment, 

4.2.1. shall comply promptly and fully with 
(a) all laws, ordinances, notices, orders, rules, regulations 
and requirements of all federal, state and municipal 
governments and all departments, commissions, boards and 
officers thereof (all of which are hereinafter referred to 
collectively as "Legal Requirements"); and (b) all requirements 
(i) of the National Board of Fire Underwriters (or any other 
body now or hereafter constituted exercising similar functions) 
which are applicable to any or ail of the Property, or 
(ii) imposed by the provisions of any policy of insurance 
covering any or all of the Property and required by the 
provisions of Section 6 to be maintained by the Tenant (all of 
which are hereinafter referred to collectively as "Insurance 
Requirements"); each instrument or matter listed in Exhibit B, 
as aforesaid, all if and to the extent that any of the Legal 
Requirements, the Insurance Requirements or the said provisions 
relate to any or all of the Premises, the Improvements, the 
Building Service Equipment, the fixtures and equipment upon the 
Premises, or the use or manner of use thereof, whether any of 
the foregoing are foreseen or unforeseen, or are ordinary or 
extraordinary; 

4.2.2. (without limiting the generality of the 
foregoing provisions of this subsection) shall keep in force 
throughout the Term all licenses, consents and permits required 
from time to time by applicable law to permit the Property to 
be used in accordance with the provisions of this Lease; 

4.2.3. shall pay or cause to be paid when due 
all personal property taxes, income taxes, license fees and 
other taxes assessed, levied or imposed upon the Tenant in 
connection with the operation of any business upon the Property 
or its use thereof in any other manner; 

4.2.4. shall not take or fail to take any 
action, as the result of which action or failure to act the 
Landlord's estate, right, title or interest in and to any or 
all of the Premises or the rest of the Property might be 
impaired; and 

10 - 
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4.2.5. shall not in violation of applicable law 
(either with or without negligence) (a) cause or permit the 
escape, disposal or release of any biologically or chemically 
active or other hazardous substances or materials, or (b) allow 
the storage or use of such substances, or (c) allow any such 
substances to be brought onto the Property. For purposes of 
this Lease, "hazardous substances" shall include, without 
limitation, those described in the Comprehensive Environmental 
Response, Compensation and Liability Act of 1980, as amended 
(42 U.S.C. sections 9601 et seg.), the Resource Conservation 
and Recovery Act, as Amended (42 U.S.C. sections 6901 et seq.), 
any applicable state or local laws, and the regulations adopted 
under these acts. If any lender or governmental agency ever 
requires Landlord to test to ascertain whether or not there has 
been any release of hazardous substances on the Premises 
occurring after the Commencement Date and while this Lease is 
in effect and provided further such testing occurs after the 
Commencement Date, then the reasonable costs thereof shall be 
reimbursed by the Tenant to the Landlord upon demand as 
additional charges if such requirement applies to the 
Premises. The Tenant shall execute affidavits, representations 
and the like from time to time at the Landlord's request 
concerning the Tenant's best knowledge and belief regarding the 
presence of hazardous substances on the Premises. The Tenant 
shall defend, indemnify and hold harmless the Landlord against 
and from any liability, claim of liability or expense arising 
out of any release of hazardous substances on the Premises 
occurring after the Commencement Date and while the Tenant is 
in possession thereof, or elsewhere if caused solely by the 
Tenant or solely by any person acting under the Tenant. The 
Landlord shall defend, indemnify and hold harmless the Tenant 
against and from any liability, claim of liability or expense 
arising out of the presence on the Premises of any hazardous 
substances deposited there before the Commencement Date, and 
any deposited there after the Commencement Date if deposited by 
Landlord or by Landlord's agents or contractors. The foregoing 
covenants shall survive the expiration or earlier termination 
of this Lease. 

Section 5. Taxes. 

5.1. The Tenant (a) shall bear the full expense of 
any and all real property or other taxes (or payments in lieu 
of real property taxes), metropolitan district charges or other 
assessments or charges which are levied against any or all of 
the Premises, the Building, the other Improvements and the 
Building Service Equipment, and are payable with respect to any 
calendar or tax year or other period falling wholly or partly 
within the Term (all of which are hereinafter referred to 
collectively as "Taxes"), except that if any such tax, charge 
or assessment is levied with respect to a period beginning 

11 - 
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before the Commencement Date or ending after the Termination 
Date,.the Tenant shall bear the full expense of only that 
percentage thereof equaling the percentage of such period 
falling within the Term; (b) shall pay the same when due and 
payable and before any penalty is incurred for late payment 
thereof; and (c) shall deliver to the Landlord the receipted 
bill for such Taxes paid within ten (10) days after the 
Landlord requests it from the Tenant in writing. 

5.2. Each party hereto shall deliver to the other, 
promptly after such party's receipt thereof, the originals of 
any and all bills for Taxes and notices of assessments or 
reassessments made or to be made for the purpose of levying any 
Taxes. Landlord agrees to attempt to have the real property 
tax bills for the Premises delivered directly to Tenant. 

5.3. Proceedings to contest. The Tenant may, subject 
to the provisions of any Leasehold Mortgage, and without 
postponing payment thereof, as aforesaid, bring proceedings to 
contest the validity or the amount of any Taxes, or to recover 
any amount thereof paid b7 the Tenant, provided that prior 
thereto the Tenant notifies the Landlord in writing that the 
Tenant intends to take such action. The Tenant shall indemnify 
and hold harmless the Landlord against and from any expense 
arising out of any such action. The Landlord shall, upon 
written request by .the Tenant, cooperate with the Tenant in 
taking any such action, provided that the Tenant indemnifies 
and holds harmless the Landlord against and from any expense or 
liability arising out of such cooperation. 

5.4 Tax Exemption. Tenant, as a non-profit 
corporation, has notified Landlord that Tenant intends to seek 
to continue the current property tax exemption for the Land. 
Landlord agrees to cooperate fully with Tenant, at Tenant's 
expense, in connection with any application for property tax 
exemption or appeal of any denial thereof. Landlord and Tenant 
agree that Tenant's operation of the Premises for a substance 
abuse treatment facility is for the general welfare of the 
people and thus is a "governmental use or purpose." 

Section 6. Insurance and indemnification. 

6.1. Insurance to be maintained by Tenant. Tenant 
will at all times during the term of this Lease maintain, at 
its expense, all liability and casualty insurance required by 
any Leasehold Mortgage, but in no event shall such insurance 
maintained by Tenant be less than the following: 

6.1.1. 	insurance against loss or liability in 
connection with bodily injury, death or property damage or 
destruction, occurring in or upon the Property or arising out 
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of the use thereof by the Tenant or its agents, employees, 
officers, tenants, subtenants, invitees, visitors and guests, 
under one or more policies of public liability insurance having 
such limits as to each as are agreed upon by the Landlord and 
the Tenant in writing from time to time (but in any event of 
not less than Two Million Dollars ($2,000,000) combined single 
limit. All of such insurance shall, by its terms, be primary 
and noncontributory with respect to any other insurance carried 
by Landlord. 

6.1.2. all-risk or fire and extended coverage 
insurance covering the Property (and any other casualty 
insurance covering the Property as may be agreed upon by the 
parties hereto), issued under a non-reporting policy and having 
such limits as are agreed upon by the Landlord and the Tenant 
in writing from time to time (provided, that such limits shall 
in any event be not less than the full insurable replacement 
cost of (i) the then-existing Improvements above their 
foundation walls and (ii) the Building Service Equipment, as 
determined without deduction for depreciation). If there is 
then a Leasehold Mortgage covering the Leasehold Estate in the 
Premises, the proceeds of any such all-risk, fire, extended 
coverage or other casualty policy shall be payable to the 
Leasehold Mortgagee thereunder as a named insured, as its 
interest may appear, provided that it has agreed in writing 
with the Landlord and the Tenant that such proceeds will be 
applied to the cost of rebuilding the Improvements and 
replacing the Building Service Equipment subject to the limits 
set forth in Section 9. 

6.1.3. workmen's compensation insurance having 
such limits, and under such terms and conditions, as are 
required by applicable law. 

6.2. Insureds. Each such policy shall name as 
insureds thereunder (a) the Tenant, (b) the Landlord, and (c) 
any Leasehold Mortgagee. 

6.3. Cancellation. Each such policy shall, by its 
terms, not be cancelable unless at least thirty (30) days prior 
thereto written notice thereof is given to the Landlord and any 
Leasehold Mortgagee. 

6.4. Insurer. Each such policy shall be issued by an 
insurer of recognized responsibility licensed to issue such 
policy in Maryland, which insurer shall have been approved in 
writing by the Landlord before policy issuance (which approval 
shall not unreasonably be withheld). 
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6.5. Evidence. 

6.5.1. 	(a) At least ten (10) days before the 
Commencement Date, or simultaneously with Tenant's written 
notice to Landlord of the Commencement Date, the Tenant shall 
deliver to the Landlord an original or a signed duplicate copy 
of each such policy or a certificate evidencing such insurance 
in form satisfactory to Landlord, and (b) before any such 
policy expires, the Tenant shall deliver to the Landlord an 
original or a signed duplicate copy of a replacement policy 
therefor or a certificate thereof; provided, that 

6.5.2. So long as such insurance is otherwise in 
accordance with the provisions of this Section, the Tenant may 
carry any such insurance under a blanket policy covering the 
Property for the risks and in the minimum amounts specified in 
subsection 6.1, in which event the Tenant shall deliver to the 
Landlord two (2) insurer's certificates therefor in lieu of an 
original or a copy thereof, as aforesaid. 

6.6. Waiver of subrogation. If either party hereto 
is paid any proceeds under any policy of insurance naming such 
party as an insured, on account of any loss, damage or 
liability, then such party hereby releases the other party 
hereto, to and only to the extent of the amount of such 
proceeds, from any and all liability for such loss, damage or 
liability, notwithstanding that such loss, damage or liability 
may arise out of the negligent or intentionally tortious act or 
omission of the other party, its agents or employees; provided, 
that such release shall be effective only with respect to loss, 
damage or liability occurring during such time as the 
appropriate policy of insurance of the releasing party provides 
that such release shall not impair the effectiveness of such 
policy or the insured's ability to recover thereunder. Each 
party hereto shall use reasonable efforts to have a clause to 
such effect included in its said policies without any increase 
in the premium therefor, and shall promptly notify the other in 
writing if such clause cannot be included in any such policy 
without such increase (in which event such other party shall be 
entitled, at its election, to pay any such increase in the 
amount of such premium, whereupon the first such party shall 
have such clause included in its said policy). 

6.7. Indemnification of Landlord. Except if and to 
the extent that the Tenant is released from liability to the 
Landlord pursuant to the provisions of subsection 6.6, the 
Tenant shall defend, indemnify and hold harmless the Landlord 
against and from any and all liability, claim of liability or 
expense arising out of (a) the use, occupancy, conduct, 
operation or management of the Property during the Term, or 
(b) any work or thing whatsoever done or not done on the 
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Property during the Term, or (c) any breach or default by the 
Tenant in performing any of its obligations under the 
provisions of this Lease or applicable law, or (d) any 
negligent, intentionally tortious or other act or omission of 
the Tenant or any of its agents, contractors, servants, 
employees, subtenants, licensees or invitees during the Term, 
or (e) any injury to or death of any person, or damage to any 
property, occurring on the Property during the Term (whether or 
not such event results from a condition existing before the 
execution of this Lease or resulting in the termination of this 
Lease), and from and against all expenses and liabilities 
incurred in connection with any such claim or any action or 
proceeding brought thereon (including, by way of example rather 
than of limitation, the fees of attorneys, investigators and 
experts), all regardless of whether such claim is asserted 
before or after the expiration of the Term or any earlier 
termination of this Lease. 

6.8. Increase in risk. 

6.8.1. The Tenant shall not do or permit to be 
done any act or thing as a result of which either (a) any 
policy of insurance of any kind covering any or all of the 
Property or any liability of the Landlord in connection 
therewith may become void or suspended; and 

6.8.2. if insurance in regard to the Property is 
maintained by the Landlord, Tenant shall not do or permit any 
act or thing as a result of which the insurance risk would be 
made greater unless Tenant pays as Additional Rent the amount 
of any such greater risk within ten (10) days after the 
Landlord notifies the Tenant in writing of such increase. 

Section 7. Public Utility Charges. The Tenant shall 
pay or cause to be paid all charges for all gas, electricity, 
light, heat, steam, power, water and sewerage, telephone or 
other communication services used, and other services rendered 
or supplied, upon or in connection with the Property during the 
Term, and shall indemnify and hold harmless the Landlord 
against and from any liability therefor. The Landlord shall 
not be liable to the Tenant for any failure, modification or 
interruption of any such service whatsoever, including, by way 
of example rather than of limitation, any such failure, 
modification or interruption which either (a) arises out of a 
Force Majeure, or (b) is required by any federal or other law 
or regulation relating to the furnishing or consumption of 
energy or the temperature of buildings, or any other applicable 
law unless such failure or interruption is caused by the 
negligent or intentional wrongful acts of Landlord or its 
agents or contractors. 
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Section 8. Improvements to Premises  

8.1. Construction of Improvements. 

8.1.1. Plans and Specifications. The Tenant 
shall prepare the following documents (all of which are 
hereinafter referred to as -Plans and Specifications"): 

(a) schematic and final architectural plans 
of the exterior of the Building; 

(b) a grading and landscaping plan for the 
Premises; 

(c) a schedule of the exterior colors and 
building materials to be used by the Tenant for such 
Improvements; 

(d) a signing program for the Property; and 

(e) a lighting plan for the Property. 

8.1.2. The Tenant shall submit such Plans and 
Specifications and any material change thereto to the Chief 
Administrative Officer for the Landlord for Landlord's review, 
and shall take no action to effectuate any of them unless the 
Landlord has approved them, which approval shall not be 
unreasonably withheld. In the event Landlord has not delivered 
to Tenant its written approval or rejection (with specific 
reasons therefor) of the Plans and Specifications within 
fifteen (15) business days of submission of the Plans and 
Specifications by Tenant to Landlord, Landlord shall be deemed 
to have given its approval to said Plans and Specifications. 

8.1.3. Tenant's obligation to submit to Landlord 
the Plans and Specifications set forth in Section 8.1.1 is in 
addition to, and not in substitution for Tenant's obligation to 
comply with any and all zoning requirements, building codes and 
other governmental codes, requirements, statutes, and the like 
imposed upon Tenant in connection with its development of the 
Property, which may include, among other things, submission of 
the Plans and Specifications for the review and approval of 
various County agencies and departments in connection with 
Tenant's application for and acquisition of building permits, 
or otherwise, as may be required. 

8.1.4. Landlord's Contribution. Landlord agrees 
to contribute a total sum of Two Million Dollars ($2,000,000) 
(the "Landlord's Contribution") to Tenant for alterations and 
improvements to the Premises ("Tenant's Work") to be made in 
accordance with the Plans and Specifications, which Landlord's 
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Contribution shall be paid to Tenant in accordance with the 
terms of a separate Memorandum of Understanding to be 
negotiated in good faith, executed by the parties and 
thereafter attached hereto. 

8.1.5. Alterations. After the completion of the 
Improvements to the Premises described above, the Tenant shall 
not thereafter make any alteration, improvement or addition to 
the Premises, the Building or the rest of the Improvements, or 
demolish any portion thereof, without first presenting to the 
Landlord Plans and Specifications therefor and obtaining the 
Landlord's written consent thereto (which consent shall not be 
withheld so long as, in the Landlord's reasonable judgment, 
such alteration, improvement, addition or demolition will not 
violate applicable law or the provisions of this Lease, or 
impair the value of the Building or the rest of the 
Improvements); provided, that the Tenant may, without having to 
obtain the Landlord's consent, make minor alterations and 
improvements to the interior of the Building, provided that 
they do not affect the exterior or the structure of the 
Building or the strength of such structure, or reduce the value 
of the Building or the rest of the improvements. In the event 
Landlord has not delivered to Tenant its written consent or 
written refusal to consent within fifteen (15) business days of 
Tenant's written request for such consent, Landlord shall be 
deemed to have consented to the requested alteration, 
improvement or addition to the Premises. The Plans and 
Specifications to be provided Landlord pursuant to this section 
are those listed in subsection 8.1.1 as appropriate. 

8.2. Mechanics' or other liens. 

8.2.1. The Tenant shall (a) as set forth in 
Subsection 8.2.3 release (by bonding or otherwise) any 
mechanics', materialman's or other lien filed or claimed 
against any or all of the Property, by reason of labor or 
materials provided for or about any or all of the Property 
during the Term or otherwise resulting from work ordered by the 
Tenant or anyone claiming under the Tenant and (b) defend, 
indemnify and hold harmless the Landlord against and from any 
and all liability, claim of liability or expense (including, by 
way of example rather than of limitation, that of reasonable 
attorneys' fees) incurred by the Landlord on account of any 
such lien or claim. 

8.2.2. The Landlord shall release (by bonding or 
otherwise) any mechanics', materialman's or other lien filed or 
claimed against any or all of the Property, by reason of labor 
or materials provided for or about any or all of the Property 
during the Term or otherwise resulting from work ordered by the 
Landlord or anyone claiming under the Landlord and (b) defend, 
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indemnify and hold harmless the Tenant against and from any and 
all liability, claim of liability or expense (including, by way 
of example rather than of limitation, that of reasonable 
attorneys' fees) incurred by the Tenant on account of any such 
lien or claim. 

8.2.3. Subject to the requirements of any 
Leasehold Mortgage, if the Tenant fails to discharge any such 
mechanics', materialman's or other lien within thirty (30) days 
after it first becomes effective against any of the Property, 
then, in addition to any other right or remedy held by the 
Landlord on account thereof, the landlord may (a) discharge it 
by paying the amount claimed to be due or by deposit or bonding 
proceedings. The Tenant shall reimburse the Landlord for any 
amount paid by the Landlord to discharge any such lien and all 
expenses incurred by the Landlord in connection therewith, 
together with interest thereon at :he Penalty Rate defined in 
subsection 16.3.4 from the respective dates of the Landlord's 
making such payments or incurring such expenses (all of which 
shall constitute Additional Rent). 

8.2.4. Nothing in :he provisions of this Lease 
shall be deemed in any way (a) to constitute either the 
Tenant's or the Landlord's consent or request, express or 
implied, that any contractor, subcontractor, laborer or 
materialman retained by such other party to this Lease provide 
any labor or materials for any alteration, addition, 
improvement or repair to any or all of the Property, or (b) to 
evidence either the Tenant's or the Landlord's consent that the 
Property or Landlord's Fee Estate therein be subjected to any 
such lien. 

B.3. Improvements and Fixtures.  Any and all 
improvements, repairs, or alterations, and all other property 
attached to or otherwise installed as a fixture within the 
Premises by the Tenant shall, immediately on the completion of 
their construction or installation, be the property of Tenant 
during the entire term of this Lease, provided that at the 
expiration or earlier termination of this Lease title to such 
Improvements and Fixtures shall automatically vest in Landlord 
without the need for any deed or other documentation, except 
that any machinery, equipment or fixtures installed by the 
Tenant at no expense to the Landlord and used in the conduct of 
the Tenant's trade or business (rather than to service the 
Premises, the Building or the Property generally) and not part 
of the Building Service Equipment shall remain the Tenant's 
property, and shall be removed from the Premises by the Tenant 
at the end of the Term (and any damage to the Property caused 
by such removal shall be repaired at the Tenant's expense). 
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8.4. Signs. The Tenant shall have the right to erect 
from time to time within the Building, in accordance with 
applicable law, such signs as it desires, except that the 
Tenant shall not erect any sign either (a) on the Premises 
outside of the Building, or (b) on the exterior of the 
Building, or (c) within the Building in any place where such 
sign is visible primarily from the exterior of the Building, 
unless the Landlord has given its express, written consent 
thereto, such consent not to be unreasonably withheld or 
delayed. In the event Landlord has not delivered to Tenant its 
written consent or refusal to consent to the proposed sign 
within fifteen (15) days of submission of Tenant's request to 
post such sign, Landlord shall be deemed to have given its 
consent to the posting of such sign. 

Section 9. Repairs and maintenance. 

9.1. Building and Building Service Equipment. 

9.1.1. Repairs. The Tenant shall, throughout 
the Term and at its expense, 

(a) keep the Building, and the Building 
Service Equipment in good order and condition; and 

(b) promptly make any and all repairs, 
ordinary or extraordinary, foreseen or unforeseen, to the 
Building, and the Building Service Equipment as are necessary 
to maintain them in good order and condition (including, by way 
of example, rather than of limitation, any and all such repairs 
to the plumbing, heating, ventilation, air-conditioning, 
electrical and other systems for the furnishing of utilities or 
services to the Property), and replace or renew the same where 
necessary (using replacements at least equal in quality and 
usefulness to the original improvements, equipment or things so 
replaced), and the Landlord shall have no obligation hereunder 
as to the same. 

9.1.2. Maintenance. The Tenant shall keep and 
maintain the Building and the Building Service Equipment in a 
clean and orderly condition, free of accumulation of dirt and 
rubbish. 

9.2. Improvements other than the Building and Utility 
Lines. 

9.2.1. Repairs. The Landlord shall, throughout 
the Term and at its expense, 

(a) take good care of the Improvements 
other than the Building and the utility lines and keep them in 
good order and condition; and 
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(b) promptly make any and all repairs, 
ordinary or extraordinary, foreseen or unforeseen, to the 
Improvements other than the Building and the utility lines as 
are necessary to maintain them in a first-class condition 
(including, by way of example, rather than of limitation, any 
and all such repairs to the parking facilities, roads, 
sidewalks, landscaping or other improvements) and replace or 
renew the same where necessary (using replacements at least 
equal in quality and usefulness to the original improvements, 
equipment or things so replaced), and the Tenant shall have no 
obligation hereunder as to the same. 

9.2.2. Maintenance. The Landlord shall, at its 
expense, keep and maintain the Improvements other than the 
Building and the utility lines in good order and repair and in 
a clean and orderly condition, free of accumulation of dirt, 
rubbish, snow and ice and shall maintain the lawns and 
landscaping on the Premises in a good condition including 
periodic mowing, weeding, watering, mulching and trimming and 
shall promptly replace any dead or dying vegetation with 
similar plantings, and reseed crass lawns as necessary. 
Landlord shall defend, indemnify and hold harmless the Tenant 
against and from any liability, claim of liability or expense 
arising out of the performance of Landlord's maintenance 
obligations set forth under this subsection 9.2.2. The 
foregoing indemnification shall survive the expiration or 
earlier termination of this Lease. The parties hereto 
acknowledge that Tenant, at its expense, shall install the 
inozial lawn and landscaping on the Premises in accordance with 
the landscaping plan submitted to Landlord pursuant to Section 
8.1.1(b). 

Section 10. Landlord's right of entry. 

10.1. Inspection and repair.  The Landlord and its 
authorized representatives shall be entitled to enter the 
Building and the rest of the Property at any time during the 
Tenant's business hours and at any other reasonable time to 
(a) inspect the Property and (b) make any repairs thereto 
and/or take any other action therein which is required by 
applicable law, or which the Landlord is permitted to make by 
any provision of this Lease, after giving the Tenant at least 
forty-eight (48) hours' notice of the Landlord's intention to 
take such action (provided, that in any situation in which, due 
to an emergency or otherwise, the physical condition of the 
Building or any other part of the Property would be 
unreasonably jeopardized unless the Landlord were to take such 
action immediately, the Landlord shall give only such notice, 
if any, to the Tenant as is reasonable under the circumstances, 
and may enter the same at any time and provided further that 
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Landlord's contractors or agents may enter on the Land, but not 
the Building, without prior notice to perform routine 
maintenance and landscaping services). Nothing in the 
foregoing provisions of this Section shall be deemed to impose 
any duty upon the Landlord to make any such repair or take any 
such action other than as required by the terms of this Lease, 
and the Landlord's performance thereof shall not constitute a 
waiver of the Landlord's right hereunder to have the Tenant 
perform such work. The Landlord may, while taking any such 
action upon the Property, store therein any and all necessary 
materials, tools and equipment, provided the storage of such 
materials, tools and equipment does not interfere with Tenant's 
operation of the Premises, and the Tenant shall have no 
liability to the Landlord for any damage to or destruction of 
any such materials, tools and equipment except if and to the 
extent that such damage or destruction is proximately caused by 
the negligence of the Tenant or its agents and employees. 
Provided Landlord takes reasonable care to avoid any 
inconvenience, annoyance, disturbance, loss of business, or 
other damage to Tenant as a result of Landlord's entries, the 
Landlord shall not be liable to the Tenant for any 
inconvenience, annoyance, disturbance, loss of business or 
other damage sustained by the Tenant by reason of the making of 
such repairs or the taking of such action, or on account of the 
bringing of materials, supplies and equipment onto the Property 
during the course thereof, and the Tenant's obligations under 
the provisions of this Lease shall not be affected thereby. 

10.2. Exhibiting the Premises. During the last 
eighteen months of the Term, or at any time after Landlord or 
Tenant has exercised a right to terminate this Lease, the 
Landlord and its business invitees may from time to time, after 
giving notice thereof to the Tenant at least forty-eight (48) 
hours in advance, enter the Building and the rest of the 
Property during the Tenant's normal business hours to exhibit 
the Premises for purposes of (a) sale or mortgage, or (b) 
leasing the Premises to any prospective tenant thereof, 
provided that in doing so the Landlord and each such invitee 
observes all reasonable safety standards and procedures which 
the Tenant may require. 

Section 11. Fire and other casualties. 

11.1. Where cost of Restoration exceeds 
specified sum.  

11.1.1. If any or all of the Property is damaged 
or destroyed, the Tenant shall (a) immediately notify the 
Landlord thereof if the cost of Restoration on account thereof 
equals or exceeds $30,000, and (b) (unless this Lease is 
terminated pursuant to the provisions of subsection 11.2), to 
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the extent insurance proceeds are available and adequate for 
such purposes and regardless of the dollar amount of such 
damage or loss (and regardless of whether the cost of 
Restoration is less than or greater than $30,000), commence and 
complete Restoration with reasonable diligence at the Tenant's 
expense but subject to the limits of any insurance proceeds 
received for such purpose, as nearly as possible to the 
Property's value, condition and character immediately before 
such damage or destruction. 

11.1.2. All insurance proceeds (other than any 
proceeds which are separately paid on account of any damage to 
or destruction of the Tenant's personal property, inventory or 
work-in-process, all of which shall be paid to the Tenant) 
payable as a result of such casualty under policies of 
insurance against such casualty shall be held and disbursed by 
the Leasehold Mortgagee, if any, Provided the Leasehold 
Mortgage is an Institutional Lender or, if there is then no 
Leasehold Mortgage or if such Mortgage is not an Institutional 
Lender, then the insurance proceeds shall be held and disbursed 
by a trustee designated by both Tenant and Landlord. 

(a) 	If the cost of repairing and/or 
replacing damaged property is Thirty Thousand Dollars ($30,000) 
or less, the insurance proceeds shall be paid to Tenant by the 
trustee or Leasehold Mortgagee, as the case may be, when the 
repairs and replacements are completed and such work has been 
approved by an architect or other inspector ("inspector") 
appointed by the Landlord and the Leashold Mortgagee. If the 
cost of repairing the damage and/or replacing the damaged 
property exceeds Thirty Thousand Dollars ($30,000.00), then the 
insurance proceeds shall be paid to Tenant by the trustee, as 
the Tenant may direct, from time to time as such Restoration 
progresses, to pay or reimburse the Tenant for the cost of such 
Restoration, upon the Tenant's written request accompanied by 
evidence satisfactory to the Landlord and any Leasehold 
Mortgagee that an amount equalling the amount requested is then 
due and payable or has been paid, and is properly a part of 
such cost, and that such Restoration Work has been approved by 
the inspector. Upon receipt by the Landlord and the Leasehold 
Mortgagee of evidence satisfactory to them that such 
Restoration has been completed and the cost thereof paid in 
full, and that no mechanics', materialmens° or similar lien for 
labor or materials supplied in connection therewith may attach 
to the Property, the balance, if any, of such proceeds shall be 
paid to the Tenant or as it may direct. 

11.1.3. Anything contained in the provisions of 
this Lease to the contrary notwithstanding, upon the expiration 
or earlier termination of this Lease before such Restoration is 
completed free and clear of any such liens, any insurance 
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proceeds not theretofore applied to the cost of such 
Restoration shall be paid to the Leasehold Mortgagee to satisfy 
any outstanding mortgage debt, next to the Landlord up to a 
total of $2,000,000 and the balance, if any, to the Tenant; 
provided, that if such termination occurs pursuant to the 
provisions of Section 12, any such insurance proceeds, not 
theretofore so applied shall be deemed to be part of the 
Condemnation award and shall be disposed of in the manner set 
forth in such provisions. 

11.2. No total or partial damage to or destruction of 
any or all of the Property other than a total or partial damage 
to or destruction of any or all of the Property in the last 
five years of the Initial Term, or during any Renewal Term, 
shall entitle the Tenant to surrender or terminate this Lease, 
or shall relieve the Tenant from its liability hereunder to pay 
in full the Annual Rent, any Additional Rent and all other sums 
and charges which are otherwise payable by the Tenant 
hereunder, or from any of its other obligations hereunder. If 
a total or partial damage to or destruction of any or all of 
the Property occurs in the last five years of the Initial Term 
or during any Renewal Term, Tenant shall be entitled to 
terminate this Lease, at its option, provided, that if such 
termination occurs, 
to satisfy the debt 

any insurance proceeds shall first 
under any Leasehold Mortgage, next 

be 
to 

paid 
the 

Landlord up to 	a total of 	$2,000,000, 	and the balance, if any, 
to the Tenant. 

Section 12. Condemnation. 

12.1. As used in the provisions of this Lease, the 
term "Net Condemnation Proceeds" means the amount by which 

12.1.1. the full and entire award made by the 
condemning authority on account of a condemnation under the 
exercise of any power of eminent domain or a conveyance to or 
at the direction of any governmental entity under a threat of 
such taking (a "Condemnation") (excluding any portion thereof 
made on account of a taking of any real or personal property 
which is not located on or part of the Property) exceeds 

12.1.2. the aggregate of all reasonable 
attorneys', experts' and other fees, and all other expenses, 
incurred by the Landlord, the Tenant and/or the Leasehold 
Mortgagee in connection with such Condemnation or in collecting 
such award (excluding any portion thereof incurred in 
connection with a taking of any real or personal property which 
is not part of the Property or in collecting any award made for 
such taking). 
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12.2. Substantial Condemnation. In the event of a 
taking of all or substantially all of the Property by 
Condemnation, 

12.2.1. the Tenant shall promptly give written 
notice thereof to the Landlord; 

12.2.2. this Lease shall terminate on the date 
(hereinafter referred to as "the Vesting Date") on which the 
title to so much of the Property as is the subject of such 
Condemnation vests in the condemning authority, and any 
Additional Rent and all other sums and charges required to be 
paid by the Tenant hereunder shall be apportioned and paid to 
the date of such termination; and 

12.2.3. 	the Landlord 
Leasehold Mortgagee) shall together 
for their combined interests in the 
Condemnation Proceeds shall be paid 
following order of priority: 

and the Tenant (and/or any 
make one claim for an award 
Property, and the Net 
as follows and in the 

(a) First, the Landlord shall be paid so 
much, if any, of the Net Condemnation Proceeds as is necessary 
to cure any monetary Event of Default. 

(b) Second, the Landlord shall receive that 
portion of the Net Condemnation Proceeds specifically allocated 
by the condemning authority to the Land (without the 
Improvements) or if no such separate award is made then an 
amount equal to the fair market value of the Land taken 
excluding therefrom the value of the Improvements. 

(c) Third, any Leasehold Mortgagee shall be 
paid an amount equalling the outstanding balance of Leasehold 
Mortgage, 

(d) Fourth, the Landlord shall receive up 
to the sum of $2,000,000, and 

(e) Fifth, the Tenant shall receive the 
entire balance, if any, of the Net Condemnation Proceeds. 

12.2.4. 	For purposes of the provisions of this 
Section, all or substantially all of the Property shall be 
deemed to have been taken in a Condemnation if and only if such 
Condemnation renders the Premises or the Improvements not 
reasonably usable for the Tenant's continued conduct of its 
business thereon, in substantially the same manner and to 
substantially the same extent as such business was conducted 
immediately before such Condemnation (whether due to the area 
so taken or the location of the part so taken in relation to 

- 24 - 



6581U 

the part not so taken or under applicable zoning laws, building  
regulations or Tenant's economic considerations or otherwise). 

12.3. Non-substantial Condemnation. If not all or 
substantially all of the Property is taken, as aforesaid, 

12.3.1. this Lease shall continue in full force 
and effect; 

12.3.2. the Tenant shall promptly give written 
notice thereof to the Landlord; 

12.3.3. to the extent the Net Condemnation 
Proceeds are available or adequate for such purposes based upon 
the cost of such Restoration, the Tenant shall, promptly after 
the Vesting Date, commence and complete Restoration of the 
Property with reasonable diligence at the Tenant's expense, as 
nearly as possible to its value, condition and character 
immediately before such Condemnation but subject to the limits 
of any Net Condemnation Proceeds received by Tenant, all in 
accordance with Plans and Specifications therefor which shall 
have been approved in writing by the Landlord, such approval 
not to be unreasonably withheld or delayed; and 

12.3.4. to the extent the Net Condemnation 
Proceeds are not applied to the cost of Restoration, the Net 
Condemnation Proceeds shall be paid in the following order of 
priority: 

(a) First, the Landlord shall receive so 
much, if any, of the Net Condemnation Proceeds as is necessary 
to cure any monetary Event of Default; 

(b) Second, the Landlord shall receive that 
portion of the Net Condemnation Proceeds specifically allocated 
by the condemning authority to the Land (without the 
Improvements) or if no such separate award is made then an 
amount equal to the fair market value of the Land so taken 
excluding therefrom the value of the Improvements. 

(c) Third, the Leasehold Mortgagee shall 
receive that portion or all of the balance of the Net 
Condemnation Proceeds, if any, to which the Leasehold Mortgagee 
is entitled on account of such Condemnation under the 
provisions of the Leasehold Mortgage; and 

(d) Fourth, the Landlord shall receive up 
to the sum of $2,000,000, and 

(e) Fifth, the Tenant shall receive the 
balance of the Net Condemnation Proceeds. 
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12.3.5. Anything contained in the provisions of 
this subsection 12.3 to the contrary notwithstanding, upon the 
expiration or earlier termination of this Lease before such 
Restoration is completed free and clear of any liens, any of 
the Net Condemnation Proceeds not theretofore applied to the 
cost of such Restoration shall be paid first to pay the 
outstanding debt under any Leasehold Mortgage and the balance 
to the Landlord. 

12.4. If this Lease is terminated under the foregoing 
provisions of this Section 12, any Additional Rent and all 
other sums and charges required to be paid by the Tenant 
hereunder shall be apportioned and paid to the date of such 
termination. 

12.5. Valuation. For purposes of the provisions of 
this Section 12 the fair market -slue referred to in such 
provisions shall be those, if any, which are formally found to 
exist in the Condemnation proceeding or, if not so found, shall 
be determined by a written agreement by the parties hereto or, 
in the absence of such agreement, by an appraisal made by a 
competent professional real estate appraiser (which appraiser 
shall be selected by the parties hereto within sixty (60) days 
after the Vesting Date). Such appraiser shall determine and 
report to the parties hereto as to such fair market value 
within ninety (90) days after the Vesting Date. If the parties 
hereto can not agree upon an appraiser within the said period 
of sixty (60) days, then each party hereto shall select a 
competent professional real estate appraiser within 
seventy-five (75) days after the Vesting Date, and the two 
appraisers so selected shall by mutual agreement select a third 
appraiser within ninety (90) days after the Vesting Date. Each 
such appraiser shall then determine and report to the parties 
hereto as to the said fair market value within one hundred 
twenty (120) days after the Vesting Date, and the fair market 
value shall be the average of the fair market values determined 
by the three (3) appraisers but no more than the highest fair 
market value of any appraisal presented by Landlord and Tenant 
in the Condemnation Proceeding. 

12.6. Except as otherwise expressly provided in this 
Section, no partial Condemnation shall entitle either party 
hereto to surrender or terminate this Lease, or shall relieve 
the Tenant from its liability hereunder to pay in full the 
Annual Rent, any Additional Rent and all other sums and charges 
which are -)therwise payable by the Tenant hereunder, or from 
any of its other obligations hereunder, and the Tenant hereby 
waives any right now or hereafter conferred upon it by statute 
or otherwise, on account of any such Condemnation, to surrender 
this Lease, to quit or surrender any or all of the Premises, or 
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to receive any suspension, diminution, abatement or reduction 
of the Annual Rent or any Additional Rent or other sum payable 
by the Tenant hereunder. 

13. Leasehold Mortgages. 

13.1. Tenant may encumber the Leasehold Estate 
hereby created in the Premises or any part thereof by way of a 
mortgage or deed of trust or mortgages or deeds of trust (a 
-Leasehold Mortgage") provided the outstanding principal due 
under such Leasehold Mortgage or Leasehold Mortgages does not 
in the ggregate exceed the fair market value of the 
Improvements less Two Million Dollars ($2,000,000). The fair 
market value shall be determined by a written agreement of the 
parties hereto, or in the absence of such agreement, by an 
appraisal conducted as set forth in Section 12.5 hereof. 

13.2. Landlord shall, if requested by the 
Leasehold Mortgagee, deliver to the Leasehold Mortgagee (the 
name and address of which shall be furnished to Landlord by 
Tenant or by the Leasehold Mortgagee) copies of all notices 
sent to Tenant under and with respect to this Lease at the same 
time and in the same form and manner as sent to Tenant. 

13.3. In the event Tenant shall be in default 
under this Lease, Landlord shall notify in writing the Lease-
hold Mortgagee and, within thirty (30) days after the giving of 
the notice, the Leasehold Mortgagee shall have the right to 
cure the default for the account of Tenant and, if more than 
thirty (30) days shall be required to cure the default with 
reasonable diligence, the Leasehold Mortgagee shall have such 
additional time (beyond the thirty (30) days) as may be reason-
ably necessary to cure the default. Landlord shall not be 
liable for failure to give the notice, but if Landlord shall 
fail to notify the Leasehold Mortgagee of the existence of a 
default hereunder, the time within which the Leasehold Mort-
gagee shall have the right to cure the default shall not com-
mence to run until the Leasehold Mortgagee shall have been 
given written notice of the default by Landlord. 

13.4. There shall be no cancellation, surrender 
or modification of this Lease by the joint action of Landlord 
and Tenant without the prior written consent of any Leasehold 
Mortgagee. 

13.5. If the Landlord shall elect to terminate 
this Lease by reason of an Event of Default (hereinafter 
defined), a Leasehold Mortgagee shall have the right to 
postpone and extend the dates of the termination of this Lease 
for a period of not more than six months provided that the 
Leasehold Mortgagee shall cure or cause to be cured any then 
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existing default (other than defaults which are beyond the 
reasonable ability of the Leasehold Mortgagee to cure) and 
meanwhile pay the Annual Rent and any Additional Rent, and 
comply with and perform all of the other terms, conditions and 
provisions of this Lease on Tenant's part to be complied with 
and performed (other than those which are beyond the reasonable 
ability of the Leasehold Mortgagee) and shall forthwith take 
steps to acquire or sell Tenant's interest in this Lease by 
foreclosure of the Leasehold Mortgage or otherwise, and shall 
prosecute the same to completion with all due diligence. If, 
at the end of the six month period, the Leasehold Mortgagee 
shall be actively engaged in steps to acquire or sell Tenant's 
interest herein the time shall be extended for such period as 
may be reasonably necessary to complete such steps with 
reasonable diligence and continuity. Notwithstanding the 
foregoing, Landlord may at any time during the first ninety 
(90) days of such six month period, elect to purchase the 
Leasehold Mortgage pursuant to the terms of Section 13.15 by 
giving written notice of such election to the Leasehold 
Mortgagee. If for any reason Landlord fails to complete the 
purchase of the Leasehold Mortgage within ninety (90) days of 
delivery of notice to the Leasehold Mortgagee, the right of 
Leasehold Mortgagee to extend or postpone termination of the 
Lease shall continue in force for another ninety (90) days 
following the termination of Landlord's right to purchase the 
Leasehold Mortgage, which period may be extended as set forth 
above, during which time the Leasehold Mortgagee may proceed 
with its efforts to acquire or sell Tenant's interest in this 
Lease. 

13.6. Landlord agrees promptly after submission 
to it to execute, acknowledge and deliver any agreements 
modifying this Lease as may be reasonably requested by any 
Leasehold Mortgagee provided that such modification does not 
decrease the Tenant's obligations or decrease the Landlord's 
rights pursuant to this Lease. 

13.7. Provided the Leasehold Mortgagee is an 
Institutional Lender, the proceeds arising from a casualty or 
condemnation may be held by any Leasehold Mortgagee provided 
they are distributed pursuant to the provisions of this Lease. 

13.8. In the event this Lease shall be 
terminated at any time during the term hereof by reason of a 
default by Tenant, then Landlord, if requested by a Leasehold 
Mortgagee within thirty (30) days of the receipt by the 
Leasehold Mortgagee from the Landlord of written notice that 
the termination has occurred, agrees to enter into a new lease 
for the Property with the Leasehold Mortgagee or with any 
nominee of the Leasehold Mortgagee, upon all the same terms and 
conditions as shall then be contained in this Lease, provided 
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however that Landlord shall not be required to warrant 
possession of the Premises to the Leasehold Mortgagee or its 
nominee under the new lease. Any new lease shall not relieve 
Tenant from liability for any costs, expenses, damages and 
liabilities resulting therefrom. Notwithstanding the 
foregoing, Landlord shall have no obligation to enter into such 
new lease with the Leasehold Mortgagee provided Landlord, 
within fifteen (15) days of receipt of Leasehold Mortgagee's 
reauest that Landlord execute a new lease notifies Leasehold 
Mortgagee that Landlord has elected to purchase the Leasehold 
Mortgage pursuant to the terms of Section 13.15 hereof and 
Landlord does in fact, so purchase the Leasehold Mortgage. 

13.9. Except as provided in subsection 13.4 
above, the Leasehold Mortgagee shall not be liable for any of 
Tenant's obligations hereunder, unless, until and from the date 
the Leasehold Mortgagee shall acquire Tenant's interest in this 
Lease. 

13.10. In the event any Leasehold Mortgagee 
shall acquire Tenant's interest in this Lease as a result of a 
sale under its mortgage pursuant to a foreclosure and sale, or 
through any transfer or assignment in lieu of foreclosure, or 
through settlement of or arising out of any pending or contem-
plated foreclosure action, or otherwise, the Leasehold Mort-
gagee shall have the privilege of transferring its interest in 
the Lease to any other person, firm or corporation, including 
but not limited to its nominee, all without the prior consent 
of Landlord and free and clear of any control of Tenant, and 
the Leasehold Mortgagee shall be relieved of any further lia-
bility under this Lease from and after such transfer and there-
after the transferee shall be liable for Tenant's obligations 
under this Lease. 

13.11. In no event shall Tenant be relieved of 
its obligations under this Lease upon the exercise by a 
Leasehold Mortgagee of the rights given it above, or the 
entering into by Landlord of a new lease with the Leasehold 
Mortaagee (or its nominee). 

13.12. Nothing contained in this Section shall 
release or be deemed to release Tenant from the full and faith-
ful observance and performance of any covenants and conditions 
in this Lease contained and on its part to be observed and per-
formed (except that Landlord acknowledges that a cure by a 
Leasehold Mortgagee of a default by the Tenant shall be deemed 
to have been accepted by the Landlord as if the same had been 
done by the Tenant) or from any liability for the non-observance 
or non-performance thereof or to be deemed to constitute a wai-
ver of any rights of Landlord hereunder as against Tenant. 
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13.13. Tenant shall obtain the agreement of any 
Leasehold Mortgagee to (a) provide Landlord with a copy of any 
notice sent to Tenant in accordance with the terms of any 
Leasehold Mortgage and (b) allow Landlord, at its option, to 
cure any monetary default of Tenant under such Leasehold 
Mortgage and accept such cure by Landlord as if such cure had 
been performed by Tenant. 

13.14 Tenant :hail obtain the agreement of any 
Leasehold Mortgagee that in the event Tenant is in default 
under the terms of such Leasehold Mortgage and the Leasehold 
Mortgagee notifies Tenant in writing that it has accelerated 
the loan and intends to foreclose under the Leasehold Mortgage 
or pursue any transfer or assignment in lieu of foreclosure, 
then the Leasehold Mortgagee ,,.us_ Give the same notice to 
Landlord and Landlord shall have the privilege of purchasing 
the Leasehold Mortgage from the Leasehold Mortgagee pursuant to 
the provisions of Section 13.1: hereof. Landlord shall notify 
the Leasehold Mortgagee of it: intent to purchase the Leasehold 
Mortgage within fifteen (15) days of Landlord's receipt of 
written notice from the Leasehold :1ortgagee of its acceleration 
and intent to foreclose under the Aasehold Mortgage. If the 
settlement of the Landlord's :Hitches° of the loan documents 
does not occur within 90 days :5 Landlord's notice to the 
Leasehold Mortgagee of its oler"'on to purchase the loan, then 
the Leasehold Mortgagee snail Se free to pursue all remedies 
available to it under the Leasehold Mortgage documents. 

13.15. Tenant shall obtain the agreement of any 
Leasehold Mortgagee that Landlord shall have the privilege of 
purchasing the Leasehold Morzcace from the Leasehold Mortgagee, 
exercisable upon the occurence of the following events: 

a) Landlord elects to terminate this Lease 
pursuant to the provisions of Section 13.5 
hereof; 

b) Landlord terminates this Lease pursuant to 
the provisions of Section 13.8 hereof; or 

c) Leasehold Mortgagee elects to foreclose the 
Leasehold Mortgage or pursue any transfer or 
assignment in lieu of foreclosure pursuant 
to the provisions of Section 13.14. 

Landlord shall have the right 70 purchase the Leasehold 
Mortgage for a sum equal to all amounts due under the Leasehold 
Mortgage documents (including accrued principal, interest and 
late charges), calculated as of the date of the assignment of 
the Leasehold Mortgage documents to Landlord. Landlord shall 
have ninety (90) days to close on the purchase of the Leasehold 
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Mortgage following the Leasehold Mortgagee's receipt of 
Landlord's written notice that it has elected to purchase the 
Leasehold Mortgage. If the Landlord fails to purchase the loan 
documents within such ninety (90) day period as a result of 
Landlord's actions or inactions, then the Landlord's right to 
purchase the Leasehold Ylortgage shall terminate and the 
Leasehold Mortgagee may exercise any and all rights available 
to it under the terms of this lease or under any of the 
Leasehold Mortgage documents. 

Section 14. Assignment and subletting. 

14.1. Tenant shall not assign this Lease or 
sublet all of the Premises (other than pursuant to space leases 
which comply with the use restrictions set forth in subsection 
4.1), without the prior written consent of Landlord, provided 
however, that the Landlord's consent shall not be required in 
connection with (a) the creation of a Leasehold Mortgage or 
with a conveyance of the Tenant's leasehold estate in 
connection with the foreclosure of a Leasehold Mortgage or a 
deed of assignment in lieu thereof or (b) the assignment by the 
Named Tenant to any parent, sister, or subsidiary corporation 
of Tenant to any other Person or entity controlled by or under 
common control with the Named Tenant. In the event of any such 
assignment or sublease (other than a space lease), Tenant shall 
nevertheless remain primarily liable for the performance of all 
(r: Tenant's covenants contained in this Lease unless otherwise 
agreed in writing by Landlord. Any assignee of this Lease or 
sublessee (other than a scace lessee) shall be and become 
jointly and severally, primarily and personally liable with 
Tenant for the performance of all of Tenant's covenants 
contained in this Lease unless otherwise agreed in writing by 
Landlord. 

14.2. All space leases shall contain an 
agreement by the space lessee to attorn to Landlord if Landlord 
ter- minates this Lease and to any person, firm or corporation 
which purchases the Premises at a foreclosure sale. Landlord 
shall not unreasonably refuse to give non-disturbance 
agreements to tenants under Space Leases if the same is 
requested. 

Section 15. Net  lease. This Lease shall be deemed 
and construed to be a "net lease" and, accordingly, anything 
contained in the provisions of this Lease to the contrary 
notwithstanding, the Landlord shall receive the Annual Rent, 
the Additional Rent and all other payments to be made by the 
Tenant hereuntr:r free from any charges, assessments, 
impositions, expenses or deductions of any and every kind or 
nature whatsoever. Other than as provided elsewhere in this 
Lease and in a Memorandum of Understanding between the parties 



to be executed in connection with this Lease, the Landlord 
shall not be required by any provision of this Lease to render 
any service or make any payment of any kind to the Tenant or 
any other person whatsoever. 

Section 16. Default. 

16.1. Definition.  As used in the provisions of this 
Lease, each of the following events shall constitute, and is 
hereinafter referred to as, a "Default": 

	

16.1.1. 	=f the Tenant fails (a) to pay any 
Annual Rent, Additional ?cent or other sum which it is obligated 
to pay by any provision of this Lease, when and as it is due 
and payable hereunder, or (b) to perform any of its obligations 
under the provisions of this Lease; or 

	

16.1.2. 	if the Tenant's Bankruptcy occurs; or 

16.1.3. if the Certificate of Need issued Tenant 
in connection with its construction :cid operation of the 
Pathways Treatment Center is revoked by the Maryland Health 
Resources Planning Commission following any adverse 
administrative action, judicial review of any such 
administrative action and either all time for appeal of such 
revocation has passed or, if appeals are taken, all such 
appeals are exhausted without overturning the revocation. 

16.2. Notice to Tenant; race Period. Anything 
contained in the provisions of this Section to the contrary 
notwithstanding, on the occurrence of a Default the Landlord 
shall not exercise any right or remedy on account thereof which 
it holds under any provision of this Lease or applicable law 
unless and until 

16.2.1. the Landlord has given written notice 
thereof to the Tenant, and 

	

16.2.2. 	the Tenant has failed, (a) if such 
Default consists of a failure to pay money, within ten (10) 
days after Tenant receives written notice from Landlord to pay 
all of such money, or (b) if such Default consists of something 
other than a failure to pay money, within thirty (30) days 
after Tenant receives written notice from Landlord to cure such 
Default (or, if and only if such Default is not reasonably 
curable within such thirty (30) day period, to proceed within 
such period actively, diligently and in good faith to begin to 
cure such Default and to continue thereafter to do so until it 
is fully cured provided such cure period shall not exceed 
ninety (90) days). If Tenant fails to cure the Default after 
notice and within the cure period or fails to diligently pursue 
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the cure of the Default and complete the cure within ninety 
(90) days if such cure cannot reasonably be completed within 
thirty (30) days then an event of default shall have occurred 
(-Event of Default"). 

16.2.3. no such notice shall be required to be 
given, and (even if the Landlord gives such notice) the Tenant 
shall be entitled to no such grace period, (i) in any emergency 
situation in which, in the Landlord's reasonable judgment, it 
is necessary for the Landlord to act to cure such Default 
without giving such notice, (but in such cases, the Landlord's 
remedy shall be limited to collecting any amounts expended by 
Landlord for such cure plus interest as provided in subsection 
16.3.4),(ii) if the Tenant has substantially terminated or is 
in the process of substantially terminating its continuous 
occupancy and use of the Premises for the purpose set forth in 
the provisions of Section 4; or (iii) in the case of any 
Default listed in the provisions of Sections 16.1.2 or 16.1.3. 

16.3. Landlord's rights on Event of Default. 

16.3.1. On the occurrence of any Event of 
Default, the Landlord may (subject to the operation and effect 
of the provisions of subsection 16.2) take any or all of the 
following actions: 

(a) reenter and repossess any or all of the 
Premises and any or all improvements thereon and additions 
thereto; and/or 

(b) declare the entire balance of the Rent 
for the remainder of the Term, to be due and payable 
immediately, and collect such balance in any manner not 
inconsistent with applicable law; provided that if the Landlord 
elects to relet any or all of the Premises following such 
acceleration of Rent, the provisions of subsection 16.3.1(d) 
shall be applicable with respect to the rights of the Landlord 
and the Tenant. Accelerated payments payable hereunder shall 
not constitute a penalty or forfeiture or liquidated damages, 
but shall merely constitute payment of Rent in advance; and/or 

(c) terminate this Lease by giving written 
notice of such termination to the Tenant, which termination 
shall be effective as of the date of such notice or any later 
date therefor specified by the Landlord therein (provided, that 
without limiting the generality of the foregoing provisions of 
this subsection 16.3.1(c), and prior to any such termination by 
Landlord the Landlord shall not be deemed to have accepted any 
abandonment or surrender by the Tenant of any or all of the 
Premises or the Tenant's leasehold estate under this Lease 
unless the Landlord has so advised the Tenant expressly and in 
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writing, regardless of whether the Landlord has reentered or 
relet any or all of the Premises or exercised any or all of the 
Landlord's other rights under the provisions of this Section or 
applicable law); and/or 

(d) in the Landlord's own name (but either 
as agent for the Tenant, if this Lease has not then been 
terminated, or for the benefit of the Tenant, if this Lease has 
then been terminated), rale,: any or all of the Premises with or 
without any additional premises, for any or all of the 
remainder of the Term (or, If this Lease has then been 
terminated, for any or all 	:he period which would, but for 
such termination, have consritoted the remainder of the Term) 
or for a period exceeding Moh remainder, on such terms and 
subject to such conditions os ire acceptable to the Landlord in 
its sole and absolute discretion (including, by way of example 
rather than of limitation, 	reasonable alteration of any or 

el-  which, in the Landlord's 
as a condition to or 

=Cr': reletting (provided Tenant 
:ost of alteration made to 

change the use of the Premi:e: from that stated in Section 
4.1), and the allowance of 	more reasonable concessions 
or "free-rent" or reduced-oens periods), and collect and 
receive the rents therefor. 	ything contained in the 
provisions of this Lease or appircable law to the contrary 
notwithstanding, 

the Landlord :Mai use commercially reasonable 
efforts to 77,itcaze its damages caused by the 
Tenant': default, 

the Tenant shall have no right in or to any 
surplus which may be derived by the Landlord from 
any such reletting, in the event that the 
proceeds of such reletting exceed any Rent, 
installment thereof or other sum owed by the 
Tenant to the Landlord hereunder; and 

(iii) 

	

	except as provided below the Tenant's liability 
hereunder shall not be diminished or affected by 
any such failure to relet or the giving of any 
such initial or other commercially reasonable 
concessions or "free-rent" or reduced rent 
periods in the event of any such reletting. 

In the event of any such Ec'laf--"ng, the Tenant shall pay to the 
Landlord, at the times and in the manner specified by the 
provisions of Section 3 (unless the Landlord has elected to 
accelerate Rent as provided in subsection 16.3.1(b), in which 
event the Tenant shall be obligated to pay such accelerated 
amount as provided in subsection 16.3.1(b)), both 

all of the Premises in an-P 
judgment, is necessary or 
otherwise in connection of 
shall not be liable to pay 



(x) the installments of the Annual Rent and any 
Additional Rent accruing during such remainder 
(or, if this Lease has then been terminated, 
damages equalling the respective amounts of such 
installments of the Annual Rent and any 
Additional Rent which would have accrued during 
such remainder, had this Lease not been 
terminated), less any monies received by the 
Landlord with respect to such remainder from such 
reletting of any or all of the Premises, plus 

(y) the cost to the Landlord of any such reletting 
(including, by way of example rather than of 
limitation, any attorneys' fees, leasing or 
brokerage commissions, repair or improvement 
expenses (subject to the limitations expressed 
above) and the expense of any other commercially 
reasonable and justified actions taken in 
connection with such reletting), plus 

(z) any other sums for which the Tenant is liable 
under the provisions of Subsection 16.3.4 (and 
the Tenant hereby waives any and all rights which 
it may have under applicable law, the exercise of 
which would be inconsistent with the foregoing 
provisions of this subsection 16.3.1(d)). 

Notwithstanding the foregoing, Landlord may, upon 
delivery of written notice to Tenant, elect not to relet the 
Premises uoon an Event of Default, in which event, Tenant shall 
be released from any further liability and obligations 
hereunder (including, but not limited to the payment of the 
installments of the Annual Rent and any Additional Rent 
accruing during the remainder of the term of this Lease; and/or 

(e) cure such Event of Default in any other 
manner; and/or 

(f) pursue any combination of such remedies 
and/or any other right or remedy available to the Landlord on 
account of such Event of Default under this Lease and/or at law 
or in equity. 

16.3.2. 	Except as provided in Section 16.3.1(d), 
No such expiration or termination of this Lease, or summary 
dispossession proceedings, abandonment, reletting, bankruptcy, 
re-entry by the Landlord or vacancy, shall relieve the Tenant 
of any of its liabilities and obligations under this Lease 
(whether or not any or all of the Premises are relet), and the 
Tenant shall remain liable to the Landlord for all damages 
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resulting from any Event of Default, including but not limited 
to, any damage resulting from the breach by the Tenant of any 
of its obligations under this Lease to pay Rent and any other 
sums which the Tenant is obligated to pay hereunder. 

16.3.3. 	If any or all of the Premises are relet 
by the Landlord for any or all of the unexpired Term of this 
Lease, the amount of rent r(acPrVP'R upon such reletting shall be 
deemed to be the fair and reasonable rental value for the part 
or the whole of the Premises co relet during the term of the 
reletting. 

16.3.4. On :he occurrence of an Event of 
Default, the Tenant shall, immediately on its receipt of a 
written demand therefor from the Landlord, reimburse the 
Landlord for (a) all expenses (including, by way of example 
rather than of limitation, any ont all repossession costs, 
management expenses, operating __--eases, legal expenses and 
attorneys' fees) incurred h 	landlord (i) in curing or 
seeking to cure any Event of 	iraolt and/or (ii) in exercising 
or seeking to exercise any 	he Landlord's rights and 
remedies under the provisions 	This Lease and/or at law or in 
equity on account of any Even 	..: Default, and/or 
(iii) otherwise arising out 	 Event of Default, and/or 
(iv) (regardless of whether it ttnstitutes an Event of Default) 
in connection with any action, proceeding or matter of the 
types referred to in the provisions of Subsections 16.1.2 and 
16.1.3, plus (b) interest on all such expenses, at the lesser 
of the rate of four percent (4E) ter annum above the prime rate 
of interest charged by Maryland National Bank or any successor 
banking institution from time to time or the highest rate then 
permitted on account thereof by applicable law ("Penalty 
Rate"), all of which expenses and interest shall be Additional 
Rent and shall be payable by the Tenant immediately on demand 
therefor by the Landlord. 

16.3.5. The Tenant hereby expressly waives, so 
far as permitted by law, the service of any notice of intention 
to re-enter provided for in any statute, and except as is 
herein otherwise provided, the Tenant, for itself and all 
persons claiming through or under the Tenant (including any 
leasehold mortgagee or other creditors), also waives any and 
all right of redemption or re-entry or repossession in case the 
Tenant is dispossessed by a judgment or warrant of any court or 
judge or in case of re-entry or repossession by the Landlord or 
in case of any expiration or termination of this Lease. The 
terms "enter," "re-enter,-  "entry" or "re-entry" as used in 
this Lease are not restricted to their technical legal meanings. 

16.3.6. Each party hereto hereby waives any 
right which it may otherwise have at law or in equity to a 
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trial by jury in connection with any suit or proceeding at law 
or in equity brought by the other against the waiving party or 
which otherwise relates to this Lease, as a result of an Event 
of Default or otherwise. 

16.4. Landlord's security interest. 	In addition to 
any lien for rent available to the Landlord, subject to the 
lien of any Leasehold Mortgage, the Landlord shall have, 
subject to the lien of any Leasehold Mortgage and the Tenant 
hereby grants to the Landlord, subject to the lien of any 
Leasehold Mortgage, a continuing security interest for all Rent 
and other sums of money becoming due hereunder from the Tenant, 
upon all of the Tenant's accounts receivable, inventory, 
equipment and all other personal property located on the 
Premises, none of which may be removed from the Premises 
without the Landlord's express, written consent so long as any 
Rent or other such sum from time to time owed to the Landlord 
hereunder remains unpaid or another uncured Event of Default 
has occurred. On the occurrence of an Event of Default, the 
Landlord shall have subject to the lien of any Leasehold 
Mortgage, in addition to any other remedies provided herein or 
by law, all of the rights and remedies afforded to secured 
parties under the provisions of the Uniform Commercial Code, as 
codified in Maryland (hereinafter referred to as "the Code"), 
including by way of example rather than of limitation (a) the 
right to sell the Tenant's said property at public or private 
sale upon ten (10) days' notice to the Tenant, and (b) the 
right to take possession of such property without resort to 
judicial process in accordance with the provisions of Section 
9-503 of the Code. The Tenant shall, on its receipt of a 
written request therefor from the Landlord, execute such 
financing statements and other instruments as are necessary or 
desirable, in the Landlord's judgment, to perfect such security 
interest. 

Section 17. Estoppel certificate; short form. 

17.1. Estoppel certificate. Each party hereto shall, 
at any time and from time to time within thirty (30) days after 
being requested to do so by the other party in writing, 
execute, enseal, acknowledge, and address and deliver to the 
requesting party (or, at the latter's request, to any existing 
or prospective Mortgagee, transferee or other assignee of the 
requesting party's interest in the Property or under this Lease 
which acquires such interest in accordance with the provisions 
of this Lease) a certificate in recordable form, 

17.1.1. certifying (a) that this Lease is 
unmodified and in full force and effect (or, if there has been 
any modification thereof, that it is in full force and effect 
as so modified, stating therein the nature of such 
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modification); (b) that the Tenant has accepted possession of 
the Premises, and the date on which the Term commenced; (c) as 
to the dates to which Annual Rent and any Additional Rent and 
other charges arising hereunder have been paid; (d) as to the 
amount of any prepaid Rent or any credit due to the Tenant 
hereunder; (e) as to whether, to the best of such party's 
knowledge, information and belief, the requesting party is then 
in default in performing anv of its obligations hereunder (and, 
if so, specifying the nature of each such default); and (f) as 
to any other fact or condition reasonably requested by the 
requesting party; and 

17.1.2. 	acknowiecioing and agreeing that any 
statement contained in such Tertlficate may be relied upon by 
the requesting party and any such other addressee. 

17.2. Short form. 	[parties hereto shall, at the 
request of the Landlord, the ".ran_ or any Leasehold Mortgagee, 
execute, enseal, acknowledge ant deliver at any time after the 
Commencement Date, in recordable form, a short form thereof (in 
form and substance satisfactTry cc each party hereto in its 
reasonable judgment) for recorda:ion among the said Land 
Records. Any and all recordat±cn fees and taxes and transfer 
taxes payable upon recordation cr this Lease or short form 
lease shall be paid by Tenant. 

Section 18. Condition 	Title and Premises. 

13.1. For so long as this Lease is in effect, 
Landlord shall not encumber, by way of a fee Mortgage or other 
encumbrance, its reversionary interest in the fee simple estate 
in and to the Premises. 

.2.2. The Landlord hereby warrants and represents 
that 

18.2.1. at the time of the execution and 
delivery of this Lease by the parties hereto and as of the 
Commencement Date, it (a) is the owner of a fee simple estate 
in and to the Premises, subject to the operation and effect of 
only the Permitted Encumbrances, and (b) has the full right, 
power and authority to enter into this Lease and thereby to 
lease the Premises; and 

13.2.2. the Tenant will have quiet and peaceful 
possession of the Premises during the Term so long as all of 
the Tenant's obligations hereunder are timely performed, except 
if and to the extent that such possession is terminated 
pursuant to the provisions of Sections 11 or 12 or any other 
provision of this Lease permitting such termination. 
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18.2.3. the studies, surveys, plans, reports, 
title work, and similar work product itemized and designated on 
Exhibit C hereto (collectively the -Studies"), and which have 
been delivered to Tenant simultaneous with or prior to the 
execution of this Lease, constitute all of the Studies 
concerning the Property of which Landlord has knowledge or 
possession. 

18.2.4. the Landlord has removed from the 
Premises all underground storage tanks found on the Premises in 
accordance with applicable law, and no hazardous substances or 
materials or oil or petroleum products were released in 
connection with such removal. 

18.2.5. 	to the best of Landlord's knowledge, 
except for the previous presence of the underground storage 
tanks on the Land, the Land (and any part thereof) has not been 
used for the production, deposit, generation, transportation, 
storaae, treatment, or disposal of any toxic, dangerous, or 
hazardous substances, waste, debris, or pollutants 
(collectively, "hazardous substances"), including, but not 
limited to, (i) nuclear fuel or waste; (ii) "oil" or "oil, 
petroleum products, and their products" as defined by the 
Maryland Natural Resources Code Ann. §8-1411(a)(3), as amended, 
and the regulations promulgated thereunder; (iii) any 
"hazardous substance" or "hazardous material" as defined in the 
Comprehensive Environmental Response, Compensation and 
Liability Act, 42 U.S.C.A. §9601 et sea., as amended, and the 
regulations promulgated thereunder; and (iv) any "hazardous 
waste" or "controlled hazardous substance" as defined by the 
Resource Conservation and Recovery Act, 42 U.S.C.A. §6901 et  
sea., as amended, and the regulations promulgated thereunder, 
and no such hazardous substances were disposed of on, in or at 
the Land. 

18.3. Nothing in the provisions of this Lease shall 
be deemed to impose upon the Landlord any liability on account 
of any act or failure to act by any person other than the 
Landlord its agents, employees and contractors. 

18.4. Landlord hereby agrees to indemnify, defend, 
and hold Tenant harmless from and against any and all costs, 
expenses, losses, actions, suits, claims, judgments, and other 
liabilities whatsoever (including, but not limited to, 
reasonable attorneys' fees) arising out of or relating to a 
breach of the representations and warranties set forth in 
Subsection 18.2. The foregoing indemnification shall survive 
the expiration or earlier termination of this Lease. 

Section 19. Notices. Any notice, demand, consent, 
approval, request or other communication or document to be 
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provided hereunder to the Landlord or the Tenant (a) shall be 
in writing; (b) shall be deemed to have been provided on the 
earlier of (i) forty-eight (48) hours after having been sent as 
certified or registered mail in the United States mails, 
postage prepaid, return receipt requested, or (2) the next 
business day after having been deposited (in time for delivery 
by such service on such business day) with Federal Express or 
another national courier service, or (3) (if such party's 
receipt thereof is acknowledged in writing) upon having been 
sent by telefax or another means of immediate electronic 
communication, in each case to the address of such party set 
forth hereinabove or to such other address in the United States 
of America as such party may desicnate from time to time to 
each other party hereto, or (ii) 	if such party's receipt 
thereof is acknowledged in writing) its having been given by 
hand or other actual delivery to such party; and (c) (i) if 
provided to the Landlord, shall also be provided to County 
Attorney, Anne Arundel County Cffice of Law, Arundel Center, 44 
Calvert St., P.O. Box 2700, Annacolis, MD 21404, or (ii) if 
provided to the Tenant, shall also be provided to its attorney, 
M. Lucinda Motsko Esquire ( whose address is 1800 Mercantile 
Bank & Trust Building, 2 Hopkins Plaza, Baltimore, Maryland 
21201). 

Section 20. Subdivision 

20.1 Landlord to Subdivide. Landlord agrees to 
subdivide the Land from the remainders of those tracts of real 
property to be retained by Landlord as shown on Exhibit A 
("Landlord's Remainder"), by recording in the Land Records of 
Anne Arundel County a subdivision plat creating lines of 
division substantially as shown on Exhibit A. In connection 
therewith, the Landlord shall arrange to have the Land 
designated as a separate parcel for purposes of real property 
taxation. 

20.2 Easements. The Landlord shall grant to Tenant 
for the benefit of the Land such easements over Landlord's 
Remainder as may reasonably be necessary for the development 
and use of the Land and Premises as described herein. 

Section 21. General. 

21.1. Effectiveness. This Lease shall become 
effective on and only on its execution and delivery by each 
party hereto. 

21.2. Complete understanding. This Lease represents 
the complete understanding between the parties hereto as to the 
subject matter hereof, the Premises, the Building, the rest of 
the Improvements, the Building Service Equipment, or the rest 

— d0 — 



of the Property, and the rights and obligations of the parties 
hereto as to the same, and supersedes all prior negotiations, 
representations, guaranties, warranties, promises, statements 
or agreements, either written or oral, between the parties 
hereto as to the same. No inducements, representations, 
understandings or agreements have been made or relied upon in 
the making of this Lease, except those specifically set forth 
in the provisions of this Lease. Neither party hereto has any 
right to rely on any other prior or contemporaneous 
representation made by anyone concerning this Lease which is 
not set forth herein. 

21.3. Amendment. This Lease may be amended by and 
only by an instrument executed and delivered by each party 
hereto. 

21.4. Waiver. No party hereto shall be deemed to 
have waived the exercise of any right which it holds hereunder 
unless such waiver is made expressly and in writing (and, 
without limiting the generality of the foregoing, no delay or 
omission by any party hereto in exercising any such right shall 
be deemed a waiver of its future exercise). No such waiver 
made in any instance involving the exercise of any such right 
shall be deemed a waiver as to any other such instance, or any 
other such right. Without limiting the generality of the 
foregoing, no action taken or not taken by the Landlord under 
the provisions of this Section or any other provision of this 
Lease (including, by way of example rather than of limitation, 
the Landlord's acceptance of the payment of Rent after the 
occurrence of any Event of Default) shall operate as a waiver 
of any right to be paid a late charge or of any other right or 
remedy which the Landlord would otherwise have against the 
Tenant on account of such Event of Default under the provisions 
of this Lease or applicable law (the Tenant hereby 
acknowledging that, in the interest of maintenance of good 
relations between the Landlord and the Tenant, there may be 
instances in which the Landlord chooses not immediately to 
exercise some or all of its rights on the occurrence of an 
Event of Default). 

21.5. Applicable law. This Lease shall be given 
effect and construed by application of the law of Maryland, and 
any action or proceeding arising hereunder shall be brought in 
the courts of Maryland; provided, that if any such action or 
proceeding arises under the Constitution, laws or treaties of 
the United States of America, or if there is a diversity of 
citizenship between the parties thereto, so that it is to be 
brought in a United States District Court, it shall be brought 
in the United States District Court for the District of 
Maryland or any successor federal court having original 
jurisdiction. 
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21.6. Time of essence. Time shall be of the essence 
of this Lease. 

21.7. Headings. The headings of the Sections, 
subsections, paragraphs and subparagraphs hereof are provided 
herein for and only for convenience of reference, and shall not 
be considered in construing their contents. 

21.8. Construction. As used herein, all references 
made (a) in the neuter, masculine or feminine gender shall be 
deemed to have been made in all such genders, (b) in the 
singular or plural number shall be deemed to have been made, 
respectively, in the plural or singular number as well, and (c) 
to any Section, subsection, paragraph or subparagraph shall be 
deemed, unless otherwise expressly indicated, to have been made 
to such Section, subsection, paragraph or subparagraph of this 
Lease. 

21.9. Exhibits.  Each writing or plat referred to 
herein as being attached hereto as an exhibit or otherwise 
designated herein as an exhibit hereto is hereby made a part 
hereof. 

21.10. Severability. No determination by any court, 
governmental or administration body or agency or otherwise that 
any provision of this Lease or any amendment hereof is invalid 
or unenforceable in any instance shall affect the validity or 
enforceability of (a) any other such provision, or (b) such 
provision in any circumstance not controlled by such 
determination. Each such provision shall remain valid and 
enforceable to the fullest extent allowed by, and shall be 
construed wherever possible as being consistent with, 
applicable law. 

21.11. Disclaimer of partnership status. Nothing in 
the provisions of this Lease shall be deemed in any way to 
create between the parties hereto any relationship of 
partnership, joint venture or association, and the parties 
hereto hereby disclaim the existence of any such relationship. 

21.12. Commissions. Each party hereto hereby 
represents and warrants to the other that, in connection with 
the leasing of the Premises hereunder, the party so 
representing and warranting has not dealt with any real estate 
broker, agent or finder, and there is no commission, charge or 
other compensation due on account thereof. Each party hereto 
shall defend, indemnify and hold harmless the other against and 
from any liability, claim of liability or expense arising out 
of any inaccuracy in such party's representation. 
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21.13. 	Temporary Easement Benefittiaq the Premises. 

	

21.13.1 	Landlord hereby grants and conveys to 
Tenant and Tenant's successors and assigns, for the benefit of 
the Premises, a non-exclusive, temporary, 25 foot wide 
construction easement for pedestrian and vehicular access, 
ingress and egress to and from the Premises. The easement 
shall be located in approximately the area of the existing 
roadway on the Landlord's Remainder shown on Exhibit A, as a 
"20 foot wide right-of-way" extending from the Premises in a 
southerly direction to Riva Road, plus sufficient additional 
area along the existing road to make a 25 foot wide easement on 
Landlord's Remainder (herein the "Easement Area"). Tenant 
shall be entitled to enter on the Easement Area to improve it 
with a temporary roadway, at the discretion of Tenant, and to 
maintain, repair, or replace the same from time to time as 
Tenant deems necessary. Tenant may permit use of the road by 
Tenant's employees, agents, contractors, visitors, and other 
invitees. This easement shall terminate without any further 
act of the parties upon the final completion of the 
improvements to the Premises to be made pursuant to Section 8 
hereof. 

	

21.13.2 	Landlord covenants that any conveyance 
by Landlord of the Landlord's Remainder or any lien granted or 
established thereon before this easement terminates shall 
expressly be made subject to the foregoing temporary 
construction easement, and that prior to any such conveyance or 
grant, Landlord shall execute, acknowledge, and record in the 
Land Records of Anne Arundel County an easement in form and 
substance reasonably acceptable to Tenant and incorporating the 
provisions of this Section. 
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Section 22. Contingencies. 

22.1. The Commencement Date of this Lease and 
Tenant's obligations hereunder are contingent upon the 
following (collectively, the "Contingencies"): 

22.1.1. Tenant obtaining a Certificate of Need 
or exemption therefrom issued by the Maryland Health Resources 
Planning Commission. 

22.1.2. The execution of one or more Memoranda 
of Understanding between the parties hereto that define, among 
other things, all services to be provided Tenant by Landlord 
for the development and/or operation of the Project and the 
release of Landlord's Contribution described in subsection 
8.1.4. 

22.1.3. Tenant's receipt and evaluation of all 
soils reports, wetlands reports, environment assessment 
reports, title reports and the like, deemed reasonably 
necessary by Tenant to evaluate the feasibility of development 
of the Property, and which indicate to Tenant's reasonable 
satisfaction, that the Land may be developed in accordance with 
normal construction methods and without extraordinary expense 
so that the final cost of development as contemplated by the 
parties will not exceed $4,500,000 and will permit the Tenant 
to construct and operate the Project in a financially viable 
manner. 

22.1.4. Tenant's acquisition of all private or 
governmental licenses, permits, waivers, consents, approvals, 
easements and the like, which are necessary for the development 
and operation of the Project, including, but not limited to, 
waivers of certain on-site parking requirements and a parking 
and ingress/egress easement from the adjoining property 
owner(s). 

22.1.5. Landlord's subdivision of the Land as 
described in Section 20 hereof. 

22.2. If any one or all of the Contingencies set 
forth in Subsection 22.1 are not satisfied on or before April 
1, 1991, then Tenant may, by written notice to Landlord given 
on or before April 1, 1991, either opt to extend the April 1, 
1991 deadline to December 31, 1991, terminate this Lease or 
waive any unfulfilled contingency. If Tenant extends the 
contingency period and the contingencies are not fulfilled by 
December 31, 1991, this Lease shall automatically terminate 
unless Tenant gives written notice to Landlord on or before 
December 31, 1991 that Tenant is waiving the unfulfilled 
Contingencies. 
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22.3. Upon satisfaction of all of the Contingencies, 
Tenant shall notify Landlord in writing of the date on which 
the Contingencies have been fulfilled and shall specify the 
first day of the first month commencing after the satisfaction 
of the Contingencies as the Commencement Date. 

Section 23. Termination. Tenant shall have the right 
to terminate this Lease with six (6) months prior written 
notice to Landlord, and with the prior written consent of the 
Leasehold Mortgagee, if any, if notwithstanding the exercise of 
Tenant's reasonable and diligent efforts: 

23.1. Tenant is unable to obtain, if needed, 
financing for the construction of the Project on terms 
reasonably acceptable to Tenant, which financing (when added to 
the Landlord's Contribution and any government grant) is 
sufficient in amount to fund the construction of the building 
and Tenant-owned improvements, fixtures and equipment related 
thereto; 

23.2. at any time after the third anniversary of the 
Commencement Date, the operation of the Project generates net 
operating losses in excess of $100,000 in any year. The County 
shall be entitled to cause an audit of the Project's account in 
the event that Tenant intends to terminate this Lease on the 
basis of net operating losses. 

provided, however that Tenant may not exercise a right to 
terminate under Section 23.1 once Tenant has commenced 
excavation of the Land for construction of the improvements. 

IN WITNESS WHEREOF, each party hereto has executed and 
ensealed this Lease or caused it to be executed and ensealed on 
its behalf by its duly authorized representatives, the day and 
year first above written. 

WITNESS or ATTEST: 	 ANNE ARUNDEL COUNTY 

	 (SEAL) 

Landlord 
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WITNESS or ATTEST: ANNE ARUNDEL GENERAL 
TREATMENT SERVICES, INC., a 
corporation organized and 
existing under the law of 
Marylan

6

d, 

4/24an/  by 

Tenant 

(SEAL) 

STATE OF MARYLAND: COUNTY OF 	 : TO WIT: 

	

I HEREBY CERTIFY that on this 	 of )  
1990, before me, a Notary Public for the state_and county 
aforesaid, personally appearedUc)_,..t-c--21, A.4L..rek  
known to me or satisfactorily proven to be the person whose 
name is subscribed to the foregoing Ground Lease, who 
acknowledged_\that he is the 	\-2-\  O 	of Anne Arundel 
County, a 	  organized and existing under the law 
of  -1\'\-\(k., 	, that he has been duly authorized to execute, 
and has executed, such instrument on its behalf for the 
purposes therein set forth, and that the same is its act and 
deed. 

IN WITNESS WHEREOF, I have set may hand and Notarial 
Seal, the day and year first above written. 

g%I.) 	(1-; 	A iv P‘  
Notary Public 

-\ C My commission expires on 	CA _ y7L_  
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STATE OF MARYLAND: COUNTY OF ,.<1:,„ GSA 	: TO WIT: 

I HEREBY CERTIFY that on this So cr  day of  /(,),--L-e,..c"“,  
1990, before me, a Notary Public for the state and county 
aforesaid, personally appeared 	('.),-L (1 t.L.,‘,“. 	, known 
to me or satisfactorily proven to be the person whose name is 
subscribed to the foregoing Ground Lease, who acknowledged that 
he is the President of Anne Arundel General Treatment Services, 
Inc., a corporation organized and existing under the law of 
Maryland, that he has been duly authorized to execute, and has 
executed, such instrument on its behalf for the purposes 
therein set forth, and that the same is its act and deed. 

IN WITNESS WHEREOF, I have set may hand and Notarial 
Seal, the day and year first above written. 

Notary Public 

My commission expires on  7//*!  
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GROUND LEASE 

by and between 

ANNE ARUNDEL COUNTY, MARYLAND 

and 

ANNE ARUNDEL GENERAL TREATMENT SERVICES, INC. 

EXHIBIT A  

Description of the Land  

ALL OF THAT LAND in Anne Arundel County, Maryland, 
which is shaded on the attached plat and described on the 
attached description. 
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ANNE ARUNDEL COUNTY 

LIBER 2646 FOLIO 283 

Beginning for the same at a point where the third or North 

21 degrees 18 minutes 18 seconds West 2057,39 foot line of that 

parcel of land which by deed dated December 20, 1973 was granted 

and conveyed by James H. Moshovitis to Anne Arundel County, and 

recorded among the Land Records of Anne Arundel County, 

Maryland, in Liber 2646 Folio 283, intersects the Southernmost 

boundary of Broad Creek Storage Tank Site, thence leaving said 

third line and binding on a part of said Southernmost boundary 

North 85 degrees 29 minutes 22 seconds East 382.56 feet to a 

point, thence leaving said Southernmost boundary of said tank 

site South 38 degrees 13-minutes 35 seconds East 173.14 feet, 

passing over the beginning of the eleventh line of the parcel of 

land described in the deed mentioned above, to a point marking 

the end of said eleventh line, thence running with and binding 

on the twelfth line of the deed mentioned above North 51 degrees 

46 minutes 25 seconds East 50.00 feet to a point on the 

Southeast side of Harry S. Truman Parkway, 80 foot wide 

Right-of-Way, said point also being the beginning of the 

thirteenth or South 38 degrees 13 minutes 35 seconds East 728.56 

foot line of that parcel of land described in the deed mentioned 

above, thence binding on said side of said parkway and binding 

on a part of said thirteenth line South 38 degrees 13 minutes 35 

seconds East 558,76 feet to a point, thence leaving said side of 

said parkway and running through said parcel of land described 

in the deed'mentioned above the following four courses and 

distances Viz: 	South 51 degrees 46 minutes 25 seconds West 

75.00 feet, South 14 degrees 19 minutes 09 seconds EaSt 172.69 

feet, South 52 degrees 36 minutes 49 seconds West 223.87 feet 

and South 67 degrees 32 minutes 51 seconds West 24.19 feet to 

intersect the first or South 22 degrees 24 minutes, 36 seconds 



East 443.00 foot line of that parcel of land which by deed dated 

December 20, 1973 was granted and conveyed by James H. 

Moshovitis to the Board of Education of Anne Arundel County and 

recorded among the Land Records of Anne Arundel County, 

Maryland, in Liber 2646 Folio 279, thence binding on a part of 

said first line reversely North 22 degrees 24 minutes 36 seconds 

West 274.49 feet to a point marking the beginning thereof, said 

point being marked P.O.B. and shown on plat No. 16030-D dated 

March 1974 entitled 'Boundary Survey Broad Creek Park" and kept 

on file at the Department of Public Works of Anne Arundel 

County, Maryland, thence binding on the fifth, sixth and seventh 

lines of said parcel of land described in the deed secondly 

mentioned above, reversely, South 67 degrees 35 minutes 24 

seconds West 141.96 feet,-North 20 degrees 34 minutes 35 seconds 

West 131.17 feet and North 73 degrees 23 minutes 08 seconds West 

189.52 feet to a point in . the said third line of that parcel of 

land described in the deed firstly mentioned above, thence 

running with and binding on a part of said third line North 21 

degrees 18 minutes 18 seconds West 532.59 feet to the point of 

beginning. 

Containing in all 9.079 acres of land more or less. All as 

shown on a plat prepared by The Department of Public Works of 

Anne Arundel County, Maryland, dated September 1990 entitled 

"Pathways - Alternate Drug Treatment Center" attached hereto and 

recorded herewith. 

Being a part of the property conveyed to Anne Arundel 

County, Maryland, by deed dated December 20, 1973 and recorded 

among the Land Records of. Anne Arundel. County, Maryland, in 

Liber 2646 Folio 283. 
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GROUND LEASE  

by and between 

ANNE ARUNDEL COUNTY 

and 

ANNE ARUNDEL GENERAL TREATMENT SERVICES, INC. 

EXHIBIT B  

Schedule of certain Permitted Encumbrances  

NONE 
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GROUND LEASE 

by and between 

ANNE ARUNDEL COUNTY, MARYLAND 

and 

ANNE ARUNDEL GENERAL TREATMENT SERVICES, INC. 

EXHIBIT C  

Landlord's Studies  

Wetlands determination 
Forested Areas determination 
Floodplain analysis 
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MASTER MEMORANDUM OF UNDERSTANDING 

WHEREAS, Anne Arundel Treatment Services, Inc. (hereinafter 

referred to as the "Hospital") and Anne Arundel County, 

Maryland (hereinafter referred to as the "County") have 

expended significant energy to establish a residential 

adolescent and young adult substance abuse treatment 

facility in Anne Arundel County (hereinafter referred to as 

the "facility"); and 

WHEREAS, in furtherance of this effort County departments and the 

Hospital have executed various memoranda of understanding; 

and 

WHEREAS, the County and the Hospital wish to execute a Master 

Memorandum of Understanding to provide affirmation regarding 

the interrelation of existing memoranda of understanding and 

the direction of future accommodations necessary to secure 

the success of the facility. 

NOW THEREFORE, it is hereby affirmed as follows: 

1. The County agrees to contribute to the project the 

$2,000,000 appropriated in the FY91 budget in accordance with the 

Financial Memorandum of Understanding. That Memorandum 

delineates a procedure to expedite the distribution of these 

funds. 

2. Provisions for support services by the County Health 

Department are delineated in the Memorandum of Understanding 

executed by the Health Department and the Hospital. 

3. A Land Lease with a 30 year term and rent of One Dollar 
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($1.00) per year will be executed by the parties for land titled 

to the County which is located near the junction of Riva Road and 

Harry Truman Parkway. The Land Lease will provide for three 10-

year renewals. A conservative appraisal of the property 

establishes a Two Hundred Thousand Dollar ($200,000) per acre 

value which should provide a sufficient base for meeting the 

matching fund requirements delineated at Chapter 242 of the Acts 

of 1990 which is known as the Anne Arundel Treatment Services, 

Inc. Loan of 1990. 

4. The Hospital agrees to commit the personnel necessary 

to plan, design, and operate a state of the art program 

consisting of residential assessment and rehabilitation, and 

outpatient support for adolescents and young adults. The 

Hospital will admit Anne Arundel County residents to the facility 

regardless of their ability to pay and will make special 

accommodations for gray area/indigent patients. 

5. The Board of Education will be responsible for 

providing adequate educational services to eligible patients 

consistent with the demands of therapy. The Hospital and the 

Board of Education are engaged in efforts to finalize a 

memorandum of understanding that describes the particulars of 

this program. The Memorandum will also describe the easement 

through the Board's property to the facility and the manner by 

which patients will access Board recreational or camping 

facilities. 
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6.. The County Department of Recreation and Paks will make 

available to patients of the facility recreational facilities and 

will coordinate with the facility recreational programs for 

patients. 

7. 	The County and the Hospital are committed to providing 

egress for the facility, the Heritage Office Plaza, and the Board 

of Education through the Connector Road project. The design • 

phase of this project is being completed and efforts to secure 

continued funding will be pursued. 

ANNE ARUNDEL COUNTY, MARYLAND 	ANNE ARUNDEL GENERAL 
TREATMENT SERVICES, INC. 

By: 	  
Carl A. Brunetto, //,ra7m 
President 



Carl A. Brunetto, 
President 

Date /7--31-9.° 

MEMORANDUM OF UNDERSTANDING 

The Health Department of Anne Arundel County and Anne Arundel 
General Treatment Services, Inc. (hereinafter referred to as 
"Pathways") agree that: 

1 - Two and a half full time equivalent Open Door 
Addiction Counselors will be housed at Pathways. 

2 - The services rendered by these Open Door 
counselors will be consistent with the current services 
provided by Open Door. 

3 - Supervision of these personnel rendering services 
at Pathways will be under the auspices of the Health 
Department. 

4 - Assigned Open Door personnel will be part of a 
multidisciplinary outpatient team at Pathways and actively 
involved in collaborative working relationships with regard 
to case management/assignment, enforcing patient rules and 
guidelines, and overall program direction. 

5 - Further consultation and collaborative meetings 
between Open Door and Pathways will take place in regularly 
scheduled meetings to further elaborate these aspects of the 
interaction. 

6 - These consultative and collaborative meetings will 
evolve more detailed working descriptions of the relationship 
between the parties. 

DEPARTMENT OF HEALTH 	 ANNE ARUNDEL GENERAL 
ANNE ARUNDEL COUNTY

/K
- 	 TREATMENT SERVICES, INC.. 

MARYLAND 

	

	 (Pathways Treatment Center) 
• 

By 	  
Thomas C. Andrews, 
Health Officer 

Date 	7/4//th  



PEED OF EASEMENT 

This DEED OF EASEMENT made this 	day'of 	 , 1991 by 

Anne Arundel County Maryland ("Grantor") to and for the benefit of Anne 

Arundel General Treatment Services, Inc., ("Grantee"). 

HHEREAS, Grantor has, prior hereto, recorded the Plat attached 

hereto as Exhibit A  in the Plat Records of Anne Arundel County; and 

HHEREAS, Grantor is the owner of the parcel of land designated on 

Exhibit A  as "Remainder" (hereinafter the "Remainder Property"); and 

HHEREAS, Anne Arundel General Treatment Services, Inc. desires to 

develop a treatment facility on the property designated on Exhibit A  as the 

"Leased Parcel" (hereinafter, the "Leased Parcel") and requires an easement 

for access, ingress and egress to and from the Leased Parcel in connection 

with the development and use of the facility, and Grantor supports the 

development of the facility and is willing to grant the access easement 

reserving the right, described herein, to relocate the access easement under 

the terms stated herein. 

NOH, THEREFORE, in consideration of the foregoing, and $10 paid in 

hand, the receipt and sufficiency of which are hereby acknowledged, the 

Grantor hereby grants, conveys, and assigns to Grantee, it successors and 

assigns, an easement for pedestrian and vehicular access, ingress and egress 

over the Remainder Property in the location designated.on Exhibit  A as "95' 

Temporary Ingress and Egress & Parking Easement," ("herein the Easement"). 

SUBJECT, however, to the reservation by Grantor of the right to 

relocate the Easement if required by Grantor in its use and development of 

the ReMainder Parcel so long as the replacement location (herein "relocation 

area"). does not unreasonably interfere with Grantee's operations on the 



Leased Parcel. Before exercising the foregoing right of relocation, Grantor 

agrees to (i) promptly inform Grantee of any plans of Grantor to relocate 

the Easement, and of any material change in such plans; (ii) provide Grantee 

and its agents and engineers with information and drawings for any proposed 

relocation before the same are finalized; (iii) allow Grantee the 

opportunity to comment on the plans for the revised location, (which 

comments must be submitted to Grantor within 15 days of submission of plans 

to Grantee); and (iv) take Grantee's comments into consideration when 

formulating the final plan. The relocation area and any road to be 

constructed therein shall be designed in compliance with good traffic 

engineering standards. The Grantor shall be entitled to construct a new 

road in the relocation area at its cost and expense and Grantee shall be 

entitled to continue to use the original Easement for access, ingress and 

egress until construction of the replacement access in the relocation area 

is complete. 

This Easement shall be binding on Grantor and its heirs and assigns 

and shall benefit Grantee its successors and assigns, and any future owner 

of the Leased Parcel, and their heirs, successors and assigns. 

IN HITNESS whereof, the Grantor has executed this Deed of Easement, 

under seal, the day and year first above written. 

Approved for form and legal 
sufficiency 

Approved and Accepted this 	day 
of 	 , 1991 

 

Anne Arundel County, Maryland.  
Hitness: 

By: 	  
Robert Neall, 
County Executive 

—2- 
5216/BLURE 



STATE OF MARYLAND 
COUNTY OF ANNE ARUNDEL 

On this 	day of 	 , 1991, before me, the 
undersigned officer, personally appeared 	 , of the State and 
County aforesaid, known to me (or satisfactorily proven) to be the person 
described in the foregoing instrument, and acknowledged that he executed the 
same in the capacity therein stated and for the purposes therein contained, 

In witness whereof I hereunto set my hand and official seal. 

Notary Public 

My Commission Expires: 

I HEREBY CERTIFY, that I am an attorney admitted to practice before 
the Court of Appeals of Maryland and that the within instrument was prepared 
by me or under my supervi ion. 

3
da 	

///i'j//  
Motsko 	 Date 

-3- 
5216/BLURS 



MEMORANDUM OF UNDERSTANDING 

This Memorandum of Understanding (hereinafter referred to as 

"Memorandum") is made and entered into this 29th day of November, 

1990, by and between Anne Arundel County, Maryland (hereinafter 

referred to as "County") and Anne Arundel General Treatment 

Services, Inc. (hereinafter referred to as "Pathways"). 

WHEREAS, Pathways is a private, not-for-profit corporation 

organized under the laws of the State of Maryland for purposes of 

providing substance abuse treatment and related services with its 

principal place of business at Harry S. Truman Parkway and Riva 

Road, Annapolis, Maryland 21401. 

WHEREAS, funds in the aggregate amount of $2,000,000.00 have 

been appropriated in the budget of Anne Arundel County for FY 

1991 for the construction of a substance abuse treatment center 

for the citizens of the County and other regions; 

WHEREAS, Pathways proposes to construct and operate the 

substance abuse treatment center desired by the County; and 

WHEREAS, the County requires Pathways to provide certain 

information as a condition of disbursing these funds on behalf of 

Pathways; 

NOW, THEREFORE, the following procedure shall control the 

disbursement of the appropriated funds: 

1. 	Commencing July 1, 1990, Pathways may submit to the 

County requests for disbursement of the allocated $2,000,000.00. 

1 



2. 	Disbursements may only be made.for expenditures 

incurred after July 1, 1990 and for expenditures which are 

subject to contracts that have been approved by the Board of 

Public Works. 

3.  

than once 

4.  

signature  

Requests for disbursement shall not be submitted more 

in any two-week period. 

Pathways shall present to the County the authorized 

and title of the person(s) authorized to request the 

aforedescribed disbursements. 

	

5. 	Requests for disbursement shall include the following 

supporting documentation: 

a. where the request is for direct payment to a 

vendor, copies of invoices required to be paid by Pathways; or 

b. where the request is for payment to Pathways or an 

affiliated corporate entity as reimbursement for payments made to 

a vendor on behalf of Pathways, copies of paid invoices. 

	

6. 	Requests for disbursement shall be made by personal 

delivery to the Office of Finance or by certified mail, return 

receipt to the Assistant Comptroller, Office of Finance, Room 

302, Arundel Center, 44 Calvert Street,. Annapolis, Maryland 

21404. 

	

7. 	Upon receipt of the supporting documentation described 

in paragraph 5, the County shall promptly determine the propriety 

of the expenditures and, if appropriate, shall disburse the funds 

either directly to a vendor, to Pathways, or to an affiliated 

corporate entity, as requested by Pathways. 

2 



8. 	Disbursements shall be made within three working days 

of approval by the County. 

9. 	The parties understand and acknowledge that Pathways is 

neither an agency nor instrument of the County and that this 

Memorandum does not make the County the guarantor, indemnitor, or 

insurer of any debt or other obligation now existing or which may 

arise in the future. 

Anne Arundel General Treatment 
Services, Inc. 

By:  //  
Witness 	 DeLany Faw s 

Secretary-Treasurer 

Anne Arundel County 
Office of Finance 

,7/t4L'SegUC(1,064e 

/ L.ayto_-(  
Witness 

By: 

   

   

(6"o epi Burrows 
mptroller 

3 
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PROJECT SUMMARY

DESCRIPTION
REQUIRED

20,000 SQ. FT.
4 STORY MAX. (6 STORY W/ INCENTIVES)
0.4 MAX. / 0.5 W/ INCENTIVES

10'
10'
100'
80% OF GROSS AREA - C2 ZONE
75% MAX. / 81.25% W/ INCENTIVES - PGMA

25% MIN. OF GROSS AREA

MINIMUM LOT SIZE .....
MAX. BUILDING HEIGHT .....
FLOOR AREA RATIO .....

SETBACKS:
- SIDE .....
- REAR .....
MINIMUM LOT DEPTH .....
MAX. LOT COVERAGE (STRUCTURES & PARKING) .....

OPEN AREA .....

C2 ZONING (COMMERCIAL OFFICE DISTRICT - ARTICLE 18-5-301) - PERIPHERY
CLASSIFICATION, RIVA NORTH / GOVERNMENT PARK SUB-AREA OF THE PGMA

SITE LEGEND
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X X X
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EXISTING ZONING BOUNDARY

EXISTING ZONING DESIGNATION

EXISTING GUARDRAIL

EXISTING NON-TIDAL WETLANDS & 25' BUFFER

EXISTING RIPRAP

EXISTING EASEMENT

EXISTING SPECIMEN TREE W/ CRITICAL ROOT ZONE

EXISTING SPECIMEN TREE TO BE REMOVED

EXISTING STREAM AND STREAM BUFFER

EXISTING STEEP SLOPES 15% TO 25%

EXISTING STEEP SLOPES GREATER THAN 25%

EXISTING STEEP SLOPES BUFFER

W W W

WB WB WB

G G G

CRZ

CR
Z

SB SB SB

BUFFER BUFFER

PROPOSED
MICRO-BIORETENTION

FACILITIES

PROPOSED FREESTANDING
MENTAL HEALTH FACILITY -
3 STORIES (16 BEDS)

PROPOSED STEP POOL STORM
CONVEYANCE SYSTEM

PROPOSED COUNTY
PRODUCTION WELL
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Above No. 
Average 3 Average r 

SEGREGATED COST FORM 
For subscribers using the MARSHALL VALUATION SERVICE Segregated Cost Method 

9.  
10.  
11.  
12.  
13.  
14.  
15, 
16.  
17.  
18.  
19.  

20.  

21.  
22.  

23.  
24.  
25.  

26.  

Subscriber making survey ate 	ifo  Name of Building 4144,Mt,- 
Located at ttigh, 9.0.14451  4,140.Xj Owner Setc€A4.,nt 
Occupancy 	  Section roa. Section 11 Section 111 

Building class and quality 	 
No. of stories & height per story 

Cls. 	A Dual. CrOL)C0 Cls. Qual. CIs, Qual.  
No. 	4 Ht. Vti-On  No. Ht. No. Ht. 

Age and condition 	 Age Cond. Age Cond. Age Cond. 

COST RANGE RATING NUMBERS 

Low  No 
1 

1.  
2.  
3.  
4.  
5.  

6.  
7. Region: Western 	Central 	Eastern ‘6* 

8. Climate: Mild 	Moderate 	Extreme r,  
UNIT COSTS 

FLOOR AREA COSTS 
Excavation: 

NO. SECTION I NO. SECTION II NO. SECTION III 

Foundation: stv, cm", 
Frame: 	s'aa' 0104.4. 4 r j  
Floor Structure: so; °oaf_ it. ot  
Floor Cover: =Au cm,tac 1, Sar 
Ceiling: 	cpw 	easetz... '"O Ca, 
Interior Construction: '5011 
Plumbing: 	swe:  
Sprinklers: 
Heating, Cooling, Ventilating: 5,,, 	- 	ci,Lc 4,.12.1 
Electrical: 	%lett   

Total floor area unit costs; move to line 27 inap 

WALL COSTS 
Exterior Walls: 	 Move to line 28 ref F70 
Wall Ornamentation: 	 Move to line 29 

ROOF COSTS 
Root Structure: 
Root Cover: 4. IV 414 
Trusses: 2.4 

Total roof unit costs; move to line 30 

FINAL CALCULATIONS 
Irem 

line 
SECTION I SECTION II SECTION III 

UNIT COST x AREA= TOTAL COST UNIT COST x AREA = TOTAL COST UNIT COST x AREA a TOTAL COST 

20 XV9Vist 41,. VIA '6112 , x x 	= 
21 3.24: 30t  2 	x 	- x 	= x 	= 
22 X 	= x 	a x 	= 

26  k cteD X  ten= 	Ail 'VA , x 	= x 

loner 	  

39, p. 2) 	 
(Sec. 99, p. 3) 	 
9, pp. 5 - 10) 	 
x Ln. 36 x Ln. 36) 	 

(Ln. 38 + LJ1. 39) 	 

n 97) 	  
Ln. 41 x Ln. 40) 	 
Ln. 40 -141. 42) 	 

to (..Afro Lot, 
X X X 

1..04 
4,04 
I • 0‘ 
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27. Floor Area Costs ... 
28. Exterior Wails 	 
29. Wall Ornamentation 
30. Roof 	  

31. Section Subtotals . 
32. Number of Stories Mul 
33. Section Totals 	 
34. Architects' Fees (Sec 	 
35. Current Cost Multiplier 
36. Local Multiplier (Sec. 
37. Final Multiplier (Ln. 34 
38. Line 37 x Line 33 	 
39. LUMP SUMS (Line 45) 
40. REPLACEMENT COST 
41. Depreciation % (Sectio 
42. Depreciation Amount ( 
43. DEPRECIATED COST 

4 
44. Replacement Cost:  kini 

FORM 101.1 (Seg. Cost) 

TOTAL OF ALL SECTIONS 
Depreciated Cost: 	  Insurable Value: 

See back of form for drawings, area and Insurable value calculations. 	Printed in USA. 2012 



SECTION I SECTION II 	SECTION III Insurance Exclusions (Section 96) 

44. Replacement or Depreciated Cost (Line 40 or 43) 	  
45. Demolition, Debris Removal % 	  

46. Added Amount (Line 47 x Line 46) 	  

47. Basement Excavation 	  

48. Foundation Below Ground 	  
49. Piping Below Ground 	  
50. Architects' Plans and Specifications 	  

51. Total % of Exclusions (Lines 49 through 52) 	  

52. Excluded Amount (Line 53 x Line 46) 	  

53. Insurable Value (Line 46 + Line 48 — Line 54) 	  

Notes: 

Calculations: 

Tr%Aut. 	t•-ca.a01-1.-r 
1.)Stz.D svkausi Hicoso- 

Lump Sum (Elevators, Storefronts, etc.): 

srn-ta-e. 	Ct.) 
-171LA141-CA-7  

lutttastuAndi) 
	

350, CLAt 
cakinkis.sic-thaect 	 111S4  tCU 

45. total lump sum cost; move lo Line 39 

FORM 101.1 (Seg. Cost) 
2012 — Copies of this form may be purchased from Marshall & SwIftlBoeckh, LLC, 777 S. Figueroa St., 12th Floor, Los Angeles, CA 90017 



DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
Suite 216, The Public Ledger Building 
150 S. Independence Mall, West 
Philadelphia, PA 19106-3413 

Northeast Consortium/ Division of Survey & Certification 

Wirlattfor MINOIAT MANOIVASYNCE 

October 2, 2015 

Ms. Victoria Bayless, Administrator 
Anne Arundel Medical Center 
2001 Medical Parkway 
Annapolis, MD 21401 

Dear Ms. Bayless: 

Re: CMS Certification Number: 210023 

IMPORTANT NOTICE - PLEASE READ CAREFULLY 

Based on the results of the Maryland Office Of Health Care Quality survey that ended on 
June 1, 2015, we find that Anne Arundel Medical Center is now in compliance with all of 
the Medicare conditions of participation. 

Anne Arundel Medical Center can again be recognized as meeting Medicare requirements by 
virtue of its accreditation by the Joint Commission (JC). The hospital's "deemed status" has 
been restored as of the date of this letter. 

We appreciate your efforts and the steps taken to correct the Medicare deficiencies cited by 
the Maryland Office Of Health Care Quality. We thank you for your cooperation, and look 
forward to working with you on a continuing basis in the administration of the Medicare 
program. 

Sincerely, 

Odi 
Pat McNeal McNeal 
Principal State Representative 
Certification and Enforcement Branch 



DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
Philadelphia Regional Office 
Suite 216, The Public Ledger Building 
150 S. Independence Mall, West 
Philadelphia. PA 19106-3413 

Northeast Division of Survey & Certification 

(114311e, Ft)a Mt DICA)11. 4 ME tit{ ,Ill St at 1 7 

July 9, 2013 

Ms. Victoria Bayless, Administrator 
Anne Arundel Medical Center 
2001 Medical Parkway 
Annapolis, MD 21401 

Dear Ms Bayless: 

Re: CMS Certification Number: 210023 

IMPORTANT NOTICE - PLEASE READ CAREFULLY 

Based on the results of the Maryland Office of Health Care Quality survey that ended on July 
2, 2013 , we find that Anne Arundel Medical Center is now in compliance with all of the 
Medicare Conditions of Participation. 

Anne Arundel Medical Center can again be recognized as meeting Medicare requirements by 
virtue of its accreditation by the Joint Commission (JC). The hospital's "deemed status" has 
been restored as of the date of this letter. 

We appreciate your efforts and the steps taken to correct the Medicare deficiencies cited by 
the Maryland Office of Health Care Quality. We thank you for your cooperation, and look 
forward to working with you on a continuing basis in the administration of the Medicare 
program. 

Sincerely. 

Pat McNeal 
Principal State Representative 
Certification and Enforcement Branch 

DEPAllllvlEN f OF HEAt-]H & liUNlAN SFI{VIcF-s
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Ivls. Victoria Bayless. Adnrinisrralor
Anne z\rundel Medical Centcr'

2001 Medical Parkway
Annapolis, MD 21401

l)ear Ivls Baylcss:

Re: CIMS Cc'trilicatiun NLrmk'r': 2I 00211

IMPOIITANT NO 'ICE - PLF,ASE READ CAREFULL}'

Based or the results of the l\'{aryland office of I lcalth carc eualily surrey that ended ou July
2. 301 3 . *e find that Annc ,,\rundel lv{edical Ccrrtcr is ,ow in compliance rvith all of rhc

lvf edicarc Condirions ol' l,articip:trion.

Anne Anmdel Medical clentcr can again be rccognized as meeting lr.{ediciuc retluirernents hy
virtuc of its accreditation by the .luint conrrission 1.lc). The hospital's "decnrcti strtus', hai
becn restored ari of the date of this letter.

wc app'cciate your eltbrts and the sleps taken to crlrrcct tht N4cdicare deficiencies citetl bv
ihe ivtaryland of[rce of Hcalth care Qualiry. we thank you lbr your c.operar.ion. and lo,r(
forrv.rd to *'orking *,ith 1r:lu on a continui.g basis in the admimstration of tlc Medicare

Progrom.

Pat McNeal
Principal State Represcntativc
Certifi cation and fi nforcement Branch



DEPARTMENT OF HEALTH AL HUMAN SERVICES 	 Office of Inspector General 

Washington, D.C. 20201 

June 25, 2004 

Caroline Rader 
Corporate Compliance Officer 
Anne Arundel Medical Center 
2001 Medical Parkway 
Annapolis, Maryland 21401 

Re: 	Corporate Integrity Agreement — Close Out Letter 

Dear Ms. Rader: 

Anne Arundel Medical Center, (Medical Center) entered into a Corporate Integrity 
Agreement (CIA) with the Office of Inspector General (OIG) of the Departinent of 
Health and Human Services on April 29, 1999. The CIA required the 
establishment of a Corporate Integrity Program (compliance program) to be in 
effect for five years from the date of the execution of the CIA and obligated the 
Medical Center to implement certain corporate integrity provisions (e.g., training, 
writing policies, audits, etc.) during that time period. Pursuant to the terms of this 
CIA,the,five years have expired.ancl.the corporate integrity_provisions have been 
fulfilled. 

During the term of its corporate integrity requirements, the Medical Center 
submitted annual reports to the OIG summarizing the status of their compliance 
program that appeared to meet the basic requirements of the CIA. The OIG has 
completed its review of your most recently submitted annual report and found that 
it satisfied all the basic requirements of the CIA. The OIG recognizes that once 
our monitoring obligations cease, the Medical Center is under no obligation to 
maintain its compliance program in its current structure. However, the OIG 
encourages the Medical Center to continue its current compliance efforts as 
structured and if possible, expand the resources and presence of its compliance 
program as the Medical Center continues to develop and mature into a major 
regional health institution. Although the Medical Center appears to have 
implemented an efficient compliance program over the last five years, your 
organization is in the best position to validate the legitimacy, integrity and 
suitability of its effectiveness. 

Office of lnspector GeneralDEPART ENT OF HEAITH & HUMAN SERVICESt'::k
Washingtor, D_C. 20201

lttoe 75,2004

Caroline Rader
Corporate Compliance Ofr cer
Alae Aruadel Medicd Ceuter
2001 Medical Parkway
Araapolis, Marylard 27 40 I

Re: Corporate Integity Ageement - Close Out Letter

Dear Ms. Rader:

An:re Arundel Medical center, (Medical center) entered into a corporate Jategrity
Agreement (clA) with the offrce of,Iaspector Generar (oIG) of tle Dep-t Jt or
Health and Human Serr.ices on Apri1 29, 1999. The CIA. required the
establishment of a Corporate Iutegrity prograo (compliance program) to be in
effect for five years from the date of the execution of the cIA and obligated the
Medical ceater to rmplementcertaia corporate integrity provisions (qg. trainhg,
writiag policies, audits, etc.) during that time period- pursuant to th6 terms of this
CIA,fhe.6ve years have expired.and. the cor.porate iniegnfy.provrsioas have beea
tulfr.iled.

During the term of its corporate integrity requirements, ttre Medical Center
submitted aanual reports to the oIG summarizing the status of their compliance
program that appeared to meet the basic reguirements of the CIA. The OIG has
completed its review ofyour most recently submitted a,rnu6l report and found that
it satisfied all tbe ba.sic reqrrirements of the cIA. The oIG recogoizes that oDce

our monrioring obligations cease. the Medical center is under no obligatron to
maintain its compliai.rce program in its current structure. However, Oi OtC
encourages the Medical Center to continue its current compliance efforts as

structured and ifpossible, expand the resources and presence of its compliance
program as the Medical Center continues to develop and mature into a irajor
regional health iastitution. Although the Medical Ceater appears to have
implemented an efficient compliance program over the tasi ilr" years, your
organization is rn the best position to validate the Iegitimacy, iategnty and
suitabiliry of its effectiveness.
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The OIG cannot equivocally confirm that such reports demonstrated that the 
Medical Center implemented an effective compliance program. It is a health care 
provider's responsibility to formulate policies, procedures and practices that are 
tailored to its own operations and demands, and that are comprehensive enough to 
ensure compliance with all Federal and State health care program requirements. 

Although the terms for the Medical Center's corporate integrity obligations have 
concluded, you should be aware -that the OIG may find it necessary to make 
further inquiries into your claim submissions and if necessary, take corrective 
action should it discover at a subsequent time that (1) there were potential material 
violations with regard to the Medical Center's compliance with the terms of its 
corporate integrity program during the life of the CIA, or (2) the information 
provided to the OIG in the Medical Center's annum' reports was material 
inaccurate. 

At the next monthly update, the Medical Center will be removed from the OIG's 
List of Settlement Agreements with Integrity provisions on the OIG's website. 
The OIG makes no representations in this letter as to the Medical Center's 
compliance practice that may be subject to ongoing investigations. Furthermore, 
our comments do not reflect our assessments of any legal claims made against the 
Medical Center. 

Please feel free to contact me-at 202-619-2580 if you have any questions:- 

Respectfully, 

Stephen H. Davis 
Office of Counsel to the Inspector General 

Page2 - Caroliae Rader
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Joint Commission 
on Accreditation of Healthcare Organizations 

Setting the Standard for Qualify in Health Care 

March 11, 2004 

Martin L. Doordan 
President and CEO 
Anne Arundel Medical Center 
2001 Medical Parkway 
Annapolis, Maryland 21401 

Dear Mr. Doordan: 

The Joint Commission is pleased to inform you that your organization's Conditional Accreditation status will be 
updated to Accredited based on the results of your recently completed follow-up survey. This accreditation status 
applies to all services offered by your organization that have been surveyed by the Joint Commission. 

Your accreditation remains effective from the day after the last day of your original survey and will be continued for 
the balance of your current accreditation cycle. 

We direct your attention to several Joint Commission policies relating to accreditation. Joint Commission policy 
requires that you inform us of any changes in the name or ownership of your organization, or the health care services 
you provide. Any other reports or focused survey visits concerning other type I recommendations related to your 
accreditation award must also be satisfied in order to maintain your accreditation. 

We wish to advise you that a copy of this correspondence, including the integral enclosures, is being provided to the 
Centers for Medicare and Medicaid Services. This information-sharing arrangement was created by Section 6019[a] 
of the Omnibus Budget Reconciliation Act of 1989. (PL 101-239) which requires hospitals using their Joint 
Commission accreditation for Medicare certification purposes to authorize Joint Commission release of a copy of 
their most recent accreditation survey, and any other information related to the survey, to the Department (upon the 
request of the Department). The Department's request to us for this information was issued by CMS letter of 
August 27, 1990. 

Congratulations on the improvements, which kave been made in your organization's compliance status with the 
standards of the Joint Commission. 

Sincerely, 

Russell P. Massaro, MD, FACPE 
Executive Vice President 
Division of Accreditation Operations 

cc: 	James McEneaney, Chairman, Board of Directors 
Michael Lapenta, MD, President of Medical Staff 

One Renaissance Boulevard 
Oakbrook Terrace. IL 60181 
(630) 792-5000 
http://www.icaho.org  

Member Organizations 
American College of Physicians 
American College of Surgeons 

American Dental Association 
American Hospital Association 
American Medical Association 

Joinl Commission
on Accredlaion af Hcallhcare organizations

Se ilg lhe Standard tot qua ty in Healtt Carc

March 11, 2004

Manin L. Doordan
President and CEO
Anuc Arundel Mcdical Center
2001 Medicat Parkway
Annapolis, Maryland 2 1401

Dear Mr. Doordan:

The Joint Commissioa is pleascd to inform you that your organization's Conditional Accrcditation status will be

updated to Accredited bas€d oD the results of your recently completcd follow-up survey. This accrcditation status

applics to all scrviccs offered by your organization that havc bcen surveycd by the Joint Commission.

Your accreditation rcmains effective ftom the day after thc last day of your original suney and will be continucd for
the balancc of your curIeot accreditation cycle.

We dircct your ancndon to scvcral Joint Comnission policies relating to accreditation- Joint Commission policy
requircs that you inform us of any chang€s in tlle name or owncrship of your organization, or th€ hcalth carE seryiccs
you provide. Any ottEr rcports or focuscd survey visits conc€rning oth€r t)?e I recom.mendations rclated to your
accreditation award must also bc satisficd in order to maintain your accrcditation.

We wisb to advise you that a copy of this correspoadcncc, including thc integral cnclosurcs, is being provided to the

Ceoters for Mcdicale and Medicaid Scrvices. This information.sharing anangcment was creatcd by Section 6019[a]
of the Omnibus Budgct Re{onciliatioo Act of 19E9. (PL 101-239) wh.ich requires hospirals using thcir Joint
Cosutrission acrrcdiution for Mcdicare cenification purposcs to authorize Joint Commission releasc of a copy of
their most rcceni accrcditation survey, and any other information rclated to the surycy, to the Dcpanmcnt (upon the
request of the DepaJtmcnt). The Dcpartmcot's requcst to us for this information was issued by CMS lcncr of
August 27. 1990.

Congratulations on the improvemenB, which rave been made in your orgsnization's compliance status witb the
standards of the Joint Commissio[

Sincercly,

Pr*<(L***D
Russcll P. Massaro, MD, FACPE
Execurive Vice hesidcnt
Division of Accrcditation Operations

cc. Jaoes McEneancy, Chairman, Board of Dircctors
Michacl Lapenta, MD, Presidenr of Medical Sr8ff
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Accreditation Participation 
Requirements 1 

JCAHO 
Hospital Accreditation Services 

Accreditation Decision Grid 

Survey Date: 	 March 2.2004 

Survey Type: 	 Conditional Follow-up 
Survey 

PATIENT-FOCUSED FUNCTIONS ORGANIZATIONAL FUNCTIONS ORGANIZATIONAL FUNCTIONS 
CONTINUED 

Organization: 

Location: 

Anne Arundel Medical Center 6241 
2001 Medical Parkway 
Annapolis, Maryland 21401 

Patient Rights and 
Organizational Ethics 

Patient Rights 

Organizational Ethics 

Assessment of Patients 

Initial Assessment 1 

Pathology and Clinical Laboratory 
Services - Waived Testing 

Reassessment 

Care Decisions 

Structures Supporting the 
Assessment of Patients 
Additional Requirements for 
Specific Patient Populations 

Care of Patients 

Planning and Providing Care 

Anesthesia Care 

Medication Use 1 

Nutrition Care 

Operative and Other Procedures 

Rehabilitation Care and Services 

Special Procedures 1 
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Performance 
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1 

Performance Improvement 
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Planning 1 
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Services 

Role in Improving Performance 1 

Management of Environment 
of Care 

Planning 1 
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Other Environmental 
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Measuring Outcomes Of 
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Management of Human 
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Orientation, Training, and 
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1 

Assessing Competence 1 
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Governance 

Management 
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Continuum of Care 

Rating Scale 
l =Evidence of good compliance 
2=Evidence of acceptable compliance 
3=Insufficient evidence of acceptable compliance (least deficient) 

Special Type 1 
Recommendations 

4=Insufficient evidence of acceptable compliance (more deficient) 
5= Insufficient evidence of acceptable compliance (most deficient) 
N=Not Applicable 

2003 HAS Grid - Effective: January 2003 

JCAHO
Hospital Accreditatior Services

Accreditation Decision Grid
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2001 Mcdicat Parkway
Location: Annapoljs, Maryland 21401
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Spe.ial ProcedureJ I

PlaonjnB I

lmpl€mentation

Other Environmenlal
Considerations
Measuring Outcomes Of
Implementation

ltanagement ofHumen

(loast deficient)

2003 HAS Grid - Effedivc: January 2003



Joint Commission 
on Accreditation of Healthcare Organizations 

Setting the Standard for Quality in Health Care 

Official Accreditation Decision Report 
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JOINT COMMISSION ON ACCREDITATION OF HEALTHCARE ORGANIZATIONS 
OFFICIAL ACCREDITATION DECISION REPORT 

Anne Arundel Medical Center 
2001 Medical Parkway 

Annapolis, Maryland 21401  

ORGANIZATION IDENTIFICATION NUMBER 6241  

DATE OF SURVEY 
	

SURVEYOR 
March 2, 2004 
	

Laurence C. Wegienka, MD 

PROGRAM 
	

Prepared By: 
Hospital Accreditation Program 

	
Nikkiba T. Jones 

ACCREDITATION DECISION 

The type I recommendations which required a follow-up survey visit on the above date have been 
removed. The findings of this survey indicate that your organization satisfied the requirements of these 
type I recommendations and is no longer in Conditional Accreditation. 

The results of this conditional follow up survey do not affect any other type I recommendation 
requirements that may exist on your current accreditation status. 

STATEMENT OF CONDITIONS 

This accreditation decision is based, in part, on your organization's acceptable use of the Statement of 
Conditions relating to compliance with the Life Safety Code. Continued accreditation is, in part, 
contingent upon your maintenance of a current and accurate Statement of Conditions and implementation 
of any corrective actions outlined in Part 4 of the Statement of Conditions (including compliance with the 
identified time frames for achievement). The Statement of Conditions procedure also requires you to 
notify the Joint Commission in writing of any significant inability to implement the Plan for Improvement as 
identified in Part 4 of the Statement of Conditions and/or any substantial changes to the Statement of 
Conditions that was submitted to the Joint Commission at the time of survey. 

CLEARED TYPE I RECOMMENDATION TOPICS 

The following topics, reviewed as a part of this Type I recommendation response, have been found in 
compliance. 

hospital Accreditation Program 

1. Special Procedures 
2. Initial Assessment 
3. Aggregation and Analysis 
4. Role in Improving Performance 
5. Orientation, Training, and Education of Staff 
6. Medication Use 
7. Planning 
8. Assessing Competence 
9. Accreditation Participation Requirements 

JOINT COMMISSION ON ACCREDITATION OF IIEALTHCARE ORGANIZATIONS
OFFICIAL ACCREDITATION DECISION REPORT

Anne Arundel Medical Center
2001 Medical Parkway

Annaoolis. Marvland 21401

ORGANIZATION IDENTIFICATION NUMBER 6241

DATE OF SUBVEY
March2,2@4

PFTOGBAM
Hospital Accreditation Program

SURVEYOR
Laurence C. Wegienka, MD

Preoared Bv:
Nikkiba T. Jones

ACCBEDITATION DECISION

The type I recommendations which required a follow-up survey visit on the above date have been
removed. The lindings ol this survey indicate thal your organization satislied the requirements of these
type I recommendations and is no longer in Conditional Accreditation.

The results ol this conditional follow up survey do not affect any other type I recommendation
requirements that may exisl on your current accreditation status.

STATEMENT OF CONDITIONS

This accreditation decision is based, in part, on your organization's acceptable use of the Stalement of
Conditions relating to compliance with the Life Safety Code. Conlinued accreditation is, in part,
conlingent upon your mainlenance of a current and accurate Statement o, Conditions and implementation
ol any corrective actions outlined in Parl 4 o{ the Slatement ol Conditions (including compliance wilh the
idenlified time f rames lor achievement). The Statement ot Conditions procedure also requires you to
notily the Joint Commission in writing ol any signilicant inability to implement the Plan for lmprovement as
identified in Part 4 of the Statement ol Conditions and/or any substantial changes to the Stalement ol
Conditions that was submitted to the Joint Commission at the time oI survey.

CLEARED TYPE I BECOMMENDATION TOPICS

The lollowing topics, reviewed as a pad of this Type I recommendalion response, have been lound in
compliance.

Hosoital Accrediiation Prooram

1. Special Procedures
2. lnitial Assessrnent
3. Aggregation and Analysis
4. Role in lmproving Performance
5. Orbnlalion, Training, and Education ol Staff
6. Medication Use
7. Planning
8. Assessing Compelence
9. Accreditation Parlicipation Requirements



Anne Arundel Medical Center 
2001 Medical Parkway 
Annapolis, MD 21401 
Organization Identification Number 6241 
Page 2 

*** No Recommendations *** 

Anne Arundel Medical Center
2001 Medical Parkway
Annapolis, MD 21401
Organization ldentif ication Numb€r 624't
Page 2

**' No Recommendations '**
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Anne Arundel Health System, Inc. and Subsidiaries

Consolidated Financial Statements and Supplementary Information

Years Ended June 30, 2015 and 2014
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Report of Independent Auditors

The Board of Trustees
Anne Arundel Health System, Inc.

We have audited the accompanying consolidated financial statements of Anne Arundel Health
System, Inc. (a Maryland not-for-profit corporation) and subsidiaries, which comprise the
consolidated balance sheets as of June 30, 2015 and 2014, and the related consolidated
statements of operations and changes in net assets, and cash flows for the years then ended, and
the related notes to the consolidated financial statements.

Management’s Responsibility for the Financial Statements

Management is responsible for the preparation and fair presentation of these financial statements
in conformity with U.S. generally accepted accounting principles; this includes the design,
implementation, and maintenance of internal control relevant to the preparation and fair
presentation of financial statements that are free of material misstatement, whether due to fraud
or error.

Auditor’s Responsibility

Our responsibility is to express an opinion on these financial statements based on our audits.
We did not audit the financial statements of Cottage Insurance Company, Ltd., a wholly-owned
subsidiary, which statements reflect total assets of $34,229,000 and $34,970,000 as of June 30,
2015 and 2014, respectively, and net loss after elimination of intercompany revenues of
$1,098,000 and $1,396,000, respectively, for the years then ended. Those statements were
audited by other auditors whose report has been furnished to us, and our opinion, insofar as it
relates to the amounts included for Cottage Insurance Company, Ltd., is based solely on the
report of the other auditors. We conducted our audits in accordance with auditing standards
generally accepted in the United States. Those standards require that we plan and perform the
audit to obtain reasonable assurance about whether the financial statements are free of material
misstatement.

An audit involves performing procedures to obtain audit evidence about the amounts and
disclosures in the financial statements. The procedures selected depend on the auditor’s
judgment, including the assessment of the risks of material misstatement of the financial
statements, whether due to fraud or error. In making those risk assessments, the auditor considers
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internal control relevant to the entity’s preparation and fair presentation of the financial
statements in order to design audit procedures that are appropriate in the circumstances, but not
for the purpose of expressing an opinion on the effectiveness of the entity’s internal control.
Accordingly, we express no such opinion. An audit also includes evaluating the appropriateness
of accounting policies used and the reasonableness of significant accounting estimates made by
management, as well as evaluating the overall presentation of the financial statements.

We believe that the audit evidence we have obtained is sufficient and appropriate to provide a
basis for our audit opinion.

Opinion

In our opinion, based on our audits and the report of other auditors, the financial statements
referred to above present fairly, in all material respects, the consolidated financial position of
Anne Arundel Health System, Inc. and subsidiaries as of June 30, 2015 and 2014, and the
consolidated results of their operations, changes in their net assets, and their cash flows for the
years then ended in conformity with U.S. generally accepted accounting principles.

Supplementary Information

Our audits were conducted for the purpose of forming an opinion on the consolidated financial
statements as a whole. The supplementary consolidating information is presented for purposes of
additional analysis and is not a required part of the consolidated financial statements. Such
information is the responsibility of management and was derived from and relates directly to the
underlying accounting and other records used to prepare the consolidated financial statements.
The information has been subjected to the auditing procedures applied in the audit of the
consolidated financial statements and certain additional procedures, including comparing and
reconciling such information directly to the underlying accounting and other records used to
prepare the consolidated financial statements or to the consolidated financial statements
themselves, and other additional procedures in accordance with auditing standards generally
accepted in the United States. In our opinion, the information is fairly stated in all material
respects in relation to the consolidated financial statements as a whole.

"#
September 25, 2015
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2015 2014
Assets
Current assets:

Cash and cash equivalents 99,625,000$ 76,168,000$
Short-term investments 2,484,000 6,627,000
Current portion of assets whose use is limited 17,721,000 14,885,000
Patient receivables, less allowance for uncollectible

accounts of $18,639,000 and $19,186,000,
respectively 61,854,000 68,622,000

Current portion of pledges receivable, net 3,015,000 3,525,000
Inventories 8,130,000 8,122,000
Prepaid expenses and other current assets 6,257,000 6,972,000

Total current assets 199,086,000 184,921,000

Property and equipment 809,488,000 796,494,000
Less accumulated depreciation and amortization (356,402,000) (322,727,000)
Net property and equipment 453,086,000 473,767,000

Other assets:
Investments 253,285,000 248,988,000
Investments in joint ventures 8,310,000 8,123,000
Pledges receivable, net of current portion and net

of allowance for uncollectible pledges of
$497,000 and $548,000, respectively 4,404,000 6,273,000

Assets whose use is limited 51,566,000 62,234,000
Deferred debt issue costs, net of accumulated

amortization of $1,194,900 and $1,592,000,
respectively 4,645,000 6,100,000

Restricted collateral for interest rate swap contract 62,939,000 51,616,000
Other assets 16,800,000 12,485,000

Total assets 1,054,121,000$ 1,054,507,000$

Anne Arundel Health System, Inc. and Subsidiaries

Consolidated Balance Sheets

June 30
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2015 2014
Liabilities and net assets
Current liabilities:

Accounts payable 19,485,000$ 20,372,000$
Accrued salaries, wages, and benefits 39,465,000 32,446,000
Other accrued expenses 23,034,000 20,626,000
Current portion of long-term debt and capital

lease obligations 12,222,000 8,613,000
Advances from third-party payors 22,465,000 25,244,000

Total current liabilities 116,671,000 107,301,000

Long-term debt and capital lease obligations,
less current portion and unamortized original
issue premium 413,310,000 403,749,000

Interest rate swap contracts 65,852,000 55,626,000
Accrued pension liability 22,702,000 19,270,000
Other long-term liabilities 20,511,000 22,614,000
Total liabilities 639,046,000 608,560,000

Net assets:
Unrestricted 389,579,000 418,016,000
Temporarily restricted 14,364,000 16,634,000
Permanently restricted 11,132,000 11,297,000

Total net assets 415,075,000 445,947,000
Total liabilities and net assets 1,054,121,000$ 1,054,507,000$

See accompanying notes.

June 30

Anne Arundel Health System, Inc. and Subsidiaries

Consolidated Balance Sheets
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2015 2014
Operating revenue:

Net patient service revenue 624,656,000$ 592,232,000$
Provision for bad debts (19,431,000) (29,295,000)
Net patient service revenue less provision for bad debts 605,225,000 562,937,000
Other operating revenue 28,480,000 28,180,000

Total operating revenue 633,705,000 591,117,000

Operating expenses:
Salaries and wages 272,891,000 250,936,000
Employee benefits 42,925,000 41,838,000
Medical supplies and drugs 129,398,000 122,275,000
Purchased services 95,542,000 92,594,000
Professional fees 16,806,000 15,655,000
Depreciation and amortization 36,267,000 37,032,000
Interest 14,427,000 16,349,000

Total operating expenses 608,256,000 576,679,000
Operating income 25,449,000 14,438,000

Other income (loss):
Investment income, net 16,584,000 8,264,000
Income (loss) from joint ventures and other, net 1,895,000 (335,000)
Loss on advanced refunding of debt (32,230,000) –
Change in unrealized (losses) gains on trading

securities, net (16,031,000) 23,604,000
Realized and unrealized (losses) gains on interest

rate swap contracts, net (16,637,000) (9,088,000)
Total other (loss) income, net (46,419,000) 22,445,000
Revenues and gains in excess of (less than) expenses (20,970,000)$ 36,883,000$

Anne Arundel Health System, Inc. and Subsidiaries

Consolidated Statements of Operations and Changes in Net Assets

Year Ended June 30
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2015 2014
Unrestricted net assets
Revenues and gains in excess of (less than) expenses (20,970,000)$ 36,883,000$
Pension liability adjustment (11,683,000) 3,050,000
Net assets released from restrictions used for purchase

of property and equipment 3,177,000 5,290,000
Transfers and other, net 1,039,000 250,000
(Decrease) increase in unrestricted net assets (28,437,000) 45,473,000

Temporarily restricted net assets
Contributions and pledges 4,669,000 3,954,000
Change in net unrealized gains and losses on investments (1,333,000) 2,090,000
Temporarily restricted investment income 387,000 314,000
Net assets released from restrictions (7,763,000) (11,099,000)
Transfers and other, net 1,770,000 1,508,000
Decrease in temporarily restricted net assets (2,270,000) (3,233,000)

Permanently restricted net assets
Contributions for endowment funds 57,000 76,000
Transfers of interest income and other, net (222,000) (208,000)
Decrease in permanently restricted net assets (165,000) (132,000)

(Decrease) increase in net assets (30,872,000) 42,108,000
Net assets at beginning of year 445,947,000 403,839,000
Net assets at end of year 415,075,000$ 445,947,000$

See accompanying notes.

Year Ended June 30

Anne Arundel Health System, Inc. and Subsidiaries

Consolidated Statements of Operations and Changes in Net Assets (continued)
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2015 2014
Operating activities
(Decrease) increase in net assets (30,872,000)$ 42,108,000$
Adjustments to reconcile (decrease) increase in net assets to net cash

from operating activities:
Change in net unrealized (losses) gains on investments 17,364,000 (25,694,000)
Realized and unrealized losses on interest rate swap

contracts, net 16,637,000 9,088,000
Pension liability adjustment 11,683,000 (3,050,000)
Equity in earnings of joint ventures and other (332,000) 92,000
Distributions received from joint ventures 145,000 –
Restricted contributions and pledges, net (4,726,000) (4,030,000)
Loss on extinguishment of debt 32,230,000 –
Depreciation and amortization 36,267,000 37,032,000
Restricted investment income (387,000) (314,000)
Increase in investments – trading (17,518,000) (3,549,000)
Decrease (increase) in assets whose use is limited, net – trading 3,565,000 (3,423,000)
Net change in operating assets and liabilities (1,009,000) 7,733,000

Net cash from operating activities 63,047,000 55,993,000

Investing activities
Purchases of property and equipment (14,645,000) (15,547,000)
Decrease in assets whose use is limited – other-than-trading 4,267,000 3,720,000
Change in collateralization and payments on interest rate swaps (17,734,000) (9,372,000)
Net cash used in investing activities (28,112,000) (21,199,000)

Financing and fundraising activities
Net proceeds from issuance of Series 2014 Revenue Bonds 134,825,000 –
Repayments of long-term debt and capital lease obligations (35,456,000) (8,529,000)
Advance refunding of Series 2009A Revenue Bonds (116,440,000) –
Payments for deferred financing costs (1,899,000) (23,000)
Restricted contributions received and other 7,105,000 7,384,000
Restricted income received 387,000 314,000
Net cash used in financing and fundraising activities (11,478,000) (854,000)

Net increase in cash and cash equivalents 23,457,000 33,940,000
Cash and cash equivalents at beginning of year 76,168,000 42,228,000
Cash and cash equivalents at end of year 99,625,000$ 76,168,000$

Anne Arundel Health System, Inc. and Subsidiaries

Consolidated Statements of Cash Flows

Year Ended June 30
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2015 2014
Changes in operating assets and liabilities
Increase (decrease) in operating assets:

Patient receivables, net 6,768,000$ 9,190,000$
Inventories (8,000) 194,000
Prepaid expenses and other 715,000 2,859,000
Other assets (3,891,000) (591,000)

3,584,000 11,652,000

(Decrease) increase in operating liabilities:
Accounts payable (887,000) (1,879,000)
Accrued salaries, wages, and benefits 7,019,000 1,918,000
Other accrued expenses 2,408,000 (843,000)
Advances from third-party payors (2,779,000) 3,791,000
Other long-term liabilities (10,354,000) (6,906,000)

(4,593,000) (3,919,000)
Net change in operating assets and liabilities (1,009,000)$ 7,733,000$

Supplemental disclosures
Cash paid for interest 15,258,000$ 12,163,000$

Year Ended June 30

Anne Arundel Health System, Inc. and Subsidiaries

Consolidated Statements of Cash Flows (continued)
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Anne Arundel Health System, Inc. and Subsidiaries

Notes to Consolidated Financial Statements

June 30, 2015

1. Organization and Basis of Presentation

Anne Arundel Health System, Inc. (the Parent or the System) is a Maryland not-for-profit
corporation. The Parent has the following wholly owned subsidiaries: Anne Arundel Medical
Center, Inc. (the Hospital) and its subsidiaries, Anne Arundel Health Care Services, Inc. (HCS),
and Anne Arundel General Treatment Services, Inc. (GTS); Anne Arundel Medical Center
Foundation, Inc. (the Foundation); Anne Arundel Health Care Enterprises, Inc. (HCE); Physician
Enterprise, LLC (PE) and its subsidiaries, Anne Arundel Physician Group, LLC (AAPG) and
Orthopedic Physicians of Annapolis (OPA); Anne Arundel Real Estate Holding Company, Inc.
(the Real Estate Company) and its subsidiaries, Pavilion Park, Inc. (PPI), Annapolis Exchange,
LLC, and Blue Building, LLC; Anne Arundel Health System Research Institute, Inc. (RI); and
Cottage Insurance Company, Ltd. (Cottage). The accompanying consolidated financial
statements include the accounts of the Parent and its wholly owned subsidiaries (collectively, the
Group). All significant intercompany accounts and transactions have been eliminated in
consolidation.

The Real Estate Company and PPI own a 42.84% interest in Kent Island Medical Arts, LLC
(KIMA), a limited liability company that owns and operates a medical office building. PPI is the
managing member of KIMA and has substantive participation rights in KIMA. The financial
statements of KIMA are consolidated in the accompanying consolidated financial statements.
The non-controlling interest in KIMA was 57.16% as of June 30, 2015 and 2014. This interest
was $981,000 and $994,000 at June 30, 2015 and 2014, respectively, and is included within
unrestricted net assets in the accompanying consolidated balance sheets.

2. Summary of Significant Accounting Policies

Cash and Cash Equivalents

Cash and cash equivalents include cash held in checking and savings accounts, money market
accounts, and short-term certificates of deposit with original maturities of 90 days or less. Cash
balances and collateral held by a counterparty are principally uninsured and are subject to normal
credit risks. At June 30, 2015 and 2014, and at various times during the year, the System
maintained cash-in-bank balances in excess of the $250,000 federally insured limits.



Anne Arundel Health System, Inc. and Subsidiaries

Notes to Consolidated Financial Statements (continued)
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2. Summary of Significant Accounting Policies (continued)

Derivative Instruments

On May 10, 2006, the Hospital entered into a forward variable-to-fixed interest rate swap
agreement with an effective date of November 1, 2008. This contract was also entered into in an
effort to reduce the risk of variable interest rate debt and has a term through July 1, 2048. Under
Accounting Standards Codification (ASC) 815, Derivatives and Hedging, the Hospital has
recognized its derivative instruments as either assets or liabilities in the accompanying
consolidated balance sheets at fair value. As these derivative instruments are not designated as
hedges, the unrealized gain or loss on these contracts has been recognized in the accompanying
consolidated statements of operations and changes in net assets as realized and unrealized gains
(losses) on interest rate swap contracts, net. The fair market values of the derivative instruments
include a credit valuation adjustment (CVA) as required by ASC 820, Fair Value Measurements
and Disclosures (ASC 820). When applying the CVA, the valuation of the variable-to-fixed
interest rate swap contract was decreased by $761,000 and $698,000 as of June 30, 2015 and
2014, respectively.

A summary of the Hospital’s derivative instruments and related activity at June 30, 2015 and
2014, and for the years then ended is as follows:

2015

Description of Derivative Instrument
Fair Value
Liability

Change in
Unrealized
Gain (Loss)

Variable-to-fixed interest rate swap contract $ (65,852,000) $ (10,226,000)

2014

Description of Derivative Instrument
Fair Value
Liability

Change in
Unrealized
Gain (Loss)

Variable-to-fixed interest rate swap contract $ (55,626,000) $ (2,624,000)



Anne Arundel Health System, Inc. and Subsidiaries

Notes to Consolidated Financial Statements (continued)
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2. Summary of Significant Accounting Policies (continued)

At June 30, 2015 and 2014, the net termination value (i.e., mark-to-market value) of the
derivative instruments totaled $68,455,000 and $57,969,000, respectively. The Hospital may be
exposed to credit loss in the event of nonperformance by the other party to the interest rate swap
agreements, the risk of which is reflected in the fair value of the instruments under ASC 820.
However, the Hospital does not anticipate nonperformance by the counterparty.

During fiscal 2015, the Hospital paid net payments under its interest rate swap program of
$6,411,000. In fiscal 2014, the Hospital paid net payments under its interest rate swap program
of $6,464,000. These amounts are included within realized and unrealized gains (losses) on
interest rate swap contracts, net in the accompanying consolidated statements of operations and
changes in net assets and investing activities in the accompanying consolidated statements of
cash flows.

Under the derivative contract, the Hospital must transfer collateral for the benefit of the
counterparty to the extent that the termination values exceed certain limits. The Hospital’s
collateral requirement for the benefit of the counterparty was approximately $62,939,000 and
$51,616,000 at June 30, 2015 and 2014, respectively. The ongoing mark-to-market values and
resulting collateral requirements of the Hospital’s interest rate swap contract are subject to
variability based on market factors (primarily changes in interest rates). Collateral requirements
under this interest rate swap contract are excluded from unrestricted cash and investments for
purposes of determining the System’s compliance with its liquidity covenants under its Maryland
Health and Higher Educational Facilities Authority (MHHEFA or the Authority) revenue bond
agreements and its derivative agreements. Collateral amounts are included in noncurrent assets in
the accompanying consolidated balance sheets. As of June 30, 2015, approximately $3,657,000
was due to the financial institution, whereas as of June 30, 2014 the settlement date with the
financial institution correlated with the reporting period end date, and therefore no additional
collateral was due.



Anne Arundel Health System, Inc. and Subsidiaries

Notes to Consolidated Financial Statements (continued)
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2. Summary of Significant Accounting Policies (continued)

The amount due is included in other accrued expenses in the accompanying consolidated balance
sheet as of June 30, 2015, and is reflected within investing activities in the accompanying
consolidated statements of cash flows. The collateral requirement as of September 21, 2015, was
$69,974,000.

Assets Whose Use is Limited and Investments

Assets whose use is limited are principally comprised of certain funds established to be held and
invested by a trustee. These funds are related to the issuance of the Hospital’s Revenue Bonds,
investments held at Cottage, and certain permanently restricted endowment assets.

The fair values of publicly traded securities and mutual funds are based on quoted market prices
of individual securities or investments or estimated amounts using quoted market prices of
similar investments. Hedge fund investments, some of which are structured that the System holds
limited partnership interests, are stated at fair value as estimated in an unquoted market.
Valuations of these investments, and therefore the System’s holdings, may be determined by the
investment manager or general partner and for fund of funds investments are primarily based on
financial data supplied by the underlying investee funds. Values may be based on historical cost,
appraisals or other estimates that require varying degrees of judgment. Investment income or loss
from all unrestricted investments is included in the accompanying consolidated statements of
operations and changes in net assets as part of other income (loss).

Investment income or loss on investments of temporarily and permanently restricted assets is
added to or deducted from the appropriate restricted fund balance if the income is restricted. The
cost of securities sold is based on the specific-identification method.

All investment balances are principally uninsured and subject to normal credit risk. Investments
are classified as either current or noncurrent based on maturity dates and availability for current
operations. Investments included in noncurrent assets consist of board-designated investment
funds of $251,672,000 and $247,287,000 as of June 30, 2015 and 2014, respectively. Based on
the System’s investment policy, such amounts could be liquidated, at the discretion of the Board,
to satisfy short-term requirements.



Anne Arundel Health System, Inc. and Subsidiaries

Notes to Consolidated Financial Statements (continued)
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2. Summary of Significant Accounting Policies (continued)

Substantially all investments, other than borrowed funds required to be expended on capital
projects, are classified as trading securities, with unrealized gains and losses included in
revenues and gains in excess of (less than) expenses.

Borrowed funds required to be expended on capital projects are classified as other-than-trading
and are included in assets whose use is limited.

Patient Receivables and Allowances

The Group’s policy is to write off all patient accounts that have been identified as uncollectible.
An allowance for doubtful accounts is recorded for accounts not yet written off that are
anticipated to be uncollectible in future periods. When determining the allowance, the Group’s
policy considers the probability of recoverability of accounts based on past experience, taking
into account current collection trends. Credit risks are assessed based on historical write-offs, net
of recoveries, as well as an analysis of aged accounts receivable balances with allowances
generally increasing as the receivable ages. The analysis of receivables is performed monthly,
and the allowances are adjusted accordingly.

Insurance coverage and credit information are obtained from patients when available. No
collateral is obtained for accounts receivable.

Accounts receivable from third-party payors have been adjusted to reflect the difference between
charges and the estimated reimbursable amounts.

Inventories

Inventories, which primarily consist of medical supplies and drugs, are carried at the lower of
cost or market. Cost is determined using the first-in, first-out method.

Property and Equipment

Property and equipment are stated at cost. Included in computers and software are capitalized
labor costs of $10,696,000 and $10,482,000 as of June 30, 2015 and 2014, respectively.
Depreciation and amortization, including amortization of assets recorded under capital leases, are
recorded on the straight-line method over the estimated useful lives of the assets.



Anne Arundel Health System, Inc. and Subsidiaries

Notes to Consolidated Financial Statements (continued)
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2. Summary of Significant Accounting Policies (continued)

The following is a summary of property and equipment, stated at cost:

Estimated
Useful Lives

June 30
2015 2014

Land $ 13,151,000 $ 13,151,000
Land improvements 20 years 22,016,000 22,016,000
Buildings and improvements 20–40 years 471,322,000 470,229,000
Fixed equipment 5–20 years 9,720,000 8,947,000
Leasehold improvements 5–10 years 50,184,000 48,091,000
Movable equipment 7–10 years 177,387,000 175,016,000
Computers and software 3–5 years 62,351,000 58,234,000
Construction-in-progress – 3,357,000 810,000

$ 809,488,000 $ 796,494,000

Construction-in-progress consists of direct costs associated with hospital department renovations,
certain leasehold improvements, and smaller capital projects. As these projects are completed,
the related assets are transferred out of construction-in-progress and into the appropriate asset
category and are depreciated over the applicable useful lives.

Investments in Joint Ventures

The System accounts for its investments in joint ventures using the equity method of accounting.
During 2011, the Real Estate Company and another party formed West County, LLC, a joint
venture that owns and operates a medical office building that opened in December 2012.
The Real Estate Company has a 50% interest in this joint venture, with each owner’s investment
being $7,933,000 and $7,600,000 as of June 30, 2015 and 2014, respectively.



Anne Arundel Health System, Inc. and Subsidiaries

Notes to Consolidated Financial Statements (continued)
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2. Summary of Significant Accounting Policies (continued)

Deferred Debt Issuance Costs

Administrative, legal, financing, underwriting discount, and other miscellaneous expenses that
were incurred in connection with debt financings were deferred and are being amortized over the
lives of the bond issues using the straight line method which approximates the effective interest
method in all material respects. The amortization expense of deferred debt issue costs was
$310,000 and $351,000 for the years ended June 30, 2015 and 2014, respectively.

Temporarily and Permanently Restricted Net Assets

Temporarily restricted net assets are those whose use by the Group has been limited by donors to
a specific time period or purpose. Substantially all temporarily restricted net assets in the
accompanying consolidated financial statements are restricted to fund certain Hospital capital
additions and operating programs. Permanently restricted net assets have been restricted by
donors to be maintained in perpetuity. The income from these funds is expendable to support
health care services.

Net Patient Service Revenue

Net patient service revenue is reported at the estimated net realizable amounts from patients,
third-party payors, and others for services rendered. This includes regulatory discounts allowed
to Blue Cross, Medicare, Medicaid, and other third-party payors and charity care.

During 2015 and 2014, approximately 36% of net patient service revenue was received under the
Medicare program, 29% and 24% from Blue Cross, 30% and 35% from contracts with other
third parties, and 5% from other sources, respectively.
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Notes to Consolidated Financial Statements (continued)
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2. Summary of Significant Accounting Policies (continued)

The following table sets forth the detail of net patient service revenue:

Year Ended June 30
2015 2014

Gross patient service revenue $ 772,094,000 $ 756,051,000
Revenue deductions:

Charity care 3,202,000 5,933,000
Contractual and other allowances 144,236,000 157,886,000

Net patient service revenue 624,656,000 592,232,000
Less provision for bad debts 19,431,000 29,295,000
Net patient service revenue less provision

for bad debts $ 605,225,000 $ 562,937,000

Patient accounts receivable are reduced by an allowance for doubtful accounts. In evaluating the
collectability of accounts receivable, the Hospital analyzes its past history and identifies trends to
estimate the appropriate allowance for doubtful accounts and provision for bad debts.
For receivables associated with services provided to patients who have third-party coverage, the
Hospital analyzes contractually due amounts and provides an allowance for doubtful accounts
and a provision for bad debts, if necessary. For receivables associated with self-pay patients
(which includes both patients without insurance and patients with deductible and copayment
balances due for which third-party coverage exists for part of the bill), the Hospital records a
provision for bad debts in the period of service on the basis of its past experience. The difference
between the approved rates and the amounts actually collected after all reasonable collection
efforts have been exhausted is charged off against the allowance for doubtful accounts. The
Hospital has not changed its charity care or uninsured discount policies during fiscal years 2015
or 2014.

A substantial amount of the Group’s revenues are received from health maintenance
organizations and other managed care payors. Managed care payors generally use case
management activities to control hospital utilization. These payors also have the ability to select
health care providers offering the most cost-effective care. Management does not believe that the
Group has undue exposure to any one managed care payor.
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2. Summary of Significant Accounting Policies (continued)

The Hospital’s revenues may be subject to adjustment as a result of examination by government
agencies or contractors, and as a result of differing interpretation of government regulations,
medical diagnosis, charge coding, medical necessity, or other contract terms. The resolution of
these matters, if any, often is not finalized until subsequent to the period during which the
services were rendered.

The Group employs physicians in several hospital-based specialties (including, but not limited
to, obstetrics, intensive care, and hospitalists). Net physician revenue is recognized when the
services are provided and recorded at the estimated net realizable amount based on the
contractual arrangements with third-party payors and the expected payments from the third-party
payors and the patients. The difference between the billed charges and the estimated net
realizable amounts are recorded as a reduction in physician revenue when the services are
provided. The System recognized net physician revenue of $84,436,000 and $74,328,000 for the
years ended June 30, 2015 and 2014, respectively. At June 30, 2015 and 2014, $7,058,000 and
$6,042,000, respectively, of net physician accounts receivable are included in patient receivables
in the accompanying consolidated balance sheets.

Charity Care

The Group provides charity care to patients who meet certain criteria established under its
charity care guidelines. Because members of the Group do not pursue the collection of amounts
determined to qualify as charity care, they are not reported as revenue in the accompanying
consolidated statements of operations and changes in net assets. The direct and indirect costs
associated with providing this care are $2,338,000 and $4,458,000 for the years ended June 30,
2015 and 2014, respectively. These costs are calculated by applying a ratio of operating expenses
over gross patient charges to the charity care provided at established rates. The state of Maryland
rate system includes components within the rates to partially compensate hospitals for
uncompensated care.
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2. Summary of Significant Accounting Policies (continued)

Other Operating Revenue

Other operating revenue is comprised of grant revenue, incentive payments related to the
implementation and meaningful use of certified electronic health records, cafeteria revenue, net
assets released from restrictions for operating purposes, and other miscellaneous items.

The American Recovery and Reinvestment Act of 2009 provides for Medicare and Medicaid
incentive payments beginning in 2011 for eligible hospitals and professionals that implement and
achieve meaningful use of certified electronic health record (EHR) technology that demonstrate
improved quality and effectiveness of care. Eligibility for annual Medicare incentive payments
depends on providers demonstrating meaningful use of EHR technology in each period over a
four-year period. An additional Medicaid incentive payment is available to providers that adopt,
implement, or upgrade certified EHR technology. However, in order to receive additional
Medicaid incentive payments in subsequent years, providers must demonstrate continued
meaningful use of EHR technology.

For Medicare and Medicaid EHR incentive payments, the Hospital utilizes a grant accounting
model to recognize these revenues. Under this accounting policy, EHR incentive payments were
recognized as revenues when attestation that the EHR meaningful use criteria for the required
period of time was demonstrated. The System recognized $2,081,000 and $708,000 of EHR
revenue for the years ended June 30, 2015 and 2014, respectively.

The System’s attestation of compliance with the meaningful use criteria is subject to audit by the
federal government or its designee. The recognition of grant income is based on management’s
best estimate and the amounts recognized are subject to change. Any subsequent changes in the
recognition of the grant income will impact the results of operations in the period in which they
occur.
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2. Summary of Significant Accounting Policies (continued)

Donations and Bequests

Unconditional promises to give cash and other assets are reported at fair value at the date the
promise is received. Conditional promises to give, and indications of intentions to give, are
reported at fair value at the date the gift is received. The gifts are reported as either temporarily
or permanently restricted if they are received with donor stipulations that limit the use of the
donated assets. When a donor restriction expires, that is, when a stipulated time restriction ends
or purpose restriction is accomplished, temporarily restricted net assets are reclassified as
unrestricted net assets in the accompanying consolidated statements of operations and changes in
net assets. Donor-restricted contributions whose restrictions are met within the same year as
received are reported as unrestricted contributions in the accompanying consolidated financial
statements. Contributions that are unrestricted are reflected as other operating revenue in the
accompanying consolidated statements of operations and changes in net assets.

Scheduled payments on pledges receivable for the years ending June 30 are as follows:

2016 $ 3,194,000
2017–2020 3,502,000
2021 and thereafter 1,553,000
Less:

Impact of discounting pledges receivable to net present value (333,000)
Allowance for uncollectible pledges (497,000)

Net pledges receivable $ 7,419,000

Pledges receivable are discounted using rates between 0.3% and 2.9%.
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2. Summary of Significant Accounting Policies (continued)

Revenues and Gains in Excess of (Less Than) Expenses

The accompanying consolidated statements of operations and changes in net assets include
revenues and gains in excess of (less than) expenses. Changes in unrestricted net assets that are
excluded from revenues and gains in excess of (less than) expenses, consistent with industry
practice, include contributions received and used for additions of long-lived assets and certain
changes in pension liabilities.

Group Purchasing Organization Initial Public Offering

The Hospital has participated and owned equity in the Premier Limited Partnership (Premier)
which has served as a group purchasing organization for many years. This participation provides
purchasing contract rates and rebates the System would not be able to obtain on its own. The
Hospital accounts for its investment in Premier using the equity method of accounting.

During the year ended June 30, 2014, Premier restructured from a privately held company to a
public company in an initial public offering (IPO) and several financial transactions have
occurred with those holding equity in Premier before the IPO, including the System. As a result,
the System received a cash payment of approximately $1,500,000 in exchange for 16% of its
previous ownership in Premier. In addition, in exchange for the extension of the group
purchasing contract, the System received partial ownership of the new public Company
(the Class B units).

The Hospital recognized a gain of approximately $1,385,000 for the sale of its 16% interest,
which is included in other operating revenue in the consolidated statement of operations and
changes in net assets. The System received 309,580 Class B units that are earned in 7 separate
tranches over an 85-month period ending October 31, 2020. This investment is reflected in other
assets in the consolidated balance sheet. The opportunity will exist in the future for these Class B
units to be converted to the Premier public company stock. Prior to vesting, the Class B units
may be transferred or sold with the approval of Premier. During the years ended June 30, 2015,
and 2014 the System recognized approximately $1,891,000 and $1,100,000, respectively of
income related to Tranches 1 and 2 of the Class B which is included as a reduction of supplies
expense in the consolidated statement of operations and changes in net assets. The value of the
Class B units is tied to the group purchasing contract and is considered a vendor incentive.
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2. Summary of Significant Accounting Policies (continued)

Income Tax Status

The Parent, the Hospital, the Foundation, HCS, GTS, PE, and RI have received determination
letters from the Internal Revenue Service (IRS) stating that they are exempt from federal income
taxes under Section 501(c)(3) of the Internal Revenue Code. The Real Estate Company has
received a determination letter from the IRS stating that it is exempt from federal income taxes
under Section 501(c)(2) of the Internal Revenue Code.

HCE and PPI are subject to federal and state income taxes. A provision for income taxes has
been recorded for fiscal 2015. Deferred tax assets are deemed realizable, and are attributable to
the exhaustion of NOL’s and remaining timing differences of book and tax depreciation for long-
lived assets, such as buildings.

Certain limited liability companies within the consolidated group are not subject to income taxes.
Taxable income or loss is passed through to and reportable by the members individually.

Under the Cayman Islands Tax Concessions Law (Revised), the Governor-in-Cabinet issued an
undertaking to Cottage on November 29, 2005, exempting it from all local income, profit, or
capital gains taxes. The undertaking has been issued for a period of 20 years and at the present
time, no such taxes are levied in the Cayman Islands. Accordingly, no provision for taxes is
made in these consolidated financial statements.

Under the requirements of ASC 740, Income Taxes, tax-exempt organizations could be required
to record an obligation as the result of a tax position they have historically taken on various tax
exposure items. The Group has determined that it does not have any uncertain tax positions
through June 30, 2015.

Use of Estimates

The preparation of financial statements in conformity with accounting principles generally
accepted in the United States requires management to make estimates and assumptions that
affect the reported amounts of assets and liabilities and disclosure of contingent assets and
liabilities as of the date of the financial statements and the reported amounts of revenues and
expenses during the reporting period. Actual results could differ from those estimates.
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2. Summary of Significant Accounting Policies (continued)

Recent Accounting Pronouncements

In May 2014, the Financial Accounting Standards Board (FASB) issued Accounting Standards
Update No. 2014-09 Revenue from Contracts with Customers (Topic 606). This guidance is
intended to improve and converge with international standards the financial reporting
requirements for revenue from contracts with customers. In August 2015, the FASB issued ASU
No. 2015-14 Revenue from Contracts with Customers (Topic 606) which extends the effective
date originally contemplated by ASU 2014-09. The revised standards will be effective for fiscal
year 2020 and early adoption is permitted beginning in fiscal year 2018. We have not yet
determined the impact from adoption of this new accounting pronouncement on our financial
statements.

In August 2014, the FASB issued ASU No. 2014-15, Presentation of Financial Statements—
Going Concern (Subtopic 205-40), which provides guidance in GAAP about management's
responsibility to evaluate whether there is substantial doubt about an entity's ability to continue
as a going concern and to provide related footnote disclosures. This amendment should reduce
diversity in the timing and content of footnote disclosures. This ASU is effective for fiscal year
2017. The guidance is not expected to materially impact the System's consolidated results of
operations, net assets, or cash flows.

In April 2015, the FASB issued ASU No. 2015-03, Interest—Imputation of Interest (Subtopic
835-30): Simplifying the Presentation of Debt Issuance Costs. The amendments in this ASU
require that debt issuance costs related to a recognized debt liability be presented in the balance
sheet as a direct deduction from the carrying amount of that debt liability, consistent with debt
discounts. This guidance is effective for fiscal year 2017. The guidance is not expected to
materially impact the System's consolidated results of operations, net assets, or cash flows.
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3. Regulatory Environment

Medicare and Medicaid

The Medicare and Medicaid reimbursement programs represent a substantial portion of the
Group’s revenues. The Group’s operations are subject to numerous laws and regulations of
federal, state, and local governments. These laws and regulations include, but are not necessarily
limited to, matters such as licensure, accreditation, and government health care program
participation requirements, reimbursement for patient services, and Medicare and Medicaid fraud
and abuse. Over the past several years, government activity has increased with respect to
investigations and allegations concerning possible violations of fraud and abuse statutes and
regulations by health care providers. Violations of these laws and regulations could result in
expulsion from government health care programs, together with the imposition of fines and
penalties, as well as repayments for patient services previously billed. Compliance with fraud
and abuse standards and other government regulations can be subject to future government
review and interpretation. Also, future changes in federal and state reimbursement funding
mechanisms and related government budgeting constraints could have an adverse effect on the
Group.

In 1983, Congress approved a Medicare prospective payment plan for most inpatient services as
part of the Social Security Amendment Act of 1983. Hospitals in Maryland were granted a
waiver from the Medicare prospective payment system under Section 1814(b) of the Social
Security Act. The waiver would remain in effect as long as the Maryland rate of increase in
payments per admission remained below the national average rate of increase.

In January 2014, the Centers for Medicare and Medicaid Services approved a modernized waiver
that includes both inpatient and outpatient revenue. The new waiver will be in place as long as
Maryland hospitals achieve significant quality improvements and limit the per capita growth for
all payers for Maryland residents. The Medicare per capita spending target is expected to
produce cumulative Medicare savings of $330 million over the five-year period through 2018.
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3. Regulatory Environment (continued)

HSCRC

The Hospital’s rate structure for all hospital-based services is subject to review and approval by
the Maryland Health Services Cost Review Commission (HSCRC or the Commission). Under
the HSCRC rate-setting system, the Hospital’s inpatient and outpatient charges are the same for
all patients regardless of payer, including Medicare and Medicaid.

Beginning in fiscal year 2014, the Hospital entered into an agreement with the HSCRC to
participate in the Global Budget Revenue (GBR) program. The GBR model is a revenue
constraint and quality improvement system to provide hospitals with strong financial incentives
to manage their resources efficiently and effectively in order to slow the rate of increase in health
care costs and improve health care delivery processes and outcomes. Under GBR, total revenue
is capped at a pre-determined fixed amount. The annual approved revenue is calculated using a
permanent base revenue with positive or negative adjustments for inflation, assessments,
performance in quality-based programs, infrastructure requirements, and population. Revenue
may also be adjusted annually for market share levels and shifts of regulated services to
unregulated settings.

The Commission’s rate setting methodology compares the approved rate to the actual average
rate charged. Any overcharges or undercharges are settled in future revenue determinations on an
annual basis. For the current fiscal year, the Hospital was within the allowed corridors for
charging.

The Hospital’s policy is to recognize revenue based on actual charges for services to patients in
the year in which the services are performed. The Hospital’s revenues may be subject to
adjustment as a result of examination by government agencies or contractors, and as a result of
differing interpretation of government regulations, medical diagnosis, charge coding, medical
necessity, or other contract terms. The resolution of these matters, if any, often is not finalized
until a subsequent period than which the services were rendered.
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4. Investments

Investments, including assets whose use is limited, are stated at fair value. Borrowed funds that
are required to be expended on specified capital projects under MHHEFA revenue bond
agreements are classified as available for sale. All other investments and assets whose use is
limited are classified as trading securities.

June 30
2015 2014

Assets whose use is limited:
Endowment assets:

Cash and cash equivalents $ 916,000 $ 768,000
Equity mutual funds 10,628,000 11,764,000
Fixed income mutual funds 4,367,000 4,596,000

15,911,000 17,128,000
Amounts held by trustee:

Cash and cash equivalents 14,346,000 12,097,000
U.S. government obligations 13,456,000 21,656,000

27,802,000 33,753,000
Amounts held by Cottage:

Cash and cash equivalents 2,647,000 2,312,000
Equity mutual funds 8,915,000 9,322,000
Fixed income mutual funds 12,413,000 13,081,000
Hedge funds 1,599,000 1,523,000

25,574,000 26,238,000
Total assets whose use is limited 69,287,000 77,119,000
Less current portion 17,721,000 14,885,000

$ 51,566,000 $ 62,234,000
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4. Investments (continued)

Amounts held by trustee are broken down as follows:

June 30
2015 2014

Bond indenture $ 27,802,000 $ 33,753,000

Other investments:
Cash and cash equivalents $ 2,498,000 $ 6,632,000
Equity mutual funds 114,373,000 116,634,000
Fixed income mutual funds 126,230,000 120,430,000
Hedge funds 12,668,000 11,919,000

255,769,000 255,615,000

Less short-term investments 2,484,000 6,627,000
Investments $ 253,285,000 $ 248,988,000

The components of investment income, net are as follows:

June 30
2015 2014

Interest and dividend income, net $ 11,680,000 $ 4,196,000
Realized gains, net 4,904,000 4,068,000

$ 16,584,000 $ 8,264,000
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5. Fair Value Measurements

ASC 820 defines fair value and establishes a framework for measuring fair value in accordance
with U.S. generally accepted accounting principles. ASC 820 establishes a three-tier fair value
hierarchy, which prioritizes the inputs used in measuring fair value. These tiers include:

Level 1 – Defined as observable inputs, such as quoted prices in active markets;

Level 2 – Defined as inputs other than quoted prices in active markets that are either directly
or indirectly observable; and

Level 3 – Defined as unobservable inputs in which little or no market data exists, therefore
requiring an entity to develop its own assumptions.

The asset’s or liability’s fair value measurement level within the fair value hierarchy is based on
the lowest level of any input that is significant to the fair value measurement. Valuation
techniques used need to maximize the use of observable inputs and minimize the use of
unobservable inputs.

The methods described above may produce a fair value calculation that may not be indicative of
net realizable value or reflective of future fair values. Furthermore, while the Group believes its
valuation methods are appropriate and consistent with other market participants, the use of
different methodologies or assumptions to determine the fair value of certain financial
instruments could result in a different fair value measurement at the reporting date.

ASC 820 requires that the fair value of derivative contracts include adjustments related to the
credit risks of both parties associated with the derivative transactions. The fair value of the
Group’s derivative contracts reflected in the accompanying consolidated financial statements
includes adjustments related to the credit risks of the parties to the transactions.
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5. Fair Value Measurements (continued)

The following tables present the fair value hierarchy for the Group’s financial assets and
liabilities measured at fair value on a recurring basis at June 30, 2015 and 2014:

June 30, 2015
Quoted

Prices in
Active Markets

for Identical
Assets

Significant
Other

Observable
Inputs

Significant
Unobservable

Inputs
Total Level 1 Level 2 Level 3

Assets
Cash and cash equivalents $ 99,625,000 $ 99,625,000 $ – $ –
Trading securities and assets whose

use is limited:
Cash and cash equivalents 20,406,000 14,346,000 6,060,000 –
Equity securities 133,916,000 125,001,000 8,915,000 –
Fixed income securities 143,011,000 130,598,000 12,413,000 –
U.S. Government obligation

securities 13,456,000 – 13,456,000 –
Hedge funds 14,267,000 – 14,267,000 –

Total 325,056,000 269,945,000 55,111,000 –
Collateral for interest rate swap:

Cash and cash equivalents 62,939,000 62,939,000 – –
Total assets $ 487,620,000 $ 432,509,000 $ 55,111,000 $ –

Liabilities
Derivative instruments $ (65,852,000) $ – $ (65,852,000) $ –
Total liabilities $ (65,852,000) $ – $ (65,852,000) $ –
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5. Fair Value Measurements (continued)

June 30, 2014
Quoted

Prices in
Active Markets

for Identical
Assets

Significant
Other

Observable
Inputs

Significant
Unobservable

Inputs
Total Level 1 Level 2 Level 3

Assets
Cash and cash equivalents $ 76,168,000 $ 76,168,000 $ – $ –
Trading securities and other assets

whose use is limited:
Cash and cash equivalents 21,809,000 12,097,000 9,712,000 –
Equity securities 137,720,000 128,399,000 9,321,000 –
Fixed income securities 138,107,000 125,026,000 13,081,000 –
U.S. Government obligation

securities 21,656,000 – 21,656,000 –
Hedge funds 13,442,000 – 13,442,000 –

Total 332,734,000 265,522,000 67,212,000 –
Collateral for interest rate swap:

Cash and cash equivalents 51,616,000 51,616,000 – –
Total assets $ 460,518,000 $ 393,306,000 $ 67,212,000 $ –

Liabilities
Derivative instruments $ (55,626,000) $ – $ (55,626,000) $ –
Total liabilities $ (55,626,000) $ – $ (55,626,000) $ –

The Group’s Level 1 securities primarily consist of U.S. Treasury securities, exchange-traded
mutual funds, and cash. The Group determines the estimated fair value for its Level 1 securities
using quoted (unadjusted) prices for identical assets or liabilities in active markets.

The Group’s Level 2 securities primarily consist of U.S. government-sponsored entities bonds
and money market funds. The Group determines the estimated fair value for these Level 2
securities using the following methods: quoted prices for similar assets/liabilities in active
markets, quoted prices for identical or similar assets in non-active markets (few transactions,
limited information, non-current prices, high variability over time), inputs other than quoted
prices that are observable for the asset/liability (e.g., interest rates, yield curves volatilities,
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5. Fair Value Measurements (continued)

default rates, etc.), and inputs that are derived principally from or corroborated by other
observable market data. The System’s hedge funds are also considered Level 2 investments as
the System has the ability to redeem its investment with the investee at net asset value per share
(or its equivalent) at the measurement date. Redemption can be made on the last day of any
calendar quarter with 65 days’ advanced written notice.

The Group’s Level 2 securities also consist of derivative instruments, which are reported using
valuation models commonly used for derivatives. Valuation models require a variety of inputs,
including contractual terms, market fixed prices, inputs from forward price yield curves, notional
quantities, measures of volatility, and correlations of such inputs.

The Group also has pledges receivable, which are measured at fair value on a non-recurring basis
and are discounted to net present value upon receipt using an appropriate risk-free discount rate
based on the term of the receivable. Since these inputs are not observable, pledges receivable
would be considered Level 3 fair value measurements upon their initial recording. Pledges
receivable are recorded net of an allowance for uncollectible pledges. The following table
provides a reconciliation of the beginning and ending balances of pledges receivable that used
significant unobservable inputs:

Year Ended June 30
2015 2014

Pledges receivable:
Balance at July 1 $ 9,798,000 $ 13,152,000

New pledges 1,107,000 2,019,000
Collections on pledges (3,084,000) (5,332,000)
Write-off of pledges (454,000) (217,000)
Changes in reserves 52,000 176,000

Balance at June 30 $ 7,419,000 $ 9,798,000
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6. Long-Term Debt and Line of Credit

Long-term debt consists of the following:

Interest
Rate

Maturity
Dates

June 30
2015 2014

Maryland Health and Higher Educational
Facilities Authority Revenue
Bonds – Series 2014 2.0-5.0% 2015-2040 $ 127,305,000 $ –

Maryland Health and Higher Educational
Facilities Authority Revenue
Bonds – Series 2012 2.0–5.0% 2013–2035 69,775,000 72,100,000

Maryland Health and Higher Educational
Facilities Authority Revenue
Bonds – Series 2010 4.0–5.0% 2011–2041 78,145,000 79,695,000

Maryland Health and Higher Educational
Facilities Authority Revenue
Bonds – Series 2009A 4.0–6.75% 2013–2040 – 117,730,000

Maryland Health and Higher Educational
Facilities Authority Revenue
Bonds – Series 2009B Variable 2041–2044 60,000,000 60,000,000

2008 term loan from a bank Variable 2019 46,748,000 48,715,000
Kent Island term loan from a bank Variable 2017 7,134,000 7,486,000
2008 construction loan from a bank Variable 2019 24,530,000 25,561,000

413,637,000 411,287,000

Less current portion of long-term debt 12,222,000 8,523,000
Unamortized original issue premium, net 11,895,000 985,000
Long-term debt $ 413,310,000 $ 403,749,000

These debt instruments are secured by the receipts of the Hospital and substantially all of the
property and equipment of the consolidated group.
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6. Long-Term Debt and Line of Credit (continued)

Principal payments due under all debt instruments as of June 30, 2015, are as follows:

2016 $ 12,222,000
2017 16,057,000
2018 9,671,000
2019 68,698,000
2020 6,770,000
Thereafter 300,219,000

$ 413,637,000

Series 2014 Revenue Bonds

In November 2014, the Hospital entered into a loan agreement with Maryland Health and Higher
Educational Facilities Authority (referred to as MHHEFA), for the issuance of Series 2014
Revenue Bonds (referred to as the 2014 Bonds). The proceeds of the 2014 Bonds were used to
advance refund the Series 2009A Bonds previously provided by MHHEFA. The bonds being
refunded were originally obtained to finance a portion of the costs of construction for an eight-
story patient care building, two parking garages, and costs related to the issuance. The 2014
Bonds provide for annual principal payments each July 1, from 2015 through 2039. Interest is
payable semi-annually each July 1 and January 1, beginning January 2015. The 2014 Bonds bear
stated interest rates between 2.00% to 5.00% and were issued at a premium of $7,520,000 which
is amortized over the life of the bonds using the straight line method which approximates the
effective interest method. The effective annual interest rate for the 2014 Bonds for the year
ended June 30, 2015 was 2.38%.

In connection with the advance refunding of the 2009A bonds, the hospital recognized a loss of
$32,230,000 which is recorded as a loss on extinguishment of debt in the accompanying
consolidated statements of operations and changes in net assets for the year ended June 30, 2015.
The loss on extinguishment is comprised of a $29,049,000 pre-payment of interest due on the
2009A bonds prior to their call date in 2019 and a $3,181,000 write-off of deferred financing
costs and unamortized bond discount. The $29,049,000 pre-payment of interest is included
within repayments of long-term debt and capital lease obligations within the financing section of
the accompanying statement of cash flows.
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6. Long-Term Debt and Line of Credit (continued)

Series 2012 Revenue Bonds

In October 2012, the Hospital entered into a loan agreement with MHHEFA for the issuance of
$73,625,000 of Series 2012 Revenue Bonds (referred to as the 2012 Bonds). The proceeds of the
2012 Bonds were used to repay the Series 2004A Bonds and the Series 1998 Bonds previously
provided by the Authority. The bonds being refinanced were originally obtained to finance a new
replacement hospital (1998 Bonds) and to finance major renovations to the Hospital’s Cancer
Center and land acquisition (2004A Bonds). The 2012 Bonds provide for annual principal
payments each July 1, from 2013 through 2034. Interest is payable semi-annually on each July 1
and January 1, beginning July 1, 2013. The 2012 Bonds bear stated interest at rates of 2.00% to
5.00%, and were issued at a premium of $6,746,000. The effective annual interest rates for the
2012 Bonds for the years ended June 30, 2015 and 2014, were 3.75% and 3.69%, respectively.

The provisions of the 2014 and 2012 Bonds, together with the 2010 Bonds and 2009 Bonds,
require the Parent and subsidiaries to comply with certain covenants on an annual basis,
including a debt service coverage requirement, a debt to capitalization requirement, and a
liquidity requirement. The Hospital, the Parent, and HCS are members of the obligated group for
all of the revenue bonds issued by MHHEFA.

Series 2010 Revenue Bonds

In February 2010, the Hospital entered into a loan agreement with MHHEFA for the issuance of
$85,410,000 of Series 2010 Revenue Bonds (referred to as the 2010 Bonds). The proceeds of the
2010 Bonds were used to repay the Series 2004B Bonds and Dedicated Financing previously
provided by the Authority and are also being used to finance the expansion of the parking garage
for the Hospital’s acute care pavilion. The 2010 Bonds provide for annual principal payments
each July 1, from 2011 through 2040. Interest is payable semi-annually on each July 1 and
January 1, beginning July 1, 2010. The 2010 Bonds bear stated interest at rates of 4.00% to
5.00%, and were issued at an original issue discount of $1,507,000. The effective annual interest
rates for the 2010 Bonds for the years ended June 30, 2015 and 2014, were 4.95% and 4.89%,
respectively.
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6. Long-Term Debt and Lines of Credit (continued)

Series 2009 Revenue Bonds

In January 2009, the Hospital entered into a loan agreement with MHHEFA for the issuance of
$120,000,000 Series 2009A Revenue Bonds (the 2009A Bonds) and in February 2009,
$60,000,000 Series 2009B Revenue Bonds (the 2009B Bonds) (collectively referred to as the
2009 Bonds). The proceeds of the 2014 Bonds were used to advance refund the Series 2009A
Bonds previously provided by MHHEFA. The proceeds of the 2009 Bonds are being used to
finance a portion of the costs of construction of an eight-story patient care building, two new
parking garages, and certain costs relating to the issuance. The 2009A Bonds provided for annual
principal payments each July 1, from 2012 through 2039. Interest was payable semi-annually on
each July 1 and January 1, beginning July 1, 2009. The 2009B Bonds provide for annual
principal payments each July 1, from 2040 through 2043. Interest is payable semi-annually on
each July 1 and January 1, beginning July 1, 2009. The 2009A Bonds bore stated interest at rates
of 4.00% to 6.75%. The 2009A Bonds were issued at an original issue discount of $4,817,000.
The effective annual interest rates for the 2009A Bonds for the years ended June 30, 2015 and
2014, were 2.68% and 6.74%, respectively. The 2009B Bonds bear interest at variable rates, as
set forth in the loan agreement. The maximum interest rate is 12% for the 2009B Bonds. The
effective annual interest rates for the 2009B Bonds for the years ended June 30, 2015 and 2014,
were 0.05% and 0.08%, respectively. The principal and interest payments on the Series 2009B
Bonds are secured by a letter of credit equal to the original principal of the bonds plus an amount
equal to 40 days’ interest thereon, calculated at the maximum rate. The current letter of credit
expires in July 1, 2020. Under certain circumstances, the Hospital would need to fully redeem
the 2009B Bonds upon expiration of the letter of credit, unless a conforming replacement letter
of credit was secured prior to such expiration.
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6. Long-Term Debt and Line of Credit (continued)

The related balances are included in assets whose use is limited and consist of the following:

June 30
2015 2014

Debt service funds $ 15,074,000 $ 12,573,000
Debt service reserve funds 12,517,000 20,618,000
Construction fund and capitalized interest fund 211,000 562,000

$ 27,802,000 $ 33,753,000

Bank Line of Credit and Term Loan

The Hospital maintains a line of credit with a bank providing available credit of $30,000,000.
The agreement with the bank is reviewed for renewal on February 28 of each year. Interest on
any borrowings accrues at the one month London Interbank Offered Rate (LIBOR) plus 1.5%. At
June 30, 2015 and 2014, the Group has no balance on the line of credit.

On October 23, 2008, the Real Estate Company secured a term loan in the amount of
$55,000,000 with a bank. The proceeds from the term loan were used to refinance line of credit
proceeds and fund certain construction costs related to a medical office building. The loan bears
interest at a variable rate, based on the LIBOR market index rate plus 1.25%. The term loan
requires monthly payments of $221,000 with all remaining amounts due upon final maturity on
November 5, 2018. The effective annual interest rate for the years ended June 30, 2015 and
2014, was 1.43%.

2008 Construction Loan

On October 23, 2008, the Real Estate Company entered into a construction loan in the amount of
$30,000,000 with a bank to fund the construction of a medical office building. The loan was
issued under the same loan agreement as the term loan discussed in the immediately preceding
paragraph. The debt is secured by the medical office building. Interest only is due during the
construction period at a rate equal to the LIBOR market index rate plus 1.25%. The loan
converted to a term loan after the completion of the construction in July 2009. The term loan
provides for monthly principal and interest payments and has a final maturity of November 5,
2018. The effective annual interest rates for the years ended June 30, 2015 and 2014, were 1.43%
and 1.44%, respectively.
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6. Long-Term Debt and Line of Credit (continued)

Kent Island Term Loan

In August 2007, KIMA entered into a construction loan agreement with a bank in the amount of
$9,000,000 that would convert to a term loan after the completion of the construction. The
proceeds were used to construct a medical office building. The debt is secured by the medical
office building. Interest only was due during the construction period at a rate of the 30-day
LIBOR plus 1.0%. The construction was completed in June 2008. The term loan provides for
monthly principal and interest payments and has a final maturity of December 2016. The
effective annual interest rate for the years ended June 30, 2015 and 2014, was 1.03%.

7. Capital Lease Obligations

The Group has entered into capital lease agreements for certain medical equipment and software
at a cost of $7,432,000 as of June 30, 2015 and 2014. Accumulated amortization on these assets
was $7,186,000 and $6,315,000 as of June 30, 2015 and 2014, respectively. Final payments
under these capital lease obligations occurred in 2015 and totaled $90,000.

8. Pension Plan and Thrift Plan

The Hospital has a qualified noncontributory, defined benefit pension plan (the Plan) that covers
substantially all employees. The Group’s policy is to fund pension costs as determined by its
actuary. Adopted by the Board of Trustees on June 11, 2009, and effective September 1, 2009,
the Hospital amended the Plan to freeze future benefit accruals, and participants have not earned
any additional benefits under the Plan since that date. However, subsequent to September 1,
2009, participants have continued to vest in benefits they have earned through September 1,
2009. The frozen benefit balance for the participants will only accrue interest credits until the
participants’ benefit commencement dates. FASB ASC 715, Compensation – Retirement Benefits
(ASC 715), requires the Group to recognize the funded status (i.e., the difference between the
fair value of plan assets and the projected benefit obligations) of its pension plan on its
consolidated balance sheet, with a corresponding adjustment to unrestricted net assets. The
pension liability adjustment to unrestricted net assets represents the change in net unrecognized
actuarial losses that have not yet been recognized as part of revenues and gains in excess of
expenses. These amounts are subsequently recognized as net periodic benefit cost pursuant to the
Group’s historical accounting policy for amortizing such amounts.
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8. Pension Plan and Thrift Plan (continued)

During the years ended June 30, 2015 and 2014, a partial settlement of the Plan’s defined benefit
obligation was recognized. Since the settlement was more than minor, ASC 715 requires that a
pro rata amount of the accumulated unrecognized net loss in unrestricted net assets is charged to
revenues and gains in excess of (less than) expenses based on the proportion of the projected
benefit obligation settled to the total projected benefit obligation. During the years ended
June 30, 2015 and 2014, the Group determined that a settlement had occurred and recognized a
loss of $2,927,000 and $2,482,000, respectively. For the years ended June 30, 2015 and 2014,
the settlement loss is recorded within employee benefits and loss from joint ventures and other,
net, respectively, in the consolidated statements of operations and changes in net assets.

The reconciliation of the beginning and ending balances of the projected benefit obligation and
the fair value of plan assets for the years ended June 30, 2015 and 2014, and the accumulated
benefit obligation at June 30, 2015 and 2014, is as follows:

June 30
2015 2014

Accumulated benefit obligation $ 121,761,000 $ 116,610,000

Change in projected benefit obligation:
Projected benefit obligation at beginning of year $ 116,610,000 $ 112,402,000

Service cost –
Interest cost 4,419,000 4,789,000
Actuarial loss 8,123,000 6,593,000
Benefits paid (1,426,000) (1,303,000)
Settlements paid (5,965,000) (5,871,000)

Projected benefit obligation at end of year 121,761,000 116,610,000

Change in plan assets:
Fair value of plan assets at beginning of year 97,340,000 81,798,000

Actual return on plan assets (466,000) 12,456,000
Employer contribution 9,576,000 10,260,000
Benefits paid (1,426,000) (1,303,000)
Settlements paid (5,965,000) (5,871,000)

Fair value of plan assets at end of year 99,059,000 97,340,000
Net liability recognized $ (22,702,000) $ (19,270,000)
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8. Pension Plan and Thrift Plan (continued)

June 30
2015 2014

Net amounts recognized in the consolidated
balance sheets consist of:

Accrued pension costs $ (22,702,000) $ (19,270,000)

Amounts recognized in unrestricted
net assets that have not been recognized in
net periodic benefit cost consist of:

Net actuarial loss $ 59,756,000 $ 48,073,000

The following table sets forth the weighted-average assumptions used to determine benefit
obligations:

June 30
2015 2014

Discount rate 4.15% 3.85%
Rate of compensation increase N/A N/A

The following table sets forth the weighted-average assumptions used to determine net periodic
benefit cost:

Year Ended June 30
2015 2014

Discount rate 3.83% 4.45%
Expected return on plan assets 7.50 7.50
Rate of compensation increase N/A N/A
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8. Pension Plan and Thrift Plan (continued)

Net periodic pension benefit cost included the following components:

June 30
2015 2014

Service cost $ – $ –
Interest cost 4,419,000 4,789,000
Expected return on plan assets (7,225,000) (6,420,000)
Amortization of prior service cost – –
Recognized net actuarial loss 1,205,000 1,144,000
Loss recognized from partial settlement of

projected benefit obligation 2,927,000 2,482,000
Net periodic benefit cost $ 1,326,000 $ 1,995,000

The estimated net loss for the defined benefit pension plan that will be amortized from
unrestricted net assets into net periodic benefit cost over the next fiscal year is $1,727,000.

The Hospital’s defined benefit plan invests in a diversified mix of traditional asset classes.
Investments in certain types of U.S. equity securities and fixed income securities are made to
maximize long-term results while recognizing the need for adequate liquidity to meet ongoing
benefit and administrative obligations. Risk tolerance of unexpected investment and actuarial
outcomes is continually evaluated by understanding the pension plan’s liability characteristics.
Equity investments are used primarily to increase overall plan returns. Debt securities provide
diversification benefits and liability hedging attributes that are desirable, especially in falling
interest rate environments.

The Hospital’s target asset allocation percentages as of June 30, 2015, were as follows: 35.0%
investment grade bonds, 27.5% international equity, 19.25% large cap domestic stocks, 8.25%
small cap domestic stocks, and 10.0% hedge funds and exchange traded notes.
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8. Pension Plan and Thrift Plan (continued)

The following tables present the fair value hierarchy of assets of the defined benefit pension plan
at June 30, 2015 and 2014, respectively:

June 30, 2015

Quoted Prices
in Active

Markets for
Identical

Assets

Significant
Other

Observable
Inputs

Significant
Unobservable

Inputs
Total Level 1 Level 2 Level 3

Assets
Cash and cash equivalents $ 2,265,000 $ – $ 2,265,000 $ –

Mutual funds:
Equity 27,587,000 27587,000 – –
Corporate bonds 5,191,000 5,191,000 – –
Government bonds 22,377,000 22,377,000 – –
International equity 27,632,000 27,632,000 – –
International bonds 5,012,000 5,012,000 – –
Exchange traded notes 4,487,000 4,487,000 – –

Managed partnerships:
Hedge funds 4,508,000 – 4,508,000 –

$ 99,059,000 $ 92,286,000 $ 6,773,000 $ –
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8. Pension Plan and Thrift Plan (continued)

June 30, 2014

Quoted Prices
in Active

Markets for
Identical

Assets

Significant
Other

Observable
Inputs

Significant
Unobservable

Inputs
Total Level 1 Level 2 Level 3

Assets
Cash and cash equivalents $ 4,336,000 $ – $ 4,336,000 $ –

Mutual funds:
Equity 26,935,000 26,935,000 – –
Corporate bonds 6,138,000 6,138,000 – –
Government bonds 20,915,000 20,915,000 – –
International equity 26,760,000 26,760,000 – –
International bonds 3,175,000 3,175,000 – –
Exchange traded notes 5,081,000 5,081,000 – –

Managed partnerships:
Hedge funds 4,000,000 – 4,000,000 –

$ 97,340,000 $ 89,004,000 $ 8,336,000 $ –

Level 1 securities primarily consist of exchange-traded mutual funds. Level 2 securities
primarily consist of money market funds and hedge funds. Methods consistent with those
discussed in Note 5 are used to estimate the fair values of these securities.

The overall rate of expected return on assets assumption was based on historical returns, with
adjustments made to reflect expectations of future returns. The extent to which the future
expectations were recognized considered the target rates of return for the future, which have
historically not changed.

The Hospital currently intends to make voluntary contributions to the defined benefit pension
plan of $9,576,000 in fiscal 2016.
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8. Pension Plan and Thrift Plan (continued)

The following benefit payments, which reflect expected future service, as appropriate, are
expected to be paid:

2016 $ 5,923,000
2017 6,134,000
2018 6,693,000
2019 7,111,000
2020 7,583,000
2021–2025 38,013,000

In addition to the noncontributory, defined benefit pension plan, the Hospital also offers an
employee thrift plan. Participation in the plan is voluntary. Substantially all full-time employees
of the Hospital are eligible to participate. Employees may elect to contribute a minimum of 1%
of compensation, and a maximum amount as determined by Sections 403(b) and 415 of the
Internal Revenue Code. Any employee making contributions to the plan is entitled to a Hospital
contribution that will match the employee contribution at the rate of 50% to 75%, depending on
the number of years of service, up to a maximum of 4% of qualified compensation. Matching
contributions under this thrift plan were $3,338,000 and $2,913,000 in fiscal years 2015 and
2014, respectively.

9. Concentrations of Credit Risk

Certain members of the Group grant credit without collateral to their patients, most of whom are
local residents and are insured under third-party payor agreements. The mix of receivables from
patients and third-party payors prior to consideration of an allowance for doubtful accounts was
as follows:

June 30
2015 2014

Medicare 28% 32%
Medicaid 4 5
Blue Cross 24 19
Commercial, HMO, PPO, and other 29 28
Patients 15 16

100% 100%
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10. Malpractice Insurance Costs and Self-Insured Professional Liability

Until August 1, 1998, the Group maintained insurance coverage for general and professional
liability claims on a claims-made basis. The professional liability coverage included a per-case
deductible of $250,000, up to a maximum out-of-pocket amount of $750,000 annually. Effective
August 1, 1998, the Group changed its professional liability coverage to a full coverage claims-
made policy with no annual deductibles. This policy included tail coverage for claims incurred
prior to August 1, 1998, but reported subsequently. Effective August 1, 2002, the Group changed
its professional liability coverage back to a claims-made policy with a per-case deductible of
$250,000, up to a maximum out-of-pocket amount of $750,000 annually. Also, the Group did not
purchase tail coverage for claims incurred prior to August 1, 2002 not yet reported.

Effective March 1, 2004, the Group changed its professional liability coverage to a self-
insurance trust with annual exposure limits of $2,000,000 per claim and $11,000,000 in
aggregate. The Group carried an excess liability insurance policy for claims above these limits.

Effective July 1, 2005, Cottage was formed as a captive insurer to provide professional liability
insurance for the Group. Cottage is a wholly owned subsidiary of the System, which was formed
in the Cayman Islands. The primary layer of professional and general liability insurance
coverage is self-insured through Cottage and the secondary layer is fully reinsured through
several highly rated commercial carriers.

For the period July 1, 2005 to June 30, 2009, Cottage issued claims-made policies covering
hospital professional liability (including employed physicians) and on an occurrence basis,
comprehensive general liability risks of the Parent and certain affiliates. Policy limits were
$2,000,000 per claim with a $9,000,000 policy aggregate. Effective July 1, 2005, Cottage
assumed existing liabilities from the System’s self-insured trust discussed above on a claims-
made basis. Effective July 1, 2009, Cottage issued a claims-made policy providing $2,000,000
per claim hospital professional liability coverage and $1,000,000 per claim comprehensive
general liability coverage, subject to a consolidated annual aggregate limit of $10,000,000.

For the period July 1, 2005 to June 30, 2008, Cottage also issued an excess umbrella coverage
policy (covering hospital professional liability) with limits of $20,000,000 per claim and in the
policy aggregate. For claims reported on and subsequent to July 1, 2008, the coverage limit
provided is $30,000,000 per claim and in the policy aggregate. These excess limits are in excess
of the primary policy, and the umbrella policies are 100% reinsured with highly rated third-party
commercial reinsurers.
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10. Malpractice Insurance Costs and Self-Insured Professional Liability (continued)

The provision for estimated professional liability claims, general liability claims, and workers’
compensation claims includes estimates of the ultimate costs for both reported claims and claims
incurred but not reported. As of June 30, 2015 and 2014, the balance for outstanding claims
reserves recorded at Cottage is $22,186,000 and $22,578,000, respectively. The remaining tail
liability for claims incurred but not reported is $5,357,000 and $5,110,000 as of June 30, 2015
and 2014, with $4,527,000 of the 2015 liability and $4,222,000 of the 2014 liability recorded at
the Hospital. The remainder of the liability is recorded at PE. The Group has employed an
independent actuary to estimate the ultimate settlement of such claims. In management’s
opinion, the amounts recorded provide an adequate reserve for loss contingencies. However,
changes in circumstances affecting professional liability claims could cause these estimates to
change by material amounts in the short term.

11. Commitments and Contingencies

Operating Leases

Various members of the Group have operating leases for storage space, equipment, and offices.
During 2015 and 2014, rent expense on these leases was approximately $10,176,000 and
$10,275,000, respectively. Future minimum annual rental payments under noncancelable
operating leases, which expire through 2021, are as follows:

2016 $ 9,675,000
2017 6,957,000
2018 4,494,000
2019 3,415,000
2020 2,381,000
Thereafter 5,004,000

$ 31,926,000

Contracted Construction Commitments

Members of the Group have future construction commitments with outside contractors for
various projects totaling $1,566,000 and $340,000 as of June 30, 2015 and 2014, respectively.
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11. Commitments and Contingencies (continued)

Contingencies

Members of the Group have been named as defendants in various legal proceedings arising from
the performance of their normal activities. In the opinion of management, after consultation with
legal counsel and after consideration of applicable insurance, the amount of the Group’s ultimate
liability under all current legal proceedings will not have a material adverse effect on its
consolidated financial position or results of operations.

The Group’s revenues may be subject to adjustment as a result of examination by government
agencies or contractors based upon differing interpretation of government regulations, medical
diagnosis, charge coding, medical necessity, or other contract terms. The resolution of these
matters, if any, often is not finalized until subsequent to the period during which the services
were rendered. Section 302 of the Tax Relief and Health Care Act of 2006 authorized a
permanent program involving the use of third-party recovery audit contractors (RACs) to
identify Medicare overpayments and underpayments made to providers. We have established
protocols to respond to RAC requests and payment denials. Payment recoveries resulting from
RAC reviews are appealable through administrative and judicial processes, and we intend to
pursue the reversal of adverse determinations where appropriate. In addition to overpayments
that are not reversed on appeal, we will incur additional costs to respond to requests for records
and pursue the reversal of payment denials. As of June 30, 2015 and 2014, the Group has
recorded an estimated reserve regarding the Medicare overpayments. In the opinion of the
Group’s management, the ultimate settlement of this matter will not have a material adverse
effect on the financial position of the Group.

12. Functional Expenses

Members of the Group provide general health care services to residents within their service area.
Expenses related to providing these services are as follows:

Year Ended June 30
2015 2014

Health care services $ 506,772,000 $ 477,887,000
General and administrative 101,485,000 98,792,000

$ 608,257,000 $ 576,679,000
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13. Fair Value of Financial Instruments

The carrying amounts of cash and cash equivalents, patient receivables, prepaid expenses and
other current assets, accounts payable, accrued salaries, wages and benefits, other accrued
expenses, and advances from third-party payors approximate fair value, given the short-term
nature of these financial instruments and/or their methods of valuation. The following methods
and assumptions were used by the Group in estimating the fair value of other financial
instruments:

Investments and Assets Whose Use Is Limited

Fair values are based on quoted market prices, if available, or estimated using quoted market
prices for similar securities.

Pledges Receivable

The Group estimates that the carrying value of pledges receivable approximates fair value, given
the discount rates applied.

Long-Term Debt

Fair values of the Group’s fixed rate long-term debt are established using discounted cash flow
analyses, based on the Group’s current incremental borrowing rates for similar types of
borrowing arrangements. The carrying amount of the Group’s variable rate long-term debt
approximates fair value. The estimated fair value of all long-term debt at June 30, 2015 and 2014
was $430,763,000 and $443,014,000, respectively.

14. Temporarily Restricted Net Assets

At June 30, 2015 and 2014, temporarily restricted net assets are restricted for use, as follows:

2015 2014

Hospital capital additions $ 6,296,000 $ 8,112,000
Hospital operating programs 8,068,000 8,522,000

$ 14,364,000 $ 16,634,000
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15. Subsequent Events

The Group has evaluated the impact of subsequent events through September 25, 2015,
representing the date at which the consolidated financial statements were issued.
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Anne Arundel Health System, Inc. and Subsidiaries

Supplementary Description of Consolidating and Eliminating Entries

1. To eliminate intercompany payables/receivables.

2. To eliminate investment in subsidiaries and related net asset accounts.

3. To eliminate intercompany income/expense generated from management fees, staffing
contracts, captive insurance premiums, and operating leases.

4. To eliminate intercompany notes.

5. To eliminate income of wholly owned subsidiaries.

6. To eliminate intercompany revenue/expense for interest and other miscellaneous
transactions.

7. To eliminate the Hospital’s beneficial interest in Anne Arundel Medical Center Foundation,
Inc.
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HR8.1.03 - Hiring 
 
Scope 
Anne Arundel Health System, Inc. ("AAHS") 
 
Purpose 
The Health System follows established procedures in the recruitment, screening, and hiring 
process. As part of this process, AAHS will verify that all employees are United States citizens 
or aliens lawfully authorized to work in the United States. 
 
Definitions 
None 
 
Policy Statements & Procedures 
1. Recruitment, Screening and Hiring Practices  
 
A. Screening  
 
External Applicants:  
 
All applicants must complete an on-line employment application, available on the AAHS 
website, to be considered for employment.  
 
Human Resources, in collaboration with the hiring supervisor, will review applications and 
conduct preliminary screening interviews as appropriate. Following screening, qualified 
candidates are referred to the hiring supervisor for interview.  
 
Current AAHS employees:  
 
All transfer requests are screened by Human Resources using the following criteria:  
 
- Minimum qualifications as stated on the position description  
 
- Disciplinary status:  
 
o Employees who have received a suspension are ineligible for transfer for one year from the 
date of the suspension.  
 
o An employee who receives a written warning is ineligible for transfer for six months from the 
date of the warning.  
 
o The most recent performance review will also be taken into consideration.  
 
Hiring supervisors may not interview an employee without a transfer form which has been 
reviewed by an HR representative.  
 



B. Testing  
 
Based upon the position description, the Health System may require applicants to pass skills tests 
as part of the screening process. Test results will be made available to applicants, if requested.  
 
1. Interviews  
 
a. Before interviews begin, the hiring supervisor will develop selection criteria, based upon the 
competencies listed on the current position description, by which candidates will be evaluated.  
 
b. Interviews may be scheduled by Human Resources or the hiring department as agreed.  
 
c. During the interview process, applicants will meet with a Human Resources representative as 
well as the hiring department management. Human Resources will provide each applicant with 
the relevant position description.  
 
d. After interviews are complete, the hiring supervisor makes a selection and informs Human 
Resources. The supervisor will maintain documentation regarding the interview process.  
 
e. The recruiter will confirm, prior to extending an offer, that the selected candidate meets all 
requirements of the position description including: licensure, certification, registration, 
background check and/or legal requirements as applicable.  
 
2. Employment Eligibility Verification  
 
A. Human Resources will require each newly hired AAHS employee to provide documentation 
establishing that the individual is a United States citizen or an alien authorized to work in the 
United States.  
 
B. Each newly hired employee must sign an Employment Eligibility Verification form 
confirming that he or she is:  
 
1. A citizen or national of the United States, or  
 
2. An alien lawfully admitted in the United States for permanent residence, or  
 
3. An alien authorized for employment in the United States under the Immigration Reform and 
Control Act (or by the U.S. Attorney General).  
 
4. If a prospective new employee does not complete the eligibility and verification process 
before the first day of employment, the starting date will be delayed. If the individual cannot 
provide adequate documentation, the employment offer will be withdrawn. No one may begin 
work until the verification process is complete.  
 
3. Offers of Employment  
 



Human Resources extends all offers of employment for the Health System. All employment 
offers are made contingent upon satisfactory references, health screen, and background check, as 
coordinated by Human Resources.  
 
4. Reference Checks  
 
Human Resources is responsible for obtaining references for job candidates.  
 
References 
None 
 
Cross References 
None 
 
Approval Date 
VP, Human Resources  - 06/2012 
HPRC  - 06/2012 
 
Effective Date 
2015-02-03  
 
Owner 
Human Resources 
 



CONSULTING AGREEMENT 

This Consulting Agreement (the "Agreement") is entered into and effective as of the 
1st  day of  May 	, 2016 (the "Effective Date") between Anne Arundel Health System, 

Inc., a Maryland non-profit corporation with its principal place of business at 2001 Medical 
Parkway, Annapolis, Maryland 21401 ("AAHS") and Sheppard Pratt Health System, Inc., a 
Maryland non-profit corporation with its principal place of business at 6501 North Charles 
Street, Baltimore, MD 21204 ("Consultant"), 

WITNESSETH: 

In consideration of the mutual covenants hereinafter contained, the parties hereto agree as 
follows: 

1. Engagement.  AAHS hereby engages the Consultant as an independent contractor to 
perform the consulting services described herein (the "Services"), and the Consultant 
hereby accepts such engagement. 

2, Services.  AAHS and the Consultant shall agree from time to time on the scope of the 
Services that AAHS shall provide hereunder, which shall be described in a Project 
Statement to be signed by the parties. The initial Project Statement is attached hereto as 
Exhibit A and its terms are incorporated herein. The Project Statement shall be effective 
only when signed by AAHS and the Consultant, and at that time shall be deemed a part of 
this Agreement. 

3. AAHS Clinical Services Contractor Terms and Conditions.  The Contractor shall 
comply with the Clinical Services Contractor Terms and Conditions attached hereto as 
Exhibit B and its terms incorporated herein. 

4. Payment for Services and Expenses. 

a. Fee. In consideration of Consultant's provision of the Services, AAHS agrees to pay 
Consultant the fee set forth in Exhibit A. 

b. Expense Reimbursement. 	Travel and transit time shall not be considered as 
consulting time for purposes of calculating the fee set forth in Section 4(a) above. 
However, AAHS shall reimburse the Consultant for reasonable out-of-pocket 
expenses for travel requested by AAHS, 

c, Invoice and Payment. Following the end of each month during the Term of this 
Agreement, Consultant shall provide AAHS with a written invoice, which shall 
include an itemized list by date showing the time billed and a detailed description of 
the Services performed by Consultant and an itemized expense statement for any 
expenses. Consultant's first invoice shall be sent to the attention of Arleen D. 
Gleason, 2001 Medical Parkway, Annapolis MD 21401, and all subsequent invoices 
shall be submitted electronically using Transcepta or alternative electronic system 
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CONSULTING AGREEII~ENT

This Consulting Agreement (the "A rg cement"} is entered into and effective as o~ tk~e
1st day of Mav , 2016 (the "Effective Date") between Acne Arundel Health System,

Tnc., a Maryland nan-profit corpoxation with its pxincipal place a~ busin.ess at 2001 Medical
Parkway, Annapolis, Mazyland 21401 ("AAHS") and Shepard Pratt Health System, Inc., a
Maryland ~.on-pxofit corporation with its principal place of business at 6501 North Charles
Street, Baltimore, NID 2X204 ("Consultant"},

`UV'TT1vESSETH:

In consideration of the mutual covenants hereixiaf~~r contained, the parties hereto agree as
£allows:

1. En~a~ement, AAHS hereby engages tl~e Consultant as an independent contractor to
perform the consutting services described herein (the "Services"), and the Consultant
hereby accepts such engagement.

2. Set~vice~. A.AHS and the Consultant shall agree from time to time an the scope of the
Services that AAHS shaIl provide hereunder, which shall be described ire a Project
Statement to be signed by the parties. Tlae initial Project Statez7aent is attached hereto as
Exhibit A and its terms are incaxpaxated herein. The Project Statez~aent shall be effective
an.ly ~vvhan signed by AAT~S and the Consultant, and ax float tune shall be deemed a part of
this Agreement,

3. A.AY~S Cifn'rcal Services Contractor Terms and Conditions. The Contractox shall
comply with the Clinical Services Contactor Terms and Conditions attached hereto as
Exhibit B and its terms incorporated herein.

4. Payment: for Services and Expenses.

a. Fee. In consideration of Consultant's provision of t~ze Services, AAHS agrees to pay
Consultant the fee set forth in Exhibit A,

b. Ex ensa Reimbursement, Travel and transit time shall not be considered as
consulting time fox purposes of calculating the fee set forth in Scotian 4 a above,
However, AAHS shall reimburse the Consultant fox reasonable out -off pacXcet
expenses far travel requested by AAHS.

c, Invoxca at~d P~, ment, Following the end of each month clueing the Term of this
tlgreement, Consultant shall provide A~AHS with a written invoice, ~t~vhich shall
include an itemized Iist by date showing the time billed and a detailed description of
the Services performed by C~ns~tltant and an itemized e~pez~.se statement for any
expenses, Consultant's first invoice shall be sent to the attention of Arleen D.
Gleason, 2Q01 Medical Parl~way, Annapolis MD 21401, and all subsequent invoices
shall be submitted electronically using Tz•anscepta or alternative elaetra~zic systarn
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designated by AAHS, Payment for Services and approved expenses shall be made 
within thirty (30) days following approval by AAHS of the invoice statement 
submitted by Consultant. 

S. Term. This Agreement shall commence on the Effective Date, and the initial term hereof 
shall be for three years, unless sooner terminated in accordance with the Clinical Services 
Contractor Terms and Conditions. Thereafter, this Agreement shall automatically renew 
for consecutive one (1) year terms, unless sooner terminated in accordance with the 
Clinical Services Contractor Terms and Conditions. The initial term and any renewal 
term(s) shall collectively be referred to as the "Term." 

6. Counterparts. This Agreement may be executed in counterparts, each of which shall be 
deemed to be an original, and all of such counterparts shall together constitute one and 
the same agreement. 

[SIGNATURE PAGE FOLLOWS] 
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designated by AAHS, Pagment for Services and approval expenses shall be made
within thirty (3 Q) days following approval by AAHS of. tkze invoice statement
submitted by Consultant.

S, Term. This A.gx'eement shall commence on the Effective Date, and the itnitial team h~r~of
shall be for tluee years, unless sooner terminated in accordance with the Clinical Services
Contractor Terms and Conditions, Thereafter, this Agreement shall automatically xenew
for cansecufive one (1) year terms, unless sooner terminated in accordance with the
Clinical Services Confractor Terms and Conditions, The initial term and any renewal
terms) shall collectively be refereed to as the "Term."

b. Counterparts, This Agreement mad be executed in counterparts, each of which sha1X be
deemed to be an anginal, and all of such counterparts s~aall together constitute one and
fhe same agreement.

(S'IGNATURE PAGE FOLLOWS]
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IN WITNESS WHEREOF, the parties hereto have duly executed this Agreement as of 
the day and year first above written. 

ANNE ARUNDEL HEALTH SYSTEM, INC, 

Victoria W. Bayl ss 
President & Chief Executive 0 r: 
Anne Amide' Health System 

SHEPPARD PRATT HEALTH SYSTEM, INC. 

BY: Bonnie B. Katz 
Title: Vice President, Business Development & Support Operations 

10873070-v1 3 

By: 
Title: 

i

IN WITN~+ SS WHEREOF, tine pai~ies hereto have: duly executed this Agreement as of
the day and year first above written.

ANNE ARUNDEL H~.ALTH SYSTEM, INC,

~~~'~~~~

B~' Victoria W. Bayl ss
Titla; president &Chief Executive ~':

Anne Arnnde} Hca;tlt System

SHEP~ARD PRATT HEALTH SYSTEM, INC.

.~°~ `~~~
~Y~ Bonnie B. Katz
Title; Vice President, Business Development &Support Operation.
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EXHIBIT A 
PROJECT STATEMENT 

This Project Statement relates to, and its terms are incorporated by reference into, the 
Consulting Agreement between the undersigned parties. 

General Scope 

The Consultant shall provide technical advisory assistance to, and consultation with, 
AAHS in connection with AAHS's establishment of a new psychiatric special hospital at its Riva 
Road campus, 

Description of Services 
&VA v • 	• 

:. 	• 
ritifmtq 

The Consultant's Services shall include, but not be limited to, the following: 

1. Technical advisory assistance and consultation in connection with the certificate of need 
application, including the preparation of the CON application, response to completeness 
questions and review questions, and response to interested party comments. 

2, Technical advisory assistance and consultation in operational matters in connection with 
the new psychiatric special hospital, which may include, but not be limited to, the 
following topics: 

a. Clinical programming development; 
b. Development of clinical and operational policies, procedures, and protocols; 
c. Drugs, medical devices, and other medical supply needs; and 
d. Payor contracting, billing, and collections. 

3. Such other consulting and advisory services as reasonably requested by AAHS that are in 
the spirit and purpose of the General Scope outlined above. 

The above-listed Services are intended to describe the general nature of the Services to be 
performed by the Consultant. They are not to be construed as an exhaustive list of all Services to 
be provided by the Consultant. 

Time Commitment 

The Consultant shall provide the Services from time to time on an as-needed basis at 
AAHS' s request. 

Fees 

AAHS shall pay the Consultant a fee of 
when Consultant performs Services for AAHS. 

per hour 

ii70:44?1, 
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EXHZSIT A j
PROJECT STA,T~MENT

I'
This Project Statem~zit xeiates to, and its tez'ms are incorporated by reference into, the

Consulting Agreement between the undersigned parties. ~+,

General Scope

The Consultant shall provide technical advisory assisfiznce to, and consultation wit1~, '.
AAHS in cannectxon wzth AAHS's establishment of a new psychiatric special hospital at its Riva
Road campus, ~, ~,

Description of Services ;,,~~~, ~.a;n.. .. ~. „ , i

The Consultant's Services shawl include, but not b~ limited to, the following, . ;

1, Technical advisoxy assistance and eansultation in connec~ioi~ ~itli tha certificate of need
application, including the pxeparation of the CQN application, ;response to completeness ' ;,
quesfzons and review questions, as~d response to intezested party comments. '',

2, Technical advisaxy assistance and eonsultatiou in operational mattexs in conneetioz~ with
the new psychiatric spacial hospital, which may include, but not be limited to, f,~e
following topics;

a. Clinical progr~nming development; ' '
b. Development of clinical and apexatzonal policies, procedures, and protocols;
c, llrugs, medical devices, and otlaex medical supply needs; and
d, Payox contracting, billing, and collections.

3, Such other consulting and advisory se~~vices as reasonably requested by AAHS Chat are in
the spirit and pui~pase of the Genexal Scope outlined above. , ,

The above-listed Services are intended to describe tlae general zlature of the Services to be
performed by tk~e Consultant, They are a~ot to be cons~a~ued as an exhaustive list of all Services to I
be provided by the Consultant.

"X'izn.e Commitment

The Consultant shall provide the Services from tune to time o~z an as-needed basis at
AAHS's request.

Fees p,~

~`~Dq
AAHS shall pay the Consultant a fee of A ~ CTED , I, "" per hate

when Consultant performs Services for AAHS. RopRIE

T̀ ~RY
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In order to evidence their agreement on the terms stated above, the parties have executed 
this Project Statement effective as of the last date set forth below, 

"AAHS" 	 "CONSULTANT" 

Anne Arundel Health System, Inc. Sheppard Pratt Health System, Inc. 

BY 	Victoria W. Bayless 
Title: 	President & Chief Executive Officer 
Date: 	Anne Arundel Health System  

BY: Bonnie B. Katz 
Title: Vice President, Business Dev. & Supp. Ops. 
Date: March 24, 2016 

10873070-v1 5 

In order to evidence their agreement on the. terms stated above, the parties have executed
this PXoject Statement effective as of the last date set forth below,

cs~I~S~~

Anne Arundel T~ealth System, Inc.

~~,~.~
BY~ Victoria W. ayless
"I'it1e: President &Chief Execukive 01~"ieer
Date.: A~~e A~vnde} Health System -

~os7~a~o-~r 5

"CONSULTANT"

Shepard Pratt Health System, Ina.

`~ `~c~
BY~ Bonnie B. Katz
Title: Vice President, Business Dev. & Supp. Ops.
Date: March 24, 2016



EXHIBIT B  
CLINICAL SERVICES CONTRACTOR TERMS AND CONDITIONS 

[Attached] 

L•q-, 	 .41.!;;;. 
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EXHIBIT 8
CLTNZCAL SERVICES CCINTRACTQR TERMS AND CC7NDXTXONS

[Attached]

.. .. .''5~~7:.'. .~'1'•'y..i ...
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Medicalundel 11: 	Center 

surrounding communities by providing quality healthcare, ethically and with compassion, It does 
affiliates Anne Arundel Medical Center, Inc., Anne Arundel Health Care Enterprises, Inc„ Anne 
Center Foundation, Inc., Anne Arundel Health System Research Institute, Inc,, Anne Arundel 
Services, Inc. dtb/a Pathways, Anne Arundel Diagnostics, a tradename under Anne Arundel 
and Physician Enterprise, LLC (hereinafter, collectively, "AAHS"). AAHS receives funds 
the United States Government and the State of Maryland. It is committed to conduc 
legally and In accordance with the standards required of the Joint Commission on 
Organizations. AAHS will enter business relationships only with those vendors a 
for the highest of ethical standards while maintaining compliance with govern' 
are a necessary part of our business relationships. 

1. 	Contractor Defined. 'Contractor means the person or entity on w 	 Agreement Is signed and its 
affiliated entities, their directors, employees, agents, assigns, 	 actors. 

ANNE ARUNDEL HEALTH SYSTEMS, INC. 
AGREEMENT FOR PRODUCTS AND/OR SERVICES 

(CLINICAL SERVICES CONTRACTOR TERMS AND CONDITIONS) 

Anne Arundel Health System, Inc. is a not for profit corporation with a primary mission of serving Annapolis and the 
,gh its 

dical 
ment 

rie Inc., 
funded by 

ethically, 
of Healthcare 

commitment to strive 
terms and conditions 

3. 	'New Technology" Defined. 	"New techno 
Approval (PMA) designation, and assigned 
www,acneeedata.ele.goviscripts/cdrh/cfpmai 
510(k) designated products are never classi 
substantially equivalent to another 

ed, "Anne Arundel Health Systems, 
Conditions)", any Business Associate 

eci and incorporated by reference below. 

product filed with the FDA for Pre-Market 
which can be referenced at 

d that has been on the market for less than 1 year. 
w Technology because this designation by the FDA as 

market. No product has a PMA and 510(k) number. 

2, 	Agreement Defined. "Agreement" refers too tles document 
Inc. Agreement for Products andlor Services (Contr 
Agreement signed by the Contractor and any doe 

Independent Contractor. The 
Agreement shall be construe 
agent, employer and empl.  
representation to third eel 
acts or omissions of 
limited to, Worker 
comply with all 
bodies with r 
Contractor. 
as AA 
wit 

hat Contractor is an Independent contractor. Nothing In this 
S and Contractor in the relationship of partners, principal and 

venturers and Contractor shall take no action and make no 
Id suggest otherwise, AAHS shall have no responsibility or liability for 

ntractors must carry and maintain such insurance (including, but not 
on and unemployment insurance) as may be required by law and must further 

a to such Insurance and with all tax laws and other requirements of governmental 
income, compensation, withholding, FICA, or other requirement applicable to 

r further agrees to Indemnify and hold harmless AAHS with respect to all such amounts 
!red to pay as a result of Contractor's failure to make any of the aforementioned 

is to governmental authorities or to otherwise comply with this provision. 

ee. . 	Contractor will not use subcontractors to discharge its obligations under the Agreement 
pr or written approval of AAHS. Should AAHS give express approval for the use of a Sub- 

con 	, Contractor shall be responsible for ensuring that subcontractor is fully aware of the requirements of 
this Agreement, expressly require subcontractor to comply with all terms of the Agreement and Contractor will 
be liable for any breach of the Agreement or other wrongful act or omission resulting from use of the 
subcontractor. 

6 	Termination. Contractor or AAHS may terminate this Agreement, without cause, provided the terminating party 
provides sixty (60) days Notice to the non-terminating party. In the event of a material breach, the non-
breaching party may terminate this Agreement thirty (30) days after a Notice of Cure is delivered to the 
breaching party that specifically identifies the nature of the breach, if the breathing party fails to cure. The 
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~'J Medi~a(Cent~r

AN~t~ ARLfND~L H~Al..7H SY57EMS~ INC.

AgREEIVI~NT FOR FROl7UCTS AND(OR SERVICES
(~UN1CA~ SERVICES CONTRACT~OFt T~RIVIS AND CQNpITIQNS~

Anne Arundel Health System, inc. is a~ not for profit corporaklpn with a primary mission of serving /~nnapolfs and khe
surrounding communiktes by provld{ng quality hea[thcars, ethicakfy and uv~th compassion, {t does' ..- ;. ` ;:gh its
a~liatas Anne Arundel Medica{ Centar, Ins,, Anna Arundel Healtf~ Care Enterprises, inc., Anne. , ' ~ . iiica!
Cet~er FoWnda~an, Inc., ,4nna Arundel Health System Rasearah Institute, Inq,, Anne Arundel r meet
Services, tna. d/bla i'athways, Anne Anmdel Diagnostics, a tr~dename under Anne Arundel. : ~ , ~ . ~' m, Enc.,
and Physician Enterprise, ~~C (h~re(~aftar, calte~tively, "AAh4S°). Af~1NS receives (undo: ''funded by
the llnit~d States Coverrrment and the State of Maryland. It is committed Fa ~ond~c~ ' '~ ~'- _ `e4hfaally,
legally and in ac.~ordance with the standards required of the Joint Commission on :. ~: ~ ' of Haatthcare
OrganixatEons, RAMS will enter business reEat9onships only with tf~c~se vendarsx ̀ ' ~ , 'r :.. ~'. cotnmitmet~t to s4rive
for the highest of eihfcal standards while maintaining compliance with gtiverrl' '` .i.' . ̀  `' tarms and cAndititxns
are a necessary part of our business relat3anships.

9. Contractor Defined. "ConiTaot4r' means the pars on yr enti#y on a~ ~ 'S A~~eement is signed and its
affiliated eni~ies, thefrdirectors, employees, agents, assigns;; ~c~ , ,a~fars.

2, Agreement Defined, "Agreemerz!" refers to this document '. _,~` . led, "Anne Arundel Health Systems,
Inc. Agteemantfor products and/or Se~vicas (Contr ._ ~ ; ~' : 'Cdnditlons}", any Business Associate
Agreement signed by the Contractor and any dac _ ' 'fd~ " ed and incorporated Gy reference ~peiow.

3. 'flew TeChnatggy" Defined, "dew technol~ ~ ~ product filed wlih the FDA for Pre-Market
Apptc~vai (PMA? designation, end assEgned ̀. . ; ' ~ , , which can be referenced at
www,~ccessda~a.fd~.govJscriptslcdrttlafpma/ nd that has been on the market for Iess than 1 year,
510tk) designated products are never classi "., .'s . w Technology because this desfgna~on by the FDA ~s
substantlaiiy equ€valenf to another r~ i ;market, No product has a PMA and s10(k) nu~ber.

4~ kndependent Contractor. The ~~a 'hat Gnntractor Is an independent contractor, (nothing In Utis
Agreement shall ha construe Sand GonFra~Ear in the relationship of partners, principal and
agent, employer and empl , ~'~r~ .:t venturers and Gor~tractor shall tike no action and make no
representation to third .arti ~, id suggest otherwise, AAMS shall have no respons(bi~ify or flabilify far
acts or Qmisslons of . ' ~ntr~c~ars must carry and malr~tain such insurance (including, but not
<<~~~~ to, WorkQc" "'}~: - . on and unemployment insurance} as may pe required bylaw and must further
comply with ail. . e to such Insurance and With all kax laws anal other requirements of gavemmentat
bodies with r ~ income, aompensadon, withholding, FICA, or other requirement applEcable to
Cur~t~acta~:'` , {further agrees to indemnify and 6oid harmless AAH S with respect to all such amounts
as AA . - - tred to pay ~s a resu{f of Contractor's faffure to make any of the aforementioned
v~it :: .. r,~~ T :ts to govemmenFaR authorities or i4 otherwise comply wEth this provision.

5. y ' ' Conteactar will not use subcontractors fo d~seharge its o~iigatlans under ftte flgreement
a~;a~ . pc or written approval of AAH8. Should AAHS give express approval for the use of a suYr-

con ", .., ' , Con4aetar shall be responsible for ensuring that subcontractor is fiaUy av~tare ofithe reqult~me~ts of
°. tt~i~ Agreement, expressly require subcorrtractor to comply with al! terms of the Agream~nt and Contractor wiN

be li b€a for any breach o#the Agreement or other wrongful act or omission resui4ing from use of the
subcanfracEor.

i S Terminatlan. Corrir~ctar orAF~HS may terminate this Agreement, vuithout cause, protided tF~e terminating party
;= prov[des s3xky (80} days Notice to the non-terminating party. En the event of ~ materiel breech, ~h$ non-

breech€ng patty may tem,inets this P,greement ittfrty (30) days after a Notice of Cure is delivered to the
braachint~ party that specifically idenFlfle~ the nature of the ~reaah, if khe breaching pa y fails to Cura. l~he

~ ~... .

'i. iD[IFIANIH~. /~:~IiP:C~~:i IikAl.1'H:IY„7Fh4 fNC r~q~e i nor_,
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non-breaching party must give Notice of its intent to terminate after the cure period has expired, although such 
termination may be immediate upon expiration of the cure period end Notice, 

7 	No Waiver. The failure of either Party to require performance of any provision of this Agreement at anytime 
shall not affect its right at a later time to enforce the same or any other provision of this Agreement No waiver 
by a Party of any condition or breach shag be effective unless Notice Is given of an express waiver, and no 
such waiver shall be deemed a further or continuing waiver of such waived condition Or breach in other 
instances nor a waiver of any other condition or breach. 

8 	Liability, Contractor is liable for any and ail losses, including but not limited to, damage to, or I. 
(real, personal or intellectual), personal injury, wrongful death, regulatory tine or penalty, a 
or reputation, caused In whole, or in part, by the acts or omissions of Contractor, Cent Or 
General Liability, Property Damage and/or Professional Liability insurance, as required 
minimum of One Million Dollars ($1,000,000.00) per incident and Three Million Dot 
aggregate, which covers liability of Contractor's acts or omissions in performing 
such claim is made. 

property 
business 

lain 
at a 

.00) in the 
diess of when 

es, their directors, 
Ries, including attorneys' 

estlgation and defense of any 

Indemnification, Contractor agrees to indemnify and hold harmless AAHS 
officers, employees and agents from, and against, any and all clairns 
fees, arising out of Contractor's acts or omissions, and shall coope 
claims or suits. 

10. 

11 

Reasonable Restrictions. The Parties agree that the restrio 	 this Agreement are reasonable, 
proper, and necessitated by their respective business interes 	not constitute an unlawful or 
unreasonable restraint on either of the Parties' ability 	 usiness. 

No Third Party Rights, This Agreement has been 
and their respective successors and permitted a 
rights or remedies on any entity or person of 
permitted assigns. Nothing in this Agreemen 
any third persons outstanding to either Party 

tered solely for the benefit of the Parties hereto 
ing in this Agreement is intended to confer any 

arties hereto and Their respective successors and 
ed to relieve or discharge the obligation or liability of 

greement. 

I 

12. Assignment. Contractor may n 
the prior written consent of 
Affiliate. For purposes of this 
controlled by, or is under 
Hospital may not assign its 

13. puccesso and 
biaing upon, a 
extent specifi 

of Contractor's rights or obligations under this Agreement without 
assign any and all of Its rights and obligations hereunder to an 

n Affiliate is any legal entity which directly or Indirectly controls or is 
with AAHS. Except as provided in the preceding two sentences, 

'gallons hereunder without the prior written consent of Contractor. 

. Notwithstanding anything to the contrary herein, this Agreement shall be 
to 	a benefit of, the Parties' respective successors and permitted assigns (to the 

nments), 

This Agreement along with any Business Associate Agreement executed by Contractor 
late and exclusive statement of the understanding between the Parties. it supersedes all 

r oral statements, conditions, representations and/or warranties except as expressly 
rwise herein. 

15 	nts. This Agreement may be amended at any time by mutual agreement of the Parties without 
additional consideration, provided such amendment is reduced to writing and signed by authorized agents of 
both Parties. 

16. Modification  Required by Government Action. In the event any governmental restrictions are Imposed directly, 
through legislation, or by judicial or agency interpretation which would necessitate alteration of the Parties' 
relationship or the deliverables hereunder, Notice of the requisite modification which specifies the basis for the 
modification, shall be given as soon as practicable by either party having knowledge of such requisite 
modification. When the requisite modification results In a material alteration of a Party's responsibilities under 
this Agreement, the Party whose responsibilities have been, or will be, materially altered may terminate this 

sow 	;,1,1,11+10E.1 	Th avS1Vvi INC. 	 Fame 2 rift 
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14. 

narrbreaching party must give Notice of fts Entent to terminate a##er the cure period ha$ expired, allhaugh such
temttnat~on may be immed(ate upon expiration of the cure peritrd and Notice,

7 No Waiver. The faf(ure c~ e9ther Party ko require perForman~a of any provision of this Agreement at any time
shall not eFfecE its right ai a Inter #ima to enforce the same ar any ofher provts€an of this Agreement No waver
by a Party of any aopdf~ion or breach sh~l be effective unless NofEee ]s given of an express waiver, and no
such waiver shall be deemed e further or continuing waiver of such waived cond~ion o► breach in other
i~isiancas nor a waiver of any other condlt3on or breach.

8 I.Eab9~ty. Contractor Is Ilabis for any and ail losses, including but not limited to, damage to, flr 1••=~- ,f properEy
(real, personal or intellectual}, gersonaf injury, v~rongiul death, regulatory brie ctr penalty, a _: - "'.business
or reputatEan, caused In whale or In party by the acts or omissiana of Contractor, Cont . i$h . °, fain
General ~.iabi4iiy, Property Damage and/or Proiessianal Llab(i~ty insurance, as requlret) ~ at a
minimum of C1ne NiElllon Dollars {$1,000,000.00} per inddent and Thrse Million DoI. .; ;, ., ~t' : ~ .DD) in the
aggregate, which covers liabiiify of CortEractor`s acts or om(ssians in performing ' . r Bless of when
such claim is made. 's, , .,`

9. In emnif tia~,, Contractor agrees to indemnify pnd hold I~armless AA~tS a ils: " _ ~3es, their dlrectots,
officers, employees and agents from, and against, any atld all clai~l5~ ': , , .. ~, llfie5, including att~meys'
fees, arising out ~f Contractor's ecfs or omissions, and shall aoope, the : ': astlgatla~ and defense of any
claims or suits.

2.',r

70. Re~o„p_able Restrictions. The Parties agree that the restric' ' . .,t,: :Phis Agreement are reasonable,
proper, and necessitated by their respective business interes, ;' ~ snot eonsfitute an unlawful or
unreasonable restraint on either pi the Parties' ability. r ; ~ `.;'ct ..; -:usine~,

11 : Nn Third Part~Fttghts, This Agreement has been - ~ tend s~tely far the beneGf of the parties her~~o
and ti~eir respective successors and pertnifted a ~" ~ , ._ ing in this Agreement is Intended to confer any
tights dr remedies on any entity or person of er ., .. ` . ~~ arkies hereto and their respective successors and
getmitted assigns. Nothing in this A~raeman ' to ed to relieve or discharge i#~e obligation or liability of
any third persons autsta~ding fo elfher Party 1 i greement,

12. Ass9g~ment. Contractor may nc~. . ; '''` ~ , ; of Cvntrac#ors tights or obligations under this Agreement v~+rthout
the prior vu~ltten consent of assign any aid al€ of Its rights and obligations h~ceunder tq an
Affiliate. For purposes of this ~, n AffiUate is ark+ le~a~ entity which direc~y or indirec4iy controls or fs
controlled by, or 1s under '" ,o ''r.. 1 with A,gHS. Except as provkded in the preceding iwa senfencss,
HospiEal may not assign its . ' ligatlans hereunder w'~thoui the prior written consent of Contractor.

13. Sucresso aad.. 'i~ai Notwithstanding anything to Ehe contrary herein, this Agreerrtent shall be
b n ing upon, a... . 1 . to e benefit of, the F'artles' respective successors and permitted assigns {to tf~e
eMent spect~ 'nmentsy,

~~4. ,Ca ; This Agreement along with any Business Assaciafe Agreement exeauied by Contractor
cons ` s~. ;i~ , le#e and exclusive sfafemenf of the understanding between the Parties. It supersedes a(I
p ` ` ' a ., . ' r oral statements, conditions, rvprese~tafions andlar warranties exnepi ~s expressly

r~r~.. rwfseheraln.

15. me nts. This Agreement may be amended at any time ~y mutual agreement of the Parties without
additional consideraEion, peQvided such amendment is r~dr~ced to writing and signed by authorized agents of
both Parties.

18. Modi cation R uir~d Gouem e t Act~an. In fha event any govemm~ntal restrictions are Imposed directly,
through feglslation, or by judicial or agency interpretation which would necessitate alteration of the Parties°
relafitlnship or th9 dellverabfea hereunder, Notice of tine requisite modlfi❑ation whEch spaaifies the basis ~r the
modification, shall ba given as soon as practicable by ejther party having knowledge of such requisite
modl~c~tion. When the requisite modtflcation results #n a material alferalion of a Party's respt~ns9bliifies under
this Agreement, the Marty whose resppnsi~illUes have been, orwill be, materially altered may terminat~ tf~is

~~ ~ . k
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Agreement upon thirty (30) days Notice or upon Notice as ma-suitably required to comply with governing laws, 
whichever period is longer. 

17. gqual Opportunity. AAHS Is a provider of health services that receives federal funds under Medicare Part A 
and Medicaid. Accordingly, we have a non-discrimination policy as required by Titles Vi and VII of the Civil 
Rights Act of 1984, Section 504 of the Rehabilitation Act of 1073, the Age Discrimination Act of 1975 and the 
Americans with Disabilities Act. Specifically, it is against our policy to discriminate against employees, 
patients, or visitors on the basis of age, race, gender, sexual orientation, color, religion, national origin, or 
physical or mental disability. Contractor must comply with said policies and all Federal end State requirements 
concerning civil rights. 

18. Conflict of Interest. Contractor acknowledges that AAHS has adopted a conflict of intere 
represents it has disclosed to the AAHS Corporate Compliance Officer any actual or p 
interest arising from any Contractor officer, director, employee, or their family mem 
ownership, financial or other interest in, or arrangement with MRS, its owners, 
or their family members, and that Contractor will disclose such relationships a 

of 
significant 

ors, employees, 
hould they arise, 

19. Gifts and Perquisites. Contractor acknowledges that AAHS employees a 
of Conduct from directly or indirectly soliciting gifts or business courtes 
indirectly offering, giving, or accepting any gifts, benefits, meals, to 
Influence (or appear to influence) objective business judgment or, 
AAHS policies. Contractor will refrain from soliciting, offering,  

d tinder the AAHS Code 
rector, and from directly or 

or other perquisites that could 
Won of applicable law or 

prohibited gifts. 

20. Contractors Providing Goods - Condition and Packaging.  
to AAHS shall offer and ship only those goods in new rJ 
other agreed upon specifications, unless otherwise 
notice prior to shipment of goods. All pricing quote  

Con 	roviding goods (including equipment) 
consistent with the purchase order and/or 

ding, Contractor shall provide reasonable 
ned shall include costs for standard packaging. 

21.. Contractors Providing Services. Contractor ovi 	services shall offer and contract to provide only those 
services Contractor is reasonably qualified th 	cation, training and/or experience to offer. Services 
may not be provided using equipment, or by e eror persons, lacking necessary credentials, licensure or 
certification. Contractor must give 	any 	elation, termination, suspension, expiration, or lapse of 
necessary credentials, licensure 	 n during the term of this Agreement and any extension thereof 
(whether express or by operag 

uiations and Policies Contractor shall provide contracted services 
of the Joint Commission on Accreditation of Healthcare Organizations 
er accrediting bodies, Medical Staff Bylaws, Rules, and Regulations, 

, rules, regulations, and standards, including requirements for participation in 
d programs, and the Health Insurance Portability and Accountability Act of 1996 

sure Contractor compliance therewith, and upon reasonable request therefor, 
written verification of the following: 
Ucation and training that Is consistent with applicable legal and regulatory requirements 

and AAHS policy, monitoring compliance with same, and timely reporting of any suspected 
violations to AAHS; 
Evidence of license, certification or registration, when applicable; 
Evidence that an individual's knowledge, experience and competence are appropriate for 
his or her assigned responsibilities; 

lv. 	Evaluations of performance of all individuals performing Services, to be conducted and 
provided to AAHS annually; 

v 	Health screening as required by Job responsibilities, In accordance with AAHS policy, and 
as required by federal, state and local law and regulation; 

vi. Criminal background check(s) on all Individuals providing services on behalf of Contractor; 
vii. References, when applicable, 
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Laws 
In compliance with t 
("the Joint Com 
federal, state, e 
the Medics an 
("HIPAA'). 
AAHS 
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Agreement upon thirty (30) days Notfca or upa~ Not(ce as reasanabiy required to comply with governing ►aws,
whichever period is longer_

17. ~aual Oppnrtunfiv. AANS is a provider of health services that receives federal funds under Medir,~r~ P'att A
and Nledicald. AccordingEy, we have a nprrdiscr(mination poifcy as required by Titres Vi and Vit of the Civ(i
Rights Act of 1984, Seotlon 549 of the Ftehabf{Itatian Act of 1973, the Age Discrkminatiart Act of 1975 and the
Americans wifh t3isabilities Act. Spaa~ically, it is against our policy tv d~scrirn(nata ag~Irut empioyees,
patients, or visitors on the basis cif age, race, gender, sexual arfentatian, color, religion, national prigfn, oc
physical ar menkal dfsahilifiy. Gnntractor must avmpfy wfth said pailcies end alI Federal and SEate requiremer~s
cancer~ing civil rights. ,, +~;_

16. Canflict,o~ Inter2s~ Gantraclor acknawiedges That AAHS has adopted a conflict of ir~tere ''
represents it has disclosed ft~ the AAHS Corporals Compliance Ottfc~r any actual or p of
interest arising fivm airy Contrac~ar a~loer, director, employee, pr theEr ~amlly mem vi significant
ownership, Finanalal or other interest in, or arr'ang~ment wikh ~1FiS, its owners, c ors, employee,
ortheir family members, and that Gomrao~orwill d€sclpse such r'QlatianshEps ap~i e hauld they arise.

18. Gifts and I~erautsltes. Canfractar acknow{~dges that AAHS employees a hlbl d'under the AANS Code
of Conduct from directly or indirectly soAcitEng gifts or business courtes s rackor, and from directly or
i~ldlrectly a~fering, giving, or accept€pg any gifts, benefits, meals, to tray , or other pefqulsiEes that oouid
Influence (or appear to fneuenr.~) objective business judgment or sul lotion of app(ia~ble law or
AAHS policies. Cor~t~actor will reFraln Tram soltd[Eng, offering, G tin prohibited gfffs.

20. Contractors I~ravldlnc~~aads •-Condition and Packaalna, .~,,.an ravldtng goods ~[nduding ~quipmant)
to AAHS shall ofFer and ship aniy those goads fn new ̂  ̀ ~ '' a cons{st~r►t with the purchase order andlar
Qther agreed upon speci~cattans, unless ot~etwise ; ̀  ~~d'.. ° .icing. Contractor shall provide r~asonabie
r~Qt}ce prior to shipment of gpods. All pricing quota `r ,nod shall ir~a€ude costs for standard packaging,

21.. Coritt'~ctors ?roVidjnq ~ervEces. Contractor rovi services s~afl offer and contract to provide only those
services Cagtractor Is ressanabiy qualified th ~,,,e, cation, training andlor experience to a~#ar, Services
may not be provJded using equipment, o~ by e ie~or persons, lacking necessary credentials, lipensure ar
cartiticaiion. Cor~tractar must give , ., . any ' ration, terminati~n, suspension, ~xpfratirxt, or lapse of
neasssary cr$dentEals, licensure or,•. tic ' t~ wring the te~rr~ ofthis Agreement and any extension thereat
twhekher express or by nperatlr!

a.: Corn liance wi Laws < e ulations and Palici~s Contractor shall provide conRracied serv9aes f~
;., 1~ compliance with, t s~ . ̀ of fire Joint Gamm(ssian an Accrad~tatEan of Hea~thaace ~rganizat~ons
~; {"the Jgint Cam er accrediting bodies, Madicaf Staff Bylaws, Rules, and Reguiatfans,
'` federal, slate, ~ ~ ~ • . ,rules, regulations, and standards, inGudtng requirements for participatlo~l in
a' ih~ Medico - ~~ , ~i programs, and the Hearth Insurance Porfability and Accaunlabllity Act at 1896

("HIPRA"}. sine Cpntractar ~ompilanca th~rewit~, end open reasangbls request therefor,
~~ }~AtiS [a1,- -' ~..: 'e whiten ve~ificatian of the Following;

_ Ucation acrd training that fs corts~entwith appllaabla Iega1 and r~gulatvry requirements
b and AAHS policy, monftoting compliance wffh same, and timely reporting of any suspected
z - vialatlarts tQ AAHS;

I't. Evidence of license, cer~~cation or regisiratfon, when applicable; ~
s; cif. Evidence that an tndividuaPs knowledge, experEence and competence are appropriate for

his ar her assigned respons3bllf~es;
iv. Ev~luatEons of performance of all individuals performing Services, to be canducfed and

~ p~~vided to AAHS annuaAy;
v Heath screening as squired by Job rasponsfblifies, in eccordan~e with AAHS palmy, and

~ as requi rid by ~aderal, state artd local haw and regulation;
vi. Griminal background ch~k{s) Qn all Individuals providing services can bei~lf of Cgntracfor; ~~

~.' vIL References, when appliCabfa.s

~-.,. '_
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b. Orientation. AAHS shall require successful completion of orientation to hospital-wide policies and 
procedures, including safety and infection control, and to the assigned department/service line including 
program-specific policies and procedures, prior to provIdloe_patient care and/or services.  

c. Performance Measures. Contractor is responsible for establishing measures and collecting data to monitor 
its performance. Clinical performance measures will include process, outcome and patient care 
experiences, and will encompass inpatient and/or ambulatory care. Data is collected for the following 
purposes: 

To establish and define a baseline for outcomes 
11. To Identify opportunities for improvement 

To identify changes which will lead to improvement 
iv. To monitor practice and changes implemented to assure improvem 
v 	The measures identified by Contractor are collected and egg 	 and reported 

quarterly to the appropriate service line Quality Council, The 	 ed to monitor 
and provide information on Contractor performance, risk 	 ues/sentinel 
events, targeted areas where problems and/or departu 	 e norms have been 
Identified, and appropriateness of patient managem 

22. Safety Standards. All manufactured items and/or fabricated asse 
delivery of services, including those subject to operation under p 
electric source shall be constructed and approved in a manna, 
agency(ies) and/or state inspector which customarily requir 
marking of the appropriate safety standard organization (e.g., 
the Underwriters Laboratories, and/or National Electa 
listings have been established for the type(s) fume 
Occupational Safety and Health Act (OSHA), and 
deliverables hereunder. 

d hereunder and/or used for 
reope ration by connection to an 

to the appropriate governing 
re-examination listing or Identification 

can Society of Mechanical Engineers, 
er's Association) where such approvals of 

ntractor shall meet all requirements of the 
eral requirements relating to the nature of the 

23. No Exclusion/Debarment. Contractor repre 
persons owning more than five percent % 
employees or agents who will prow 
debarred, or otherwise Ineligible to 
of a criminal offense related to 
give Notice of any threatened 
may make Contractor or 
Contractor acknowle 
business relations 
Contractor takes 
without providit • 

ither Contractor, Contractor's officers, partners or 
otor's equity interests, nor are any of Contractor's 

services to AAHS or its patients, currently excluded, 
in any state or federal program and none have been convicted 

of health care Items or services. Contractor agrees to immediately 
rment, exclusion, or other event or circumstance that makes or 

cribed persons Ineligible to participate In a state or federal program. 
that AAHS will have the right to terminate this Agreement and its 

or In the event of any such debarment, exclusion, or other action unless 
lye action to remedy such circumstance. Such termination may be effected 

to for cure. 

24. Arms Le 	 Nothing In this Agreement or in connection herewith contemplates, requires, shall 
require 	 he referral of any patient or the purchase, order or lease of any item or service from 
one 	a late to the other Party or Its affiliate, nor shall 11 be construed as an offer of payment by one 

-:tae to the other Party or its affiliate, whether direct or Indirect, overt or covert, for patient 
recommending or arranging the purchase, lease or order of any item or service. The Parties 

int 	agree that all amounts paid under this Agreement are intended to, arid do reflect the fair market 
value,  lie goods and/ar services provided, It is specifically acknowledged by the Parties that no amount 
paid, or to be paid, hereunder is Intended to, nor shall It be construed as en Inducement or payment for the 
referral of a patient or for recommending or arranging the purchase, lease or order of goods or services. 

25. Fraud and Abuse Education. Contractor must adhere to the AAHS Compliance Plan, Including the AAHS 
Code of Business Ethics and Conduct ("Code of Conduct"), Based on the level of Medicaid payments the 
Health System receives, AAHS must provide education in accordance with Section 6032 of the Delicit 
Reduction Aot ("DM") to its vendors, contractors and agents. Accordingly, AAHS has provided a detailed 
description of the federal False Claims Ad, the federal Program Fraud Civil Remedies Act, and a summary of 
the Health System's policies and procedures for detecting and preventing fraud, waste and abuse, as well as 
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J

~ b. 4.r~_ec~tatit~n. AAHS sha€L require successfu) compfet~on of orientatlan to hospftal•wide policies and
procedures, including saieiy and infection control, and to the assigned depart~nenttservice ifne inc(udfng

,~ program-specific policies and procedures, prier tQ Rrovi~ir~q~atient care andibr se~rfaes.
y
~~ a. Pert once Measares. Contractor is respcxisible for establishing measures and collecting date to moNtar

its pertnrmance. GE€r~lcaf performance measures wilE Include process, outcome and patier~ care
experiences, ar~d will encompass inpatient and/or ambuEatory Dare. [data is collected fQr the following

9 purposes:

To sstablfsh and define a baseline far outcomes
p. Tn Identify apporiunities fnr imprnveme~rt
if. Tn identify changes which will lead to impfi4vemen! °'
iv. To monitor practice and changes implemented bo sssesre irnprovem '
v 'i'he measures ident~led by Contractor are co!(ected and egg ~i ` • and reported

quarterly fo the appropriate service Ifne Queilfy Cotsncll, The ed to monitor
and ptov[da info~mativn on Conlr~ctor performance, 1is►~ ` " ues/s~nffnel
events, targeted teas where problems and/~r dspartu ." ~ ft,,, ~' e Harms have been
Identified, and apprc~pciateness of patient menagem

22. 5afe[y Standards, a1i manufactured hems andlvr fabricated ~sse ,. ~~.fQ ' ̀d hereunder andlor used for
delivery of senrlces, includEng {hose subjec€ to operat~an under p ~' N ,' n•ep~rafion by connection to att
electric source shatE be constructed and approved fn a manna, . f~ ;ta the appropriate gavemEng
ageney(ies} andlar state inspector which customarily requir ' ~t~ , re-examinat{an listing or 1den4fication
marking of the app~prfate safety standard organizakiCn (e:g.; can Society of Meoha►~Ica; engineers,
the Underwriters Lab~ratorEes, and/or National ~lec4~i. .. ~.. f&. , er's Association} wheve such approve{s of
Ilstinga have beEn ast~biished for the types) Curnf . '~ T~tr.. , rriracEor shall meet all requirements of the
Q~cupaUonaE Safety and F{~alfh Act (OSHA}, and ; era/ r~ulraments relating to the nature of the
deliverables hereunder.

r
23. Ito ExelusfonJf~ebarment. Contractor repre„ ~' ither Contractor, Gortractor's Officers, partners or

' persons owning mare than five p~rcenl ::.~o)" , . ; , ' ator's equity interests, nor are any of Contractor's
employees ar agents who vuflf pray - ~... ~ ~ - _ se~viGes to AAH~ or its paiients, currenfiy exGuded,
debarred, ar otherwls~ lnelig(bl~ to , '' i~ : En any s€ate orfedaraE program end none have taeen convicted

a ~f ~ crimlr~al +offense related to. ̀  . ' , of heaEth care [tams or services. Contractor ~gr~s to immediately
y give Notice of any threatened ' .." . ' ' rm~nt, exd~slon, or ether even/ ar circumstance that makes or

may make ConEractnr or ,. fh : ̀~ :' cribed parsons fneliglbEe to par#icipafe to a stela orfiederal program.
Cantracior acknowled a. :..triat AAHS will have the right to terminate this Agreement and its
business relatians#~"' , .; . - '. ̀  or in the even# of any such debeRnent, exclusion, or other action unless
Contraetar takes t~; ive acdan to remedy such circumstance. Such termination may be eH'ected
wiihouf proutdi~ ̀ . a,~'. '~ _ )ty {or cure.

24. A~s£Le NoihEng !n this Agreement ar fn connactian herewith contemplates, requires, sha11
require ~.~~' ~. he referral of any patient or the purchase, order or lease of any item or aenrf~ from
one ;~r ~ ;: Este io tfie other Parry or Its af~liele, nor shall it be aonsfrued as ~n offer of pay+nent by qne
F'' ̀  ~ ~~ `~: . ' , ~'i ~~e to the ether Party or its affiliate, whether director {ndirect, avert or rnvett, for patient

~~ or, , ..~;rscommending ur arrangfrtg the pure~tase, [ease or order of ar~y item ar service. The parties
tnt:._ :. ~ .agree that all amounts paid under fhls Agreement are €mended to, and da reflect the (air market
values'.,. Yie goods and/or services provided. It is speciCt~al[y acknowledged by the patties that no amount
paid, a~ tv be paid, hereunder is inter~de~ to, nor sfial! ft be construed as an Inducement or payment for the
referral of a patient or for recommend[ng or arranging the purchase, lease or ardor of goads ar ssnrlces.

25. Fraud and Abuse Education. Contr~c€or must adhere to tfie AA}i5 ~vmpliance Plan, Including iha AA}i5
Code of Bus(ness ~th[bs end CondtJat ("Code of CORduGt"). Based ott the IeVBf of fwtedicaid paym~nis the
Health 5ystam raeekves, AA~-lS must provide edUcetfan in accordance with SeoHon 5t}32 of the peflcit
Reduction Aot ~"pi~A") to its venciars, coniractora and agents, Acaord~~giy~ AAHS has provided a defal3ed
description of file federal False Claims Act, the federal Ptagram Fraud Civil Remedies Act, ar~d a summary of
the FEealth System's policies and procedures for detecting and p~evenfing fraud, waste and abuse, as well as

INl71A4 
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information regarding the rights of employees to be protected as whistleblowers in Its Code of Conduct, A 
copy of the AAHS Code of Conduct can always be accessed via the Health System's web page in the Client 
Access section. You can request a copy of the Code of Conduct and seek answers to any questions you may 
have regarding the Coda of Conduct or any aspect of the Health System's Compliance Plan from the 
Corporate Compliance Officer by telephone at (443) 481-1332 or by email at compliancenAAHS.org, 

26. Compliance Reporting and Cooperation. Should Contractor obtain information that reasonably leads it to 
believe there may have been or may be a violation of law, ethical obligation, or AAHS policy by AAHS or its 
contractors, Contractor will promptly report same to the Corporate Compliance Officer by emailing 
compliancepAAHS.org, by telephoning the Compliance Ethics Hotline at (443) 481-1338, or 
mall to, Corporate Compliance Officer, Anne Arundel Health System, Inc„ 2001 Medical Pa 
Maryland, 21401. Contractor shall provide all information related to such belief In the re 
cooperate with AAHS In any investigation related to any compliance matters or other a 
the AAHS Compliance program. Information concerning matters taken under revle 
will not be disclosed by Contractor except as minimally necessary to assist the C 
investigation and resolution of compliance matters; to make a report to gave 
conditions described below. Nothing herein shall be construed as limiting, 
to report or disclose to any governmental agency or personnel informatio 
hereunder. Contractor agrees, when such a report is made and when 
AAHS (I) when a disclosure regarding actual or potential violations o 
governmental agency; or (Ii) when any Contractor has been ques 
AAHS, 

!it 

27. Contractor Books and Records. Upon the written request of t 	skew ary of Health and Human Services OF 
the Comptroller Cenerai or any of their fully authorized 	ves, Contractor will make available 
Contractor's, books, documents and records neces 	fy t e nature and extent of the costs of providing 
its services. Such Inspection shall be available up 	 ars after the rendering Of such services. If 
Contractor carries out any of the duties of the A:,,.,,., 4.  ;OZ. 1 	gh subcontract with a value of Ten Thousand 
Dollars ($10,000.00) or more over a twelve (: 	.. ,..r a.: ad with a related individual or organization, 
Contractor agrees to include this requireme 	h subcontract, This Article is included pursuant to and 
Is governed by the requirements of Public ,L 	, Section 952 (Section 1861(v)(i) of the Social Security 
Act) and the regulations promulgat ' 	No attomelsclient, accountant-client or other statutory or 
common law privilege shall be d 	 ing been waived by AAHS or Contractor by virtue of having 
entered this Agreement. 

28. Recess te_Intgrinetign one•r Am 7:4. -ounces., Contractor's access and review of AAHS materials, data 
and information must be Ii VrAlr' ::minimally necessary to perform its services hereunder. Contractor 
acknowledges and 	 computers, applications, information storage, networks, and 
telecommunIcati 	 iuding telephones and facsimiles, (information Resources') are AAHS 
property. The IA 	aura* will be used only by properly Identified and authorized Individuals and 
will be used sot f 	business. Ali messages, content, data, information, and files composed, stored, 
sent, or re 	ed f7 i the nformation Resources are the property of AAHS, and Contractor acknowledges and 
agrees 	 r has no expectation of privacy with respect to use of the Information Resources. 

29. Contractor agrees that all patient Information Is confidential and protected by federal and 
that such information must not be accessed, used, or disclosed except in accordance with 

vary Policies and Procedures, the Health Insurance Portability and Accountability Act of 1996 
("Hl • 	, and all other applicable federal, state and local laws. 

30. confidential Information,  "Confidential Information" includes, but Is not limited to, the following types of 
Information, (whether or not reduced to writing): all documentation, discoveries, ideas, concepts, software, 
designs, drawings, specifications, techniques, models, source codes, object codes, diagrams, flow charts, 
procedures, policies, clinical data, patient Information, trending information, tracking information, pricing 
Information, purchasing history or patterns, quality reports and data, service line development, market research 
data, marketing plans, business plans, business procedures, financial Information, "know-how' comprising all 
or any part of the information used by either AAHS or the Contractor In the course of fulfilling its obligations 
pursuant to this Agreement, and related information, 
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infiormation regarding the rights of empioyees to be prpfected as whfstleblawers {n Its Cabe of Conduct. A
cepy of the AAHS Cade of Conduct can always be accessed +ria the Health System's web pane fn the gtient
Access section. You can request a copy of the Gade of Conduct and seek answers to any c~uestlo~s you may
have rega~cling the Cody of Conduct or any aspect of the Heaftt~ System's Compliance Ptan ftom the
Corporate Gvmpl(ance Officer by telephone at X443) 461-1332 or by email at campllance~AAHS.ar~,

26, Compliance 3~eioortinc~and Gaoaeratian. BhoUld Contractor obtain Enformation that reasonably feeds It;o
believe there may have been or may ba a v(ol~fiort of taw, ethiaa~ at~igaEion, ar AAHS policy by AAHs or its
contractors, Contractor will promptly report same to the Corporate ~omptiance Officer by emailing
oomaliance,~,~P,HS.beg, by telephoning the Compliance Ethics Ha~~ne at (443) 487-'l398, or ,.. 'fed States
mill tc~, Corporate Compliance Officer, Anne Arundel Hearth Sysiem, Inc., 2001 Medical Par. dry, apolis,
Maryland, 214x1. Contra~For shall provide all information related to such ~Eiief [n the rep ,r, , .orwiii
cooperate wish AAHS in arty investigation ~alafed fo any compliance matters or other a : ursuant to
the AAHS Campflance program. Information concerning matters taken under revl~ he Ilance Office
wi11 not be dfsclasad by Contractor except as minima0y necessary to assist the C ce in the
InvestigaFlo~ end resofuEiarz of compliance matters; to make a report to gave :.. e ei; or under the
canditfons described below. Nothing herein shall be construed a~ limiting, .': a;; . :. t f~9(1t 01 Gpt'IftQCI01'
to report o~ disclose to any governmental agency ar p~rsonnat iMorm~tfo , . '" obligated to disolose
hereunder'. Contractor egress, when such a report Is made and when ..., - , d, It will d9sciose fo
AAHS ~~j When a disclosure regarding actin! w patentfa! violations a,~, ~' eri ~mada by GonFractor to a
g~ov~ mental agency; or (li) when any Gantractar has been ques~ne~ „ ~ ~`-~ ~ ~ :. ~nant personnel regarding

X61
°.

27. Contractor Books and R s. upon the written request of_th ̀-~e.~r,~t'ary of Haallh end !-lumen Sen+ices aF
the Comptrall~r Cenerai or ar~y of theiri'uily authorized '., . ~ en gas, Cot~ractor will make available
Gontraetors, books, documents and records nece~ ' _. ' ~z,'~ :fy t a nature and extent of the costs of providing
its services. Such i~spsction shop be available up . , , ~ .ors after the rende~ing #f such sen~ices. If
Contrdctar carries nut any of the duties of the A . ~ gh subcorttra~t with a value o~Tan Thousand
Dollars ($14,OQDAA) or more over a tweh+e (; ,ad w9th a related Individual or organlzatton,
Contractor agrees to include this requireme.: , ~'~'~h subcontract, This Adele is included pursuant to and
!s governed by the requfr~m~r~s of Pub11a,L. _:i ,Section 952 (Sadion 1861(v)(J of the 8acisl Security
Act) anc# the reguiaUana promuigat , ; , n ,,. ~.. (Vo'attomQy Glient, accountant-c!'sent o~ other s~atufi~ry or
common law privilege shall be de ~~~ . '_ Ong been wa[vQd by AAHS or Confra~tor by virtue of having
entered this Agreement. ,~

28. A~csss. t~i~lfQ~m~ti~n enc~ ounces,, Contractor's access and review of AAFfS ma#crisis, data
and infnmiation must be 11 .. .iniriima3ly necessary to perfann its senrices hereunder. Contractor
acknawled~es and . computes, applications, information storage, neiwortcs, and
t~tecommunicatl ~a ~ "hiding telephones and facaEmiles, (`Infotmat3on Resources"} ale AAHS
prc~per#y, 'Tt~e in#o:, ' ~. ounces will ba used only by properly idehtified end authorized Individuals and
will be used. sot f _ business. All messages, content, data, information, and ifl~s ~omp~sed, stored,
sent, or re, e the nformation ~tesources are the pro~erry of AAHS, and Contractor acknowledges and
agrees. t` r has no expectation of privacy wi#~ rasped to use of the I~formatlon Resources,

29. r~rr " Cantr~ctor gees that all patfanf InCnrmation is eor~dential and protected by Cederat and
~: e 'that surtt information must not be accessed, used, or disclosed except in accordance with

- , vacy p~itcles and Procedures, tea ~{salfh Insur~nc~ Pot#abiliry and Accountability Act of 199G
{"Hl ~~, and all oRher applicable federal, state and local laws.

30, gonftdential lgformatlon. FCanftdenttal Information" includes, bets la not limited to, the followEng types of
Information, (whether or not r~ed~c~d to wrcting~: all doce~ment~tion, discoveries, ideas, canaepts, software,
designs, drawings, specifiaatians, techniques, models, source codes, object codes, diagrams, flow cf~~~{s,
procedures, policies, clinical data, patient Infarmatian, trending informatiat~, tracking Information, pricing
Information, purchasing hrstary or patterns, quality reports and date, serv►ce Ifna development, martcet research
date, marftet9ng plans, bus(ness plans, business procedursa; financial information, "know~ho~' comprising el!
or any part cif the fntormaflon used ~y either AAHS or the Gontrac~F in the course of fulfli(fny its obligations
pursuant to this AgFeement, and relaFed information,

v;~ ~arm~ r,w~~~' /1RUN~~Ef. 19F.b! rki Svs rrr,~ we Nape ti nr (~
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a. Duties Concerning Confidential Information. Contractor and AAHS Shall each maintain strict confidentiality 
concerning the others Confidential Information. Neither Contractor nor AAHS shall directly or indirectly 
use, disclose, or permit the disclosure of any of the other's Confidential Information. If either of the Parties 
receives a request for Confidential Information from a court, governmental agency, credentialing entity, or 
accrediting body, the receiving party shall give the other party prompt Notice prior to any disclosure of 
Confidential information to allow the other party an opportunity to obtain an appropriate protective order or 
to otherwise respond. 

b. Procedure Upon Termination of this Agreement, All Confidential Information obtained by s 	for In 
providing services under this Agreement belongs to, and shall remain, the exclusive pro 	HS. 
Upon the expiration or termination of this Agreement Contractor shall destroy, or upo 	m to 
AAHS ail Confidential information. Ali backup copies of electronic information provl 	 tor are to 
be returned or destroyed at the conclusion of the Agreement. Contractor agrees 	 t directly or 
Indirectly use any of AAHS's Confidential information or any other information e 	 • ntractor under 
this Agreement for any purpose following termination of this Agreement. 

o 	Information in the Public Domain. The restrictions regarding Confident! 	 described in this 
Agreement do not apply to information that Is (i) in the public dome 	 f its disclosure to the 
recipient or becomes part of the public domain without the fault o 	plc or (II) is acquired by recipient 
from a third party bearing no obligation to confidentiality with r 	 'reformation. 

el 	Exception, Notwithstanding any other provision of this A 	 e contrary, AAHS shall have the 
right to disclose pricing and other terms of this Agreemen 	physicians, attorneys, accountants, 
group purchasing consultants and other third parte re 'ned AAHS (collectively "AHHS Consultants"), 
provided all such AAHS Consultants agree to ad.iy 	to 	same standards of confidentiality as those set 
forth in this Agreement. 

ship of all documents, files, data, and work product, 
HS {'AAHS Information"). Upon termination of this 

hoot retaining any copies or data sources, all AAHS 

31.. Ownership of AAHS Information. AAHS ret 
generated, developed or captured by, or on b 
Agreement, Contractor shall deliver andfor re 
Information In a reasonably useable 

32. Advertisleo, Contractor agreewr 	- - • 	' 

marks, photography or any de L1. 4  4  
without the prior written a. val .1144' S. 

ference, or publish information relating to AAHS, its registered 
keness, as pert of Contractor's marketing efforts or otherwise, 

	

33, 	AAHS Staff. Contrac met 	ot oilcit, hire, or employ, directly or indirectly, any employee of AAHS without 
the prior written co 	5, at any time during the term of this Agreement, any extension thereof 
(whether express 	tion of law), or for one (1) year immediately following its termination. 

34. Governi 	w. 	is greemeht shall be governed by and construed in accordance with the laws of the State 
of Ma 	 16 to agreements made and to be performed wholly within that state, Irrespective of such 
state' principles, 

35. J 	nd Venue. The parties submit to the jurisdiction of the courts of the State of Maryland. Any 
aeaught hereunder must be brought In a court of competent jurisdiction in the State of Maryland. 

	

35. 	Seetiop Titles. The section titles of the numbered/lettered provisions of this Agreement are included for the 
purposes of convenience only and shall not affect the interpretation of any provision hereof. 

37. Partial Invalidity; if any provision of this Agreement Is found to be invalid or unenforceable by any court of 
competent jurisdiction, such provision shall be ineffective only to the extent that it Is in contravention of 
applicable laws without invalidating the remaining provisions of this Agreement, unless such Invalidity or 
unenforceablllty would defeat an essential business purpose of this Agreement. 
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a. Dunes Gancernfng Confidenfiai (nfarmaGan. C~►tractor anti AAHS Thal! each maintain strict confidentiality
cancemin~ tl~e other's Car~fdentla! {nt~m~a6on~ Neither Contractgr nar A,4HS sf~af! directly at fndiraady
use, d~s~iose, or perrn~#the dzsalosura Qf any of the a#her~~ ConBder~tiat Infnrmahan, 1f either of the Pa~fles
r~oeives a rec{ueat for Confidential Informaflan from a court, govemmenta) agency, cre~entialEng entity, ar
accrediting body, the receiving party shall give the outer parEy prompt Notice prior to any dlsciosura of
Go~~cl~n~al information to allow the other party an opportunity to oBtafn an appropriate p~teckfue order or
to otf~etv~rise respond.

b. Procedure U.pgr~ 1'errnination of this Agreement Afl Conflden~al lnfarmatlon obta(tteci by _tor in
providing setvjces undarthis Agreement bgiongs to, and shill remain, tote P.XCIUSiVe pt0 ~ 7, HS.
Upon the expiration or termination aFthis f~graemant, Cor~ctor shall destroy, or upa.: -; e °m fa
AP~hiS cif Confidential informa~on, Ali baGicup cQp~es of ~iecfranic 9nformatlon prov[_ , R -: ,.... ivr are to
be r+~turned ar des#royed at the conclusiari of the Ag~aemarrt. ContracEor agrees: ~ ,~t ~ ' t d~recdy ar
lndir~ctly use any of AAHS's Confidential Ihfnrtnatlo~ or any other information_ ~ .. ntractor under
this Agreement for any purpose following termina~(on of ih(s Agreement.

o {nformation in the pubfiG t?omaln. Th9 r~str~c#ions regarding Confident{ Fo ti::: described in t~€s
Agreement do not apply fo information that is (i) in the public dvrna ~ fits disclosure to the
rerapient ar izecomes part of the public domain without the fault o~ #s}~ .or {iiy is acquired by recipient
from a th(rd party bearing no obif~alion to oarrfidentiafity with r ie~ ' ~ c~armation.

d: ce fia Notwlthst~nding any other provision of this R nt tie rpnorary, AAHS shall have t#~e
right to disclose pricing and v~her terms of thts f{greemen ~ physicians, attorneys, accountants,
group gurcf~asing consufEants and other third pactie ~e 'ned ARMS {coi►ecfivejy "AHH3 Consultants"),
provided all such AAHS Consultants agr~ to adf~ to same standards of confidsntiallty as those set
Pooh in this Agreement.

~1,.. c~wnersf~ip of AANS Irsformation, AAHS reE ns iu wn s~1p of all dacumerrts, tiles, daEa, and work product,
ge~t~rafed, developed or captured by, or an b o HS {'AAHS t~formatfon"}. Upon te~ry(nation pf iftls
Agresmenk, Contractor shall deii~rer andlor ~ hoot retaining any copies or data sources, ail AAHS
Information In a reasonabEy useab~a~at9Yt~

32. Advertislncs._ Contractor agrees a ferattce, or publish Information relating to?~AHS, its registered
tnarlts, photography or any de of i ikertess, as part of Gonirac#or'~ marKeting efforts or othervise,
without the prior written a val 5.

~3, S StafF. Contrec ot•~ 1{ of olicit, hire, or employ, dlrect(y ar indirec~(y, any ernpfoyee ofAAHS without
the prior ~rrritten ca t of S, of any time during the term of fhis Agreement, any extension thereof

~ (u~rhether express o y e tian of law}, or fior one {1) year immediately following ~~~ terrr~inatian.

34. Gavern3 w. IS reemeM shag be gover~ted by and construed in accordance with tEt~ Laws of fhe State
of Meryl nd ' a 1~ to agreements made anti to be p~tformed vuhaily within that state, irrespective of such

~ slate' alc t- principles,

35. J ris ictio nd Venue. 7'he parties submit td the j~rlsdlcdon of the cour#s of the State of Maryfanct. Any
sc vght hereundal~ must ba brought to a court of competent jurisdic#ipn 3n the State of Mary{and.

36. section Tses. The section titi~S of the numb~redAett~red prov(sions of this Agreement are included for the
purposes of c4nvenlence only and shall not affect the interpretation of any provision hereof.

6

' 37. Partial {nvalidity: €f any provision pf this A~reemerrt is found to be invalid ar ur~enforceabfe by any court of
competent jurisd[a6on, such provision shall hs ~rssfFective only to the extent that it is In co~trat+sntlon of

~ appli~abls laws wlfhaut ir~vaiidating the remaining provisions of this Agreement, unless s~~h invalidity or
unenforceabiliky ~rouid defeat an essential business purpose of this Agraament.
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38. Survival of Provisions. The rights and responsibilities outlined in the provisions entitled, "Contractor Defined," 
Independent Contractor," "Termination," "No Waiver," 'Liability," "Indemnification," "Reasonable Restrictions,' 
"No Third Party Rights," "Assignment," 'Successors and Permitted Assigns," "Complete Agreement," 
"Contractor Books and Records," "Access to Information and information Resources,' "Confidential 
Information," "Patient Information," Ownership of AAHS information,' "Advertising," "AAHS Staff," "Governing 
Law," "Jurisdiction and Venue,' "Section Titles," "Partial Invalidity," Survival of Provisions," "Notices,' 
"Authority to Bind," and "Incorporated Documents" shall survive any expiration or termination of this 
Agreement. 
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39. Notices. All Notices under this Agreement must be In writing and shall be deemed given: (I) 
personally delivered; (i1) on the second (2nd) business day following delivery by facsimile tr 
telephone number provided by the party for such purposes, if simultaneously mailed as 
the second (2nd) business day following deposit for overnight delivery with a bonded 
to the public as providing such Services, with charges prepaid; or (iv) on the fourth 
deposit with the United States Postal Service, postage prepaid, and in any case 
address set forth below, or to any other address that the party provides by No 
Section: 

To Hospital: 
Anne' Arundel Health System, Inc. 
2001 Medical Parkway 
Annapolis, Maryland 21401 
Attention; [Below Signatory] 

With a cow to: 
Anne Arundel Health System, Inc. 
2001 Medical Parkway 
Annapolis, Maryland 21401 
Attention: Legal Department 
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36. SurvNal of Provisians. The rights and reaponsibliiiies out{ined in the prvvlslans ent~tled~'Cantractor Defined,"
"II5CI0pP.l1CtF:Fit C(?~C3G~4C~~~ °Terminat~nn," "Na Waiver,"'Liability," "Indemnification,° "Reasonable Restri~#ians,"

E "Na Third Party Rights," °Assignment," "5urcessors and Permitted flsslgns," "complete Agreement,°
"Contrac#or Baoks and Retards," "Acoesa to Infdrmatian and information Resau~ces,' "Confidential
Informatfan," "Patient information," °ownership of AAHS informatio~~" °Advertising.° ",4gHS Staff," "Goveming
Law," "Jurisdiatian and Venue; "Section 7i~1es," "partial ~nvai+dEiy," "Survival of Provisions," "Notices,"
"fiuthariiy to Bind," and "Encorporated OQcumen#s" shalt survive any expiration or termination nt this
Agreement.
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Section: ~.•:

~~ 7o Hasaital: 7o Cantr~r ~• :'..
' Anns'Atundel Health System, Ina. ~.,. {.. ~ ..

2001 Medical Parkway ':. ~ "' ' ~ ~ ~"~'-~•—,.
Annapolis, Maryland 214U1 _ C
Attention; (Befaw Signatory] .:_~' ,~ ~ c~ .3T~

~ W[th ~ c+aov fa: ~ ~I
Anna Arund~f Health System, Ira. ,,/_

N~2pQ1 Medical P~rkwa ~1'
Y `-[S'

Annapolis, Maryi~nd 21a~1
Attan~ion: Legs! Department '.
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Date 
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Date 
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t Anne  Arundel Health System, Inc. 

BUSINESS ASSOCIATE AGREEMENT 

is Business Associate Agreement ("Agreement"), is entered into this 	day of 
20  ff., , by and between Sheppard Pratt Health System, Inc, (the "Business 

Associate"), and Anne Arundel Health System, Inc., and all related organizations, hereinafter 
collectively referred to as "Affiliates" (each a "Party" and collectively the "Parties"). 

RECITALS 

WHEREAS. the Parties have entered into a prior written agreement or are contemplating 
entering into an agreement which may require the disclosure by Affiliates of Protected Health 
Information ("PHI") to the Business Associate or the Business Associate may create or receive 
PHI by or on behalf of the Affiliates; and 

WHEREAS, Affiliates and Business Associate intend to protect the privacy of PHI 
disclosed to or created or received by Business Associate pursuant to the Agreement in 
compliance with applicable provisions of the Health Insurance Portability and Accountability 
Act of 1996, Public Law 104-191 ("HIPAA") and regulations promulgated thereunder by the 
U.S. Department of Health and Human Services ("the Privacy Regulations"), the privacy and 
security provisions of the American Recovery and Reinvestment Act (Stimulus Act) for Long 
Term Care, Public Law 111-5, the American Recovery and Reinvestment Act of 2009 (ARRA), 
Title XIII and related regulations, Health Information Technology for Economic and Clinical 
Health ("HITECH"), and other applicable laws; and 

NOW THEREFORE, for and in consideration of the recitals above and the mutual 
covenants and conditions herein contained, Affiliates and Business Associate enter into this 
Agreement to provide a full statement of their respective responsibilities. 

1. 	Definitions. 

Terms used, but not otherwise defined, in this Agreement shall have the same 
meaning as those terms are currently defined in H1PAA, ARRA and the Privacy 
Regulations, as amended from time to time. All defined terms are capitalized. 

2, 	Services. 

The Affiliates and the Business Associate have entered, and may in the future enter, into 
service agreements ("Service Agreements") pursuant to which the Business Associate 
provides the following services; consulting services ("Services") to the Affiliates that 
involve the use, access, and disclosure of PHI. Except as otherwise specified herein or as 
required by law, the Business Associate may make use of the PHI only as necessary for the 
purpose of providing the Services, All other uses not authorized by this Agreement are 
prohibited. Nothing in this Agreement shall prohibit Business Associate's disclosure 
of PHI received from or created or received on behalf of Affiliates, to Affiliates. 
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~I'his Business AssociaCe Agreennent ("Agreea~nent'~, is entered into this:_. y of
~~~,20 by and between Sheppard Pratt HeaSth system, Ina, (the "Business
Assoc~ate'~, ands e Arundel health System, Tnc., and a1a rotated organizations, h~xezna~er
CO11~CtiV~l~+ Ye~e~t'ed tb 8s "A~fIliateS" (each a"'arty" and coltecrively tie "Par~ies'~.

1tE~ITA715

~NHER~AS. tha ~'arties have entered into a pr~ttr written agreeixie~t or are contemgiatin~
entering into az~ agreement which may require t~.e disclosure by Affiliates of ~'roteated Heath.
Tnfarmadon ("FBI") #o the Business Associate or the Business Associate may create or receive
PHX by or an behalf of t[he Affiliates; and

WHEEREAS, Affiliates and Business Associate intend to prote~# tk~e privacy of PHI
disclosed to or created ox rsGeiv~d by Busaztess eA~ssociate pursuan# to kiae Agreement in
compfianee with applioabt~ provisions of the ~'lea~th ~nsuranc~ Portability and Accountability
Act of 1996, l~blic T,ar~r 1~4~I91 ("HIPAA"} and reg~tlatians promulgated thereunder by the
U.S, I3epartment of Healt~i. and Hunan Services ("the Privacy Regulations"), the privacy and
security provisions of the American Recovery and Reinvestment A,ct (Stimu.lus Aatj for bong
Term Care, Public Law 111-5, ire ~mezican Recovery and Reinvestment A,ct of 2009 (~1RRA),
'r'itle XiYi and related reg~rlatioz~s, Health Infozmation Technology fvr Economic and Clinxaal
~ea1t~. ("HITECI~"), and a1rI~er applicable Iav~rs; and

~O~W' THEREFORE, far and in considera~ian. of tha recitals above snd the mutual
covenanfs and con~~tians herein contaiu~ed, Affiliates and Business Assoc~atc en#~e into this
Agreement to provide a full statement ofth~ir respective xespa~sibilities.

X. Definitions.

Tezms used, but ztot otherwise defined, in this Agreement shall have the sate
meaning as Phase tez~r~s are currently defined an HIPAA, ARR.A, and the Privacy
Re~ulatians, as amended from time to time. A[I defined terms are capitalized.

2. 5eY^v~ees.

The Affiliates and the Business Associate have entered, and may in tk~ future cuter, xz~ta
service agreements ("Service Agz~ments'~ pur~uairt to which tkle Business Associate
provides tk~~ following services; consulting services ("Services") to the .Affiliates t~.at
involve the use, access, aid disclosure of PHI. Except as otherwise speei~ed herein o~ as
revolted by faw, the Busiziesa Associate may make use of tt~.s PHI only as necessary far the
purpose ~~pm~vidin~ t~.e Services, Ail other uses not authorized by this Agreezxi~nt are
prohibited. Nattun~ ~n this Agreement shah prohibit Business A,ssaciate's disclosure
ofPHI received from or created or received on behalf of AffiEiates, to A~listes.
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il lAnne Arundel Health System, Inc. 

BUSINESS ASSOCIATE AGREE1VIENT 

3. 	Responsibilities of the Business Associate. 

a. 	With regard to its use and/or disclosure of PHI obtained from Affiliates, Business 
Associate agrees to: 

1. Not to use, access, arid/or disclose the PHI other than as permitted or 
required by this Agreement or as permitted or required by HIPAA, ARRA, 
the Privacy Regulations and all other provisions of law; 

ii. To use appropriate safeguards to prevent use, access or disclosure of PHI not 
expressly permitted by this Agreement or as required by law. When able, 
Business Associate will secure PHI in accordance with the guidance 
issued by the Secretary of the Department of Health and Human Services. 
PHI is deemed secured if it is rendered unusable, unreadable, or 
indecipherable to unauthorized individuals by encryption or 
destruction; 

iii. To mitigate, to the extent practicable, any harmful effects of which the 
Business Associate becomes aware that arise out of the use, access, and 
disclosure of PM by the Business Associate or its agents or contractors that 
is in violation of this Agreement; 

iv. To ensure compliance with HIPAA, ARRA and the Privacy Regulations by 
implementing administration safeguards (42 CFR §I64.308), physical 
safeguards (42 CFR §I64.310), technical safeguards (42 CFR §164.312), and 
ensuring compliance with the policies and procedures and documentation 
requirements set forth in 42 CFR §164,316; 

v, To implement a compliance program to assist in detecting unauthorized 
access or 11,5V of PHI; 

vi. To ensure that any agents, including subcontractors or employees, to whom 
the Business Associate provides any PHI received from the Affiliates or 
creates PHI by or on behalf of the Affiliates under this Agreement, agree, in 
writing, to adhere to the same restrictions and conditions on the use, access, 
and/or disclosure of PHI that apply to the Business Associate, 
Notwithstanding the foregoing, the Business Associate shall only disclose 
that PHI to such agents as is reasonably necessary to perform the Services or 
to fulfill a specific function required or permitted under this Agreement; 

vii. Upon three (3) days prior notice from the Affiliates and during the regular 
business hours of the Business Associate, or at such times and upon such 
terms as the Secretary of Health and Human Services ("Secretary") may 
require, to make available all internal practices, records, books, agreements, 
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3. Res~pQnsibilities of the Buseness Aesoeia~e.

a. With regard to its use and/or d~sc[osure of PHI obtained from A,f~iliates, Business
l~.ssociate a.~rees to:

i. Noe to use, ac~~ss, ar~.dlor ~isclase the F~Ti other than as permitted oz
required by this Agreement a~ as permitted or required by ~IIPAA, AItRA,
tt~e ~'rivac~r ~tegulations arzd alI ocher provisions of ]aw;

ii. To use appropriate safeguards to prevent use, accass ar dtsclgsure of PHI not
expressly pertnitYed by this Agreement ax as xeq~ir~c~ by law. 'Wk~en able,
Business Associate wild secure FHI i.Ea aa~vrdance with the guic~s►ce
issued by the S~retary of the Department o~ Health and Human Sez'vices.
PHI is deemed sec~re~ i~'itis rend~xed ~nusaba~, unreadable, ox
indecipherable to un~uthoxized individuals by enc~tion or
destruction;

iii, To mitigate, to tt~e extent practicable, any harmful efFects oP which the
Busuxess Associate becomes aware that arise quf of tha use, access, and
disclosure of PHI by the Business l~ssociate or its agents or cantraGtors that
is in ~violatian of this Agreement;

iv, To ensure campliar~ee with HIPAEI, ARRA and the Privacy Regulations by
implementing administration safegtu~rds {42 CFR X164348}, physical
safeguards (42 CFR § 164.310), teal~nical safeguards (42 CFR § 164.312}, ar~d
ensuring compliance with the policies and procedures and documentation
xegtiit~ements set forth in 4~ CSR § 164, 3 X b;

v, To ~cnplec~ent a compl~ence ~Srograr~n to assist in d~tecfiing urn~uthorized
access pr ttse of PHI;

vi. Ta ensure that any agents, i~aclucting sntractors or employees, to whom
the Business Associate provides any k`~TI received from the Affiliates or
creates FHI by oz on beb~Jf o£the Af~ilfa~es under this Agreement, agree, in
writing, tq adhere to the sarAe restrictions and conditions an the use, aacesa,
and/or disclosure o~FH~ that apply to the Business Associate,
Notwithstanding ~e foregoing, the Business Associate shall only disclosa
that PHI to such agents as is reasoz~abIy necessary to perfartn the Services or
to fulfill a speei~o fiuietian required ox pernaitt~d under this Agreement;

vii. Upon three {3) days prior nc~ica from the Affliat~s and duxiag the regular
business hours of the ~tisiness Associate, or at such times ancf tzpan such
terms as the Searetar~ of Healt3~ and Hurnart Services ("Secretary") may
xegnire, to mate available all intexnal praatzces, records, books, a~zzeements,
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Anne Arundel Health System, Inc. 

BUSINESS ASSOCIATE AGREEMENT 

policies and procedures relating to the use, access, and/or disclosure of PHI 
received from, or created or received by the Business Associate from or on 
behalf of, the Affiliates necessary to allow the Secretary to determine 
whether the Affiliates is in compliance with HIPAA, ARRA and the 
associated Privacy Regulations; 

To document all disclosures of PHI and such other information related to the 
disclosure of PHI as may reasonably be necessary for the Affiliates to 
respond to any request by an individual for an accounting of disclosures of 
PHI as permitted by 45 C.F.R.164.528; 

ix. Within ten (10) days of receiving a written request from the Affiliates, to 
provide to the Affiliates, or an Individual, all information collected in 
accordance with section 3(a)(viii) of this Agreement; 

x. To disclose to its subcontractors, agents or other third parties, and request 
from the Affiliates, only the minimum PHI necessary to perform or fulfill a 
specific function required or permitted hereunder; and 

xi. If the Business Associate maintains PHI in a Designated Record Set, upon 
three (3) days prior notice from the Affiliates and during all regular business 
hours of the Business Associate, to provide access to PHI to the Affiliates or, 
as directed by the Affiliates, to an individual, contained in such Designated 
record Set, as required by 45 C.F.R. 164,524; 

xii, Within three (3) days of receiving written notice from the Affiliates, to make 
any amendment(s) to Protected Health Information contained in a 
Designated Record Set that the Affiliates directs or agrees to pursuant to 45 
C.F.R. 164.526; 

xiii, Report immediately to Affiliates in writing any use or disclosure of PHI of 
which Business Associate becomes aware that is not permitted or required by 
this Agreement or any Security Incident. Such report shall contain: 

▪ A brief description of what happened, including the date of the 
unauthorized access or use of PHI and the date of the discovery of the 
unauthorized access or use of P111; 

• A description of the types of unsecured PHI that were involved in the 
unauthorized access or use of PHI; 

* Any recommended steps the individual whose PHI was inappropriately 
disclosed should take to protect themselves from the potential harm; 
and 
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policies and prpceduzes relating to the use, access, andlar di~clasu~re of PHI
received from, or creac~d or xec~ived by the Business Asspciate frazn ar on
behalf af, the A#~liates necessary to allavc+ the secretary to determine
whether the Affiliates is in compliance with H7PAA, ,FLR.RA and the
associated Privacq Regu~~tians;

viii, To document all discl~suras of PHI and such other iu~orma~ian related to the
disclosure af'YI~T as may rea~aaably b~ necessary for the ~.ffiliates to
respond to any request by sn individual #'ar an accautitir~g of disclosures of
PHT as p~xznitted Yry 45 C.~.R.164.52$;

ix. Wi#hin ten (lU) days of receiving a wxi~ten request from the A.~iliat~s, to
pra'vide to the Affiliates, yr an Individual, all information collected in
accordance with section 3(a)(viii) 4f this A~,reement;

x. Tq disclose to its subcontractors, agents or other third parties, and request
from tha .4.ffiliates, az~Iy the minimum FHI nece$sary to perforna ar fu1F~l1 a
specifio function required or permuted hereur►der; and

xi. I~'the business Asspciate ~ait~t~ins PHI iui a X7esign~ted Record Set, upon
three (3~ days p~xor notice from the ,A,£~tliates grad during a1i regular business
hott~s of the Business .Associate, ~a provide acaes~ to PHI to tha Affiliates or,
as dzrected 6y the Affiliates, to an indir~dual, contained in such Designated
record Set, as t~gt~ired by 45 C.F.R. 16~,~24;

iii, Within three (3) days of receiving written notioe from the Affiliates, to make
any amendments) to Protected I~ealth ~nformatian contained in a
Aesignated Recaxd Set that the Afi~`iliates directs ax agrees to pursuant to ~S
C.F.1Z. 164.526;

xiii. Report izn:znediateEy to p ffiliafes in writing any use ax disclosure of PHT of
which Business Associate becomes aware tt~t is not pexmitted or required by
this ,Agreement or any ~eeuraty Ineadeat. Such report shah Contain:

p A brief description Qf wl~a# happened, including the date of the
unautiigrized access ax use of PHA artd the date of the discovery afthe

unauthorized access ar use of PHI,

,tl descripdan of ehe fiypes pf tYresecuz~d PSI that were involved in the
unauthorized access ar use of PHI;

M Any recommended steps the individual whose PHA was inappropriately
diselQsed should tatce to px4tect themselves from the potential harm;
and
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dime Arundel Health System, Inc, 

BUSINESS ASSOCIATE AGREEMENT 

■ A brief description of what the Business Associate is doing to 
investigate the unauthorized access or use of PHI. 

xiv. Business Associate agrees that, if it has a legal obligation to disclose any 
PHI, it will notify Affiliates as soon as reasonably practical after it learns of 
such obligation, and in any event within a time sufficiently in advance of the 
proposed release date such that the rights of Affiliates and the Individual to 
whom the PHI relates would not be prejudiced. If Affiliates or the Individual 
objects to the release of such PHI, Business Associate will allow Affiliates 
and/or the Individual to exercise any legal rights or remedies Affiliates 
and/or the Individual might have to object to the release of the PHI, and 
Business Associate agrees to provide such assistance to Affiliates and the 
Individual, as Affiliates or the Individual may reasonably request in 
connection therewith, 

4, 	Responsibilities of the Affiliates. 

Affiliates shall provide Business Associates with a copy of its notice of privacy 
practices produced in accordance with 45 CFR §164.520, as well as any 
subsequent changes or limitations to such notice to the extent that such changes or 
limitations may affect Business Associate's use or disclosure of PHI. 

b. Affiliates shall notify Business Associate of any changes in, or revocation of, 
permission by an individual to use, access, or disclose PHI, to the extent such 
change or revocation may affect the Business Associate's use, access, or 
disclosure of PHI; and 

c. Affiliates shall notify Business Associate of any restriction(s) on the use, access, 
or disclosure of PI-II that the Affiliates has agreed to in accordance with 45 C,F,R. 
164.522, to the extent that such restriction(s) may affect the Business Associate's 
use, access, or disclosure of PHI. 

5. 	Permitted Uses, Access, and Disclosures or Protected Health Information.  

Except as otherwise limited by this Agreement, the Business Associate may use, access, 
or disclose the PHI to perform the Services, as set forth in the applicable Service 
Agreement, provided that such use, access, or disclosure, if made by the Affiliates, would 
not violate the Privacy Rules or the minimum necessary policies and procedures of the 
Affiliates, 

6, 	Specific Use, Access, and Disclosure Provisions. Unless otherwise limited herein, the 
Business Associate may: 

a. 	Use the PHI in its possession for the proper management and administration of 
the Business Associate to perform the Services and to fulfill any legal 
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n A brief description of what the $usin~ss Associate is doing to
i~tvestigate the unauthorized access ar use of PHA.

xi~v, Business ,Associate agrees that, if it has a legal obligation to disclose any
PHI, ~t wxll notify Affiliates as soon as reasonably practical aver it beams Qf
such obliga#ion, and in any event wi~in a time su~flFiciently in advance affi~►e
proposed x~te~se date such that the rzg~ts of A~"rliates and th+~ Individual to
whor~t fine ~'HI reIates would not be prejudiced. If Af~iliate~ or the lndividuai
objects t~ ~e release of such ~'HI, Business Assodate will allow A£fili~tes
and/or the Individual to exercise any Legal rights ox remedies Affiliates
and/or the Individual might have to object to the release of the T'HS, and
Business Associate agrees to pro~ida such assistzance to Affiliates and the
Indi~+idual, as Affiliates or the Individual may reasonably request in
connection therewith.

4, ResnansibiliHes of the Aff~laates.

a, Afffiliafes s~sll provide business Associates with a Dopy of its notice afprivacy
praeti+ces produced in accordance with 45 CFR § 164.52fl, as well as any
subsequent changes or (imitations to such notice to the extent that such changes or
Iirnitatiflns may affect Sus'iness Associate's use or disclasur~ of PFTI.

b. Affiliates shall notify Business Associate of any changes its, ar rer~pcation a~',
permission by an individual to use, access, or disolose PHI, to tie sxteat such
change ox rer~ocatio#~ may affect the business Associate's use, access, or
disclosure of PHI; and

c. Af.CZiates shat[ z~Qtify Business Associate of any restriation(s) an the use, access,
ar diseCostu~ of ~'~-TY float t'he Affiliates has agreed to ~n aacardance with 4S ~,~,R,
16 .522, to the extent ghat such restriction{s) may affect thie Business Associate's
use, access, ar disclosure of PHI.

5. Permitted Uses, Ac~esa. and Disclosures or Protected health InforrnaHvn,

except as otherwise limited by this Agreement, ilie business Associate may use, access,
or disclose the PHI to perform the Services, as set forth in the applioal7le Service
Agreement, pror~idecl that such use, access, or disclosure, if made by the A#~iL'[ates, would
oat ~vial~te the Privaoy Rules or the minimum necessary palic~es and procedures of the
Affiliates,

6, S~ea~fic ~7se, Access, and Disc~asure Provisions. UFtIe~~ atl~erwise Ximited herein, tt~e
Business Associate rnay:

a. Use the PHA in its possession for the proper rnanag~tnent and adminis~kratian pf
the Business AssoCkate to perform die Services and to ~i~Ifi[[ any legal
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responsibilities of Business Associate, provided that such uses, access, or 
disclosure does not violate the Privacy Rules or the minimum necessary policies 
and procedures of the Affiliates. 

b, 	Disclose PHI to a third-party for the purpose of Business Associate's proper 
management and administration of the Business Associate or to carry out the legal 
responsibilities of the Business Associate, provided any such disclosure (1) is 
required by law or (ii) the Business Associate obtains reasonable assurances from 
the Third Party to whom the information is disclosed that the PHI will remain 
confidential and will only be used, accessed, or further disclosed for the purpose 
for which it was disclosed to such Third Party or as many other wise be required 
by law, and the Third Party agrees to notify the Business Associate of any 
instances of which the Third Party becomes aware in which the confidentiality of 
the PHI has been breached. 

c. Use the PHI to provide Data Aggregation Services to the Affiliates, as permitted 
by 45 C,F.R. 164.504(e)(2)(i)(B). 

d. Disclose the PHI to report violations of law to appropriate federal and state 
authorities, consistent with 45 C,F.R. 154.502(j)(1), 

7. 	Term and Termination.  

a 	Tenn. This Agreement shall become effective on the date this Agreement is entered 
into by parties and shall terminate when all the PHI provided by the Affiliates to 
the Business Associate, or created or received by Business Associate on behalf of 
Affiliates, is destroyed or returned to Affiliates, or, if it is not feasible to return or 
destroy the Protected health Information, protections are extended to such 
information in accordance with this Section 7. Upon termination of the 
Underlying Contract(s), Business Associate shall promptly destroy or return to 
Affiliates or, if it is infeasible to return or destroy PHI, implement protections for 
such information, in accordance with the termination provisions in this Section. 

b. 	Termination by the Affiliates for Cause. If the Business Associate breaches this 
Agreement, the Affiliates, in their sole discretion, may: 

1. 	Provide the Business Associate with written notice that the Business 
Associate has breached this Agreement and provide the Business 
Associate an opportunity to cure the breach to the satisfaction of the 
Affiliates within ten (10) days, after which time this Agreement and all of 
the Service Agreements shall be automatically terminated if the breach is 
not cured; and 
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responsibitrties oP~usiness Associate, provided that such uses, access, or
disclnsu~ daes not violate the Privacy Rules or the minimttt~a necessary policies
rind prneedur~s of the Aff bates,

b, Disctose PHT to a third -party fox the purpose a£ business Associate's proper
management and adm~ztisbratian, of the Business Associate or to carry out the legal
responsibilities ~f the business Associate, ~srovided any such d~sclosuxe (i) is
required by lar~v dr (ii) the Business Associate obtair~ reasonable assurances fronn
the Third Party to whom the inforrnatian is disclosed th$t the PSI will remain
confidential and will az~Iy be used, accessed, or further disclosed Pnr the purpose
for which it was disclasecl to such Third Paz~y or as ~nnany other rise be required
by Iaw, and the Third Party agrees tv notify ttte Business Associate ofany
instances of which the Third Party becomes ar~rare in vvhieh fhe cdaf dentiality of
the PI-~I has been bxeached

c. Usc the ~P~~iY t~ provide llata Aggregation ~crvices fa the Affiliates, as perrnit~ed
by 45 C.~`.R,164.5U4{e)(2){i)tB).

d. disclose fhe PHI to repar~ violations of lavv to appropriate federal and state
aUthoriti~s, ct~nsistent with 45 C,F.R. 15Q~.5p~{j){1),

7. Term and Termination.

Term. This Agreement s}►all be~nare effee~ive non the date this Agreement is entered
into by parties and shall termizz~te when ill the PHI provided by the Affiliates to
the Business Associate, or created ar received by Business Associate o~ behalf of
Affiliates, is destroyed ar refurned to Affiliates, or, if it is not feasible to return or
destroy the Prnfi~eted heath Information, protections are extended to such
information in arcordanee with t]ais Section 7. Upon terra~inatiam 4P ttte
LJnderly'sng Contract js), Business Associate shall probnptly desi~oy nr return to
Af#iliates or, if it is infeasible to return ar destroy PHI, implement protections far
such i~fnrmatioz~, in accordance with the fierminativm pcovisious in this Section,

b. 'Termina#inn by the A~"iiiat~s for Cause, If the Business Asst~~iafe brea~h~s this
Agxeement, the Affiliates, i~ their sole discretion, may:

~'rovi~.e the Business Associate with written notice that the Basin,ess
Associate has breached this Agreement and provide the Business
Associate ~n t~pportunity to cure ~e breach t~ the sai~sfacnon o£the
Affiliates within ten X10) dais, after which t,me this Agreement and alb of
~e Service Agreements shall be aatomaticaliy terminated if the breach is
not cured; and
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ii. 	Immediately terminate this Agreement and the Service Agreements if the 
Business Associate has breached a material term of this Agreement and 
cure is not possible. 

C. 	Termination by Business Associate, So tong as any Service Agreement by and 
between the Affiliates and the Business Associate shall exist, the Business 
Associate shall have no right to terminate this Agreement. 

d, 	Effect of Termination. Upon the event of termination pursuant to this Section 7, 
the Business Associate agrees to do the following: 

Cease and desist all uses and disclosures of Affiliates' PHI and shall 
immediately return or destroy (if Affiliates gives written permission) all 
PHI received from Affiliates, or created or received by Business 
Associate on behalf of Affiliates, if it is feasible to do so, in a manner 
consistent with HIPAA and the Privacy Regulations, provided, 
however, that Business Associate shall reasonably cooperate with 
Affiliates to ensure that no original PHI records are destroyed. 

Retain no copies of the PHI, and shall certify to Affiliates that all PHI 
has been returned (or destroyed) within 30 days after termination or 
expiration of this Agreement. In The event that the Business Associate 
believes that returning or destroying PHI is not feasible, the Business 
Associate will notify the Affiliates in writing within three (3) days of any 
termination hereof setting forth: 

I. the conditions that the Business Associate believes make 
return or destruction of the PHI not feasible, and 

2. the specific reasons for such determination. 

Upon mutual agreement of the parties that return or destruction of PHI 
is not feasible, Business Associate agrees to extend any and all 
protections, limitations and restrictions contained in this Agreement to 
such PHI and shall limit further uses and/or disclosures of such PHI to 
the purposes that make its return or destruction not feasible. 

iii, 	If the Affiliates determine that the return or destruction of Protected 
Health Information is not feasible, the Business Associate shall extend the 
Protections of this Agreement to such PHI and limit further uses, accesses, 
and disclosures of such PHI to those purposes that make the return or 
destruction infeasible, for so long as Business Associate maintains such 
PHI. 
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ix. Jrnmed~ately terminate this Agreement and the Service Age~eements if the
Business ~lssocia#e his breached a material term of this Agreement and ; ;
cure is not possible.

c:: Termination by $u~ness t~ssociate, Sv tong as and Servipe Agr~~ment by and
between the Aff`~Liates acid the Business la.ssociate shall exist, the Business
Associate shall have no right to terminate this Agreement.

d; ~~ect of Termination. Upan the event Af terniin~tian pursuant to this Section 7, '
the Business Associate agrees t~ do the following:

i. Cease and desist all uses and disGiasures of AfFiliaEes' PHI and shall
izntnediateIy return or de~tro~ tifA.ffili~fes gives wz~tten permiisaian) all
PHI received :from Affiliates, or created ar received by Business
Associate on behatf of Affiliates, if i# is feasible to da sa, in a manner
consistent with HIP.AA and the Privacy Regina#ions, provided,
however, fat Business A.ssaciate st~~J1 reasonably cooperate r~vith
A.ffitiates to ensure that no axiginal PHI records are destroyed.

ii. Retain no copies c~fthe PIS, and shalt certify to Ai~3liates that att PHI
has been retua'~ed (or dcstcayed) within 3~ days after termination ar
expiration of this AgreemenC. In the event that the Business ~kssoo}ate
b~lxeves that rei-~u~nin~ or des~raying FBI is not feasible, the Business
Associate wall notify the Affii'sates in rvritii~~ ~t~vithin ttuee (3) days of any
to nation hereof sitting forth:

1. tJie conditions that the $usiness Associa#e believes make
xettxm or destnxxction of ~►e I'HI not feasible, and

2, the speo~~ic reasons far such determination.

Upon mutual agresrnenC v~ the parties that return or destn~Gtion of PHA
is not feasible, business A.ss~~iafe agrees to extend any and all
protections, Iimitatians and restrictions contained zn this Agreement to
such FHI and shall limit furkher uses and/ox diselasuxes of such PHI to
tUe Purposes that make its rettun ox destruction not feasibly,

iii. If the Affiliates determine that the return or destruction of Pxo~eGted
Heatth Infazmation is not feasible, tlae Business Associate shah extend the
Protections ofihis A:~reement to such PHI and Iimit further uses, accesses,
anal diaclosuzes of such PkiI fo those purposes that make the return or
destruction iz2feasible, for sa long as Business Associate znaintaans such
PHI.
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iv.. 	Recover any PHI in possession of its subcontractors or agents. If it is 
not feasible for Business Associate to obtain, from any subcontractor or 
agent any PHI in possession of the subcontractor or agent, the Business 
Associate must provide a written explanation to Affiliates and require 
the subcontractors and agents to agree to extend any and all protections, 
limitations and restrictions contained in this Agreement, and to limit 
any further uses and/or disclosures to purposes that make the return or 
destruction of the PHI infeasible. 

8. Indemnification. The Business Associate agrees to indemnify, defend and hold harmless 
the Affiliates and its parent corporation, subsidiaries, and related entities, their directors, 
officers, agents, servants and employees (collectively "the Inderrmitees") from and 
against any and all claims, causes of action, liabilities, judgments, fines, assessments, 
penalties, damages, awards or other expenses of any kind or nature whatsoever, 
including, without ]imitation, attorney's fees, expert witness fees, and costs of 
investigation, litigation or dispute resolution, incurred by the Indemnitees and relating to 
or arising out of any breach or alleged breach of the terms of this Agreement by Business 
Associate or any agent or subcontractor of Business Associate. 

9. DISCLAIMER. 	AFFILIATES MAKES NO WARRANTY OR 
REPRESENTATION THAT COMPLIANCE BY BUSINESS ASSOCIATE WITH 
THIS AGREEMENT OR THE PRIVACY REGULATIONS WILL BE ADEQUAlh, 
OR SATISFACTORY FOR BUSINESS ASSOCIATE'S OWN PURPOSES. 
BUSINESS ASSOCIATE IS SOLELY RESPONSIBLE FOR ALL DECISIONS 
MADE BY BUSINESS ASSOCIATE REGARDING THE SAFEGUARDING OF 
PROTECTED HEALTH INFORMATION. 

10, 	Miscellaneous 

a. Survival. The respective rights and obligations of Business Associate set forth in 
Section 7 shall survive termination of this Agreement. 

b. Interpretation, Any ambiguity in this Agreement shall be resolved to permit the 
parties hereto to comply with HIPAA, ARRA and the Privacy Regulations, 

c. Amendments:  This Agreement may not be amended except in a writing duly 
signed by authorized representatives of the Parties, Both parties hereto agree that 
this Agreement shall be amended to comply with any and all state or federal laws, 
rules, or regulations. 

d. Waiver. No failure or delay in exercising any right, power, or remedy hereunder 
shall operate as a waiver thereof; nor shall any single or partial exercise of any 
right, power, or remedy hereunder preclude any other further exercise thereof or 
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iv.. Recover any PHI in possession of its subcontractors or agents. I~ it is
not feasible for Easiness Associate to obtain, from any subconixaetar or
agent and Pk1I i~ ppssession of the subcontractor tax agent, the Business
Associate must pxovide a vwritten explanation to Affiliates and require
the sulxconi~ractors and ago~.ts to agree to extend any and al l protections,
limitations at~d restx%atians cont~.ir~ed in this Agreement, acid to liznxt
any fixrEher uses andlor disolosttxas to purposes That taaake the rettu~t~ ox
destruction of the P~II infeasible.

S. Indemnification. The Business Associate ogress to indemnify, defend and hold harmless
the A~Iiate~ and its parent corporatiax~, subsidiaries, and related entities, their directors,
o~f'icers, agents, servatzt~ axxd ezr~ployees (collectively "thy rndemzutees") from azid
against tiny and all claszns, causes of action, liabilities, jutlgmenYs, fines, assesst~ez~ts,
penalties, damages, swards or other expenses of and kizxd or nature u~hatsc~ver,
including, without ]imitation, atCarney's fees, expert witness fear? and costs of
investigation, li~i~atinz~ or dispute resolution„ incw~red by the Iz~demnitees and relating to
or ariszng out o£ any breach ar a~leg~d breach of the terms ofthis Agreemezat ~y Businass
A.~soezate or any agent or subcontractor pf business Associate.

9. riIS~CLA,~1V[ETt. AFFILTA'TES MAKES NO WA.RR.A_NTY OR
RE~'RESENTATTOiV THAW C4MPLiANGE BY BUSINESS ASSOCIATE V~TIT~T
'IBS AGREEMENT 4R THE 1~~IACY REGULATI0~1S '~,L B~ ADEQUATE
OR. SATIS~'ACTORX' ~QR BUSINESS ASSOCI.4T~'8 Q~YN P 4S~S.
BLT~IN~SS ASSC}CIA'1'E TS SQI,EI.Y RESpQ1~3SI~LE FQR ALA. I7~CTSIONS
MADE BY BUSINESS A~SaCiATE R:~GARDINCr ~ SAFECrUA.RATrI'G O~
PROT'EC HE~ILTH INFpRIviATION.

~ Q, Nlisceliane~u~

a, urvivart. The respective rights and obligations n~Busi~~ss Associate set forth in
Section 7 shall surv~v~ termination p~~has Agreement.

b. Iz~tez~pretation, Any ambigui¢y in this Agreement shalt ire resolved to perrnif the
parties hereto to eo~mply with HTPAA, ARRA and th.e ~'~riva~y lt~gu~atro~s,

Amendments: This Agreement znay not be amended exoapt in a ~vri~g duly
signed ~~+ at~thorizeti representatives of the Farkies, B~tlx parties hereto agree that
this Agreement shall be amended to comply with any and all state or fedczal laws,
rues, ox regul~tians.

d. Waiver. No failura or delay in exercising any ~7ght, ppvt~er, or remetty hereunder
shall operate as a waiver thereof; nor shall a~tty single or partial exercisa of any
right, power, ar re~►edy hereunder preclude ar~~ other ~ur~her exeroise th~reaf ar
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the exercise of any other right, power, or remedy. The rights provided hereunder 
are cumulative and not exclusive of any rights provided by law. 

e, 	Successors and Assigns. This Agreement and all rights and obligations hereunder 
shall be binding upon and shall inure to the benefit of he respective successors or 
assigns of the Parties hereto. 

f 	Notices. Any notices to be given hereunder to a Party shall be in writing and shall 
be deemed to have been duly given (a) when delivered personally, (b) the next 
business day following the day on which the same has been delivered prepaid to a 
nationally recognized overnight courier service, or (c) three (3) days after sending 
by registered or certified mail, postage prepaid, return receipt requested, in each 
case to the address set forth below to the attention of the person signing below, or 
to such other person at such other address as the party may designate by giving 
notice: 

If to Business Associate, to; 

with a copy (which shall not constitute notice) to; 

hilerf- Toc.t.,,  
seuryp nclotitead--  

Attention: 
Pax; 

If to Affiliates, to; 

Anne Arundel Health System, Inc. 
Health Information Services 
2001 Medical Parkway 
Annapolis, MD 21401 
Attention; 	Privacy Officer 
Fax 	(443) 481-4125 

with a copy (which shall not constitute notice) to: 

Page 8 of 10 

Anne Arundel ~-J(ealth System, Tnc.

susl~ss ~ssoc~.~c~ A~~~~}v~r

the exercise of any ocher ri f t, pawery or remedy. ̀ ~'he szghts provided hereunder
are cumulative and not exclusive of any rights provided b~ law.

e, S1~C~,SSG~'8 aC►d 1~.SSlgxlS. This t~.greement and alt rights and obligations hereundez~
shall b~ l~in~iing upon and s1.7a11 inure to the benefit of he respective succe,~sors oz
assigns of'the Parties hereto.

f Notices, Any notices to be given hereunder to a Party shall b~ in writing and shall
be deemed to have been duly g9ven (a) wham delivered p~ssozu~lIy, {b) the next
business day fallowing the day oz~ which the same has been d~[ivered prepaid to a
nationally zecognzzed overnight cburieg service, ar (c) ti~e~ (3) days after sending
1~~ zegistered o~ certSfied mail, postage prepaid, return, receipt zequested, in each
case ~ the address set forth below to the attention o~ the person signing below, or
to such other person at such ot~Zer add~ss as the party may designate b~ giving
notice:

I~'to Business associate, to;

~'`

with a copy {which shall z~ot constitute notice) to;

~I,tte~tlQTk:

~~

If to Affit~ates, ta,

Anne H1.rundel i~ealth Sgstem, Inc.
Health Information Services
2001 Medical P~rkw~~
Aruiapalis,ll~ 21401
Attention; k'rivacy Officer
~a7t: (443) 481-4125

with a copy ~wh'reh sha11 not constitute notice} to;
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Anne Arundel Health System, Inc. 
Health Information Services 
2001 Medical Parkway 
Annapolis, MD 21401 
Attention: 	Legal Department 
Fax: 	(443) 481-5266 

Each Party named above may change its address and that of its representative for notice 
by the giving of notice thereof in the manner hereinabove provided. 

Severability. In the event that any provision of this Agreement is adjudged by 
any court of competent jurisdiction to be void or unenforceable, all remaining 
provisions hereof shall continue to be binding on the parties hereto with the same 
force and effect as though such void or unenforceable provision had been deleted. 

h. 	Counterparts; Facsimiles. This Agreement may be executed in any number of 
counterparts, each of which shall be deemed an original, Facsimile copies hereof 
shall be deemed to be originals. 

Disputes. If any controversy, dispute or claim arises between the Parties with 
respect to this Agreement, the Parties shall make good faith efforts to resolve such 
matters informally. 

Entire Agreement. This Agreement and the Service Agreement constitute the 
entire agreement between the parties hereto relating to the subject matter hereof 
and supersede any prior or contemporaneous verbal or written agreements, 
communications, and representations relating to the subject matter hereof. 

k. 	Choice of Law, This Agreement shall be governed, construed and interpreted in 
accordance with the laws of the State of Maryland without regard to such state's 
conflict of laws provisions, Any controversy or claim arising out of or related to 
this Agreement shall be brought solely and exclusively in a court located in 
Anne Arundel County, Maryland; provided, however, that either party may 
enforce any judgment rendered by such court in any court of competent 
jurisdiction, The parties hereby consent to, and waive any such challenge or 
objection to, personal jurisdiction and venue in Anne Arundel County, 
Maryland. 

ml WITNESS WHEREOF, each of the undersigned has caused this Agreement to be duly 
executed in its name on its behalf as of the date first set forth above. 
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Anwe AruaadeI Health System, Tnc.
Heatth Infvmnatiaza Services
2041 Iv~ediCal Parkway
Az~App~is, MD 21441
Attention; L,egai Deparkt~zez~t
Fax: (443) 4&1-5266

each Party named above may ohange ifs address and that of its representative for notice
b~+ the giving of notice thereof in ttze manner herei~aaboue pmvzded.

~. 5everabili~Y. In the event that any ~rflvisioz~ ~f this Agreement is adjudged by
any court of competent jut~isdiction to be void ox tnlenforceable, all retnainin~
prnvisiaz~s hereof steal] continue to be binding an the parE,ies Jaere~a with the same
~vree anti effect as though such void or ut~ez~.faxce$ble pra~is~o~a had been deleted.

h, Counterparts; FaCBiD7iles. This Agreemenfi may be executed in any number of
counterparts, e$ch of which shall be deemed an original, Taisimile oo~xes hereof
shall be deemed fio be originals,

~~, D~ispute~. If gray eantrav~rsy, dispute or claim arises between the Parties with
respect to this Agre~mez~t, the Parties shall make gaad fazth efforCs to resolve suoh
matters i~formali~.

j, ~nti~e A~reemet~t. This Agreement wd the Service A~reernent constitute the
enters agreement between the parties hereto reia#ing to the suaject matter ktereof
and supersede any prier pr cantem~araaec~us verbal or vvtitt~n a$reem~tits,
communications, hand representations relating t~ the subject matter IZereof.

k, Choice of Law, This Agreement shall ba goverzied, construed and interpreted in
accordance with the laws o~the State of Maryta~ad witlto~tt regard to such state's
conflict o~laws pro~isio~as, Any controversy ax el~im arising cut of or related tcz
this AgreemenE shall be broaght soI'ely and exclusively its ~ court lgeated in
,Anr~c Arundel County, Maryland; provided, k~owever, that e9ther party naay
enforce anq judgz~aent rendered by such cflurt in any court of competent
jurisdiction, The parties hereby consent to, and waive any such challenge or
Objection ta, personal }ut'isdictit~n aid vex~u~ in Anne Ate-tndel Gourtty,
Maryland.

1N VJX'I`N~SS V~HERE~F, each of the undersigned hAs caused this Agreerncnt to be duly
executed inn its note on its behalf as of the date first sef forth ~bo~e.
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ANNE AR 	EL HEALTH YSTEM, INC, Sheppard Pratt Health System, Inc. 

By: 	/ 	 4 /4- 	,  .--'----- 	By: 	  

Print Name:  victoria W. Bayless 	Print Name: 	e)14Z ci. le, 	% Kt12-- 
President & Chief Executive Officer 

Print Title: 	Anne Arundel Health System- 	Print Title: \Ace:: 11-0 I 

Dato: 	1  Date: 	al2_4- /up 
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ANNA A:R ~I. HEAL~'H YS"CL4'M, INC, Sheppard Pratt Health Systerra, Inc.

Print Name; v;~tnriA w. Rayless Print Name: ~Gao ~ ti « ~ ~~
Preeidznt &Chief Executive Officer ~/

Print ']"idle: Anae Mende! He~ith Syst.~t~r Print Title: V ~~ ~~ l

I7ate~ `-~~ ~'~~ ~ ~ Date• ~ 2 l6
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ADM1.1.91 - Patient Financial Services – Hospital Financial Assistance, 
Charity Care, Billing & Collection 
 
Scope 
Anne Arundel Medical Center, Inc. (AAMC) 
 
Purpose 
To promote access to all for medically necessary services regardless of an individual's ability to 
pay, to provide a method of documenting uncompensated care and to ensure fair treatment of all 
applicants and applications  
 
Purpose:  
 
• To assure the hospital communicates patient responsibility amounts in a fair and consistent 
manner.  
 
• To provide opportunity to resolve questions regarding charges or insurance benefits paid.  
 
• To assure the hospital meets the requirements of Maryland standards for hospital billing and 
collection practices.  
 
• To provide opportunity to resolve questions regarding charges or insurance benefits paid.  
 
• To define the hospital's decision making process for referral for collection or legal action.  
 
• To assure the hospital meets the requirements of Maryland standards for hospital billing and 
collection practices.  
 
Definitions 
None 
 
Policy Statements & Procedures 
Hospital Financial Assistance Communications:  
 
• The Financial Assistance Signage is conspicuously displayed in English & Spanish in the 
Emergency Department, Cashiering & Financial Counseling.  
 
• Financial Assistance Policy as well as a printable Uniform Financial Assistance application is 
posted on the AAMC website.  
 
• English/Spanish table top tents display this information at every patient entry point and it is 
included in each patient guide located in the inpatient rooms.  
 
• Registration staff and Financial Coordinators are trained on how to refer patients for financial 
assistance.  
 



• The financial assistance application is available at all registration points - but in particular the 
Emergency Department.  
 
• A brochure "What you need to know About Paying for Your Health Services" is available at 
every patient access point. The brochure was developed by Patient Financial Services with 
guidance from Public Relations. This brochure includes information regarding financial 
assistance/contact points and is available in English/Spanish. Also, it is posted on AAMC's 
website.  
 
• It is mandatory that all inpatients receive the "What you need to know about paying for your 
health services" brochure as part of the admission packet.  
 
• Informational "business cards" are available through the patient access/registration staff to 
provide to the uninsured or any individual concerned about paying their hospital bill directing 
them to the hospital Financial Counseling office for assistance.  
 
• Hospital Patient Financial Service staff receive extensive training on the revenue cycle and are 
incentivized to obtain AAHAM Technical (CPAT) certifications to demonstrate their expertise in 
billing and revenue cycle requirements.  
 
Charity Care:  
 
• Determination of Probable Eligibility: Within two business days following a patient's request 
for charity care services, application for medical assistance, or both, the hospital must make a 
determination of probable eligibility.  
 
• AAMC provides 100% charity to individuals with household income at or below 200% of the 
US Poverty guideline but deemed ineligible for any County, State or Federal Medicaid or other 
funding program.  
 
• AAMC provides 100% charity to individuals enrolled in the Medicaid Primary Adult Care 
program and other means tested State & Local programs.  
 
• AAMC provides a sliding fee scale for individuals with household income at or below 330% of 
the US poverty guideline but deemed ineligible for any County, State or Federal Medicaid or 
other funding program.  
 
• AAMC provides financial assistance not only to the uninsured but to patients with a 
demonstrated inability to pay their deductibles, copayments and balance after insurance.  
 
• The hospital excludes assets such as the patient's primary home, method of transportation and 
cash assets less than $15,000.  
 
• For all income levels, AAMC will take into account special circumstances such as the amount 
of the bill compared to income and cumulative impact of all medical bills.  
 



• AAMC developed an initiative with the Anne Arundel (AA) County Department of Health to 
help provide free prenatal diagnostic testing for uninsured unregistered immigrants. These 
individuals are not eligible for any Medicaid program.  
 
• AAMC participates with an AA County specific program (REACH) administered through the 
AA County Department of Health to provide free care to low income uninsured or under-insured 
individuals (below 200% of the US Poverty Guideline). These individuals come to AAMC on an 
elective basis and are prescreened by the local Department of Social Services.  
 
• Diagnostic and Treatment services are provide free of charge to referrals from the AAMC 
Outreach Free Clinic initiative located in downtown Annapolis.  
 
• Payment plans are interest-free.  
 
Billing:  
 
Patient Statement of Charges:  
 
• A Summary Bill of charges, formally referred to as the Uniform Summary Bill is mailed to 
every inpatient within 15 days of discharge from the hospital. This contains information on the 
insurance company billed as well as how to contact the Patient Financial Services office for 
questions or assistance.  
 
• Uninsured patients receive this Summary as well.  
 
• Each bill for outpatient services includes detail charge information on the first request for 
payment.  
 
• At any time, the patient may request a copy of their detailed itemized bill.  
 
• The HSCRC required Patient Billing Information sheet data is printed on the Uniform 
Summary Bill and the back of all patient billing statements.  
 
• A representative list of services and charges is available to the public on the hospital's website 
and in written form. The website will be updated quarterly with the most recent average charge 
per case for each of the services.  
 
• Requests and inquires for current charges for specific procedures/services will be directed to 
the ACP Financial Coordinator or if applicable the specific department Financial Coordinator. 
The Coordinator will communicate with the patient and the patient's provider of care to provide 
the best possible estimate of charges. Using the CPT code, service description and/or other 
supply/hospitalization time charge estimates are based on, a) review of the charge master for the 
CPT code/service description, and/or b) review of cost of similar surgical 
procedures/treatments/hospital stays. The patient will be informed cost quotes are estimates and 
could vary based on the actual procedure(s) performed, supplies used, hospital stay/OR time & 
changes in HSCRC rates. If the Coordinator requires guidance or additional information to 



provide the estimate he/she will contact the Reimbursement Department. Every effort will be 
made to respond to the request for charges within 2 business days depending on information 
needed to fulfill the patient's request.  
 
Patient Balance Billing:  
 
• From the point in which it is known that the patient has a balance for which they are 
responsible the hospital begins billing the patient to request payment.  
 
• Each patient receives a minimum of 3 requests for payment over a 90 day period.  
 
• Each patient bill includes contact information for financial assistance and states where to call to 
request a payment plan.  
 
• Each bill informs the patient they may receive bills from physicians or other professionals.  
 
• Short and Long term interest free payment plans are available. The hospital takes into account 
the balance of the bill and the patient's financial circumstances in determining the appropriate 
agreement.  
 
• Should the patient contact Patient Financial Services Customer Service unit regarding inability 
to pay - financial assistance is offered and the financial assistance screening process begins.  
 
Collection Agency process:  
 
• If there is no indication from the patient or a representative that they cannot pay and no attempt 
at payment or reasonable payment arrangements is made, the account is referred to a collection 
agency.  
 
• The collection agency referral would typically occur between 90 - 110 days from the first 
request to the patient to pay assuming the patient made no attempt to work out payment 
arrangements or indicated financial need.  
 
• The final statement to the patient communicates the account will be referred to an external 
agency if the balance is not satisfied.  
 
Collections: 
• The Director of Patient Financial Services oversees the hospital's business relationship with the 
Collection Agency.  
 
• AAMC does not utilize a credit reporting bureau.  
 
• AAMC does not charge interest to patients.  
 
• The collection agency performs a financial checkpoint before taking the next step to legal 
action.  



 
• AAMC staff reviews each case before being referred for legal action.  
 
• The collection agency is educated on how to make referrals to AAMC's financial counseling 
department for individuals indicating they have an inability to pay.  
 
• The collection agency will establish payment arrangements in compliance with AAMC's 
interest free commitment.  
 
• As a last resort, AAMC will file suit for collection of debts.  
 
• If the court makes judgment in the hospitals favor - a formal legal credit mark referred to as a 
"judgment" is placed on an individual's credit and remains intact for 10 years. Once the full 
payment is made the patient may request that the judgment reflects as satisfied on the credit 
rating.  
 
• AAMC will file suit against estates and in some cases, when appropriate, trust funds.  
 
• AAMC does actively enforce a lien against an individual's primary home.  
 
References 
None 
 
Cross References 
None 
 
Approval Date 
CFO  - 01/2015 
HPRC  - 01/2015 
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Effective Date 
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Finance 
 



ATTACHMENT II A FY2014 Analysis - All Hospitals

Hospital Hospital Name Employees
Total Staff Hours 

CB Operations 
Total Hospital 

Operating Expense
Total Community 

Benefit
Total CB as % of Total 

Operating Expense

FY 2014 Amount in Rates 
for Charity Care, DME, 

and NSPI*
Total Net CB minus Charity Care, 

DME, NSPI in Rates

Total Net CB(minus charity 
Care, DME, NSPI in Rates) as % 

of Operating Expense
CB Reported 
Charity Care

2 UMMC 8,288 1,164 1,305,636,000 201,474,942 15.43% 166,358,857                   $35,116,085 2.69% 55,444,257
9 Johns Hopkins Hospital 0 7,063 1,928,280,000 188,270,622 9.76% 139,652,057                   $48,618,565 2.52% 32,721,000
8 Mercy Medical Center 3920 2,785 426,907,600 61,821,825 14.48% 26,510,041                    $35,311,784 8.27% 24,885,600
3 Dimensions Prince Georges Hospital Center 1,678 160 217,477,100 59,720,405 27.46% 21,789,161                    $37,931,244 17.44% 15,861,400

12 LifeBridge Sinai 4,612 5,971 669,579,000 58,776,319 8.78% 28,174,027                    $30,602,292 4.57% 12,880,700
29 Johns Hopkins Bayview Medical Center 3,367 1,256 530,603,000 58,159,948 10.96% 41,880,614                    $16,279,333 3.07% 22,183,000

4 Holy Cross Hospital 3,293 5,776 390,575,586 55,856,400 14.30% 28,887,735                    $26,968,665 6.90% 30,739,060
24 MedStar Union Memorial 2,256 0 394,669,299 42,190,902 10.69% 25,355,644                    $16,835,258 4.27% 13,169,128
16 Adventist Washington Adventist* 1389 1,432 217,791,712 38,552,255 17.70% 12,498,455                    $26,053,799 11.96% 14,404,325
27 Western Maryland Health System 2,141 324 282,308,921 36,523,850 12.94% 10,816,101                    $25,707,749 9.11% 14,413,981
23 Anne Arundel Medical Center 4,136 1,440 514,545,000 36,050,991 7.01% 5,302,805                      $30,748,186 5.98% 5,688,100
19 Peninsula Regional 2,538 184 368,170,415 35,900,136 9.75% 12,090,329                    $23,809,807 6.47% 13,261,500
38 UM Midtown 1,120 1,188 178,869,000 35,810,878 20.02% 16,500,055                    $19,310,823 10.80% 14,755,634
63 UM St. Joseph 2,332 0 310,933,000 35,667,680 11.47% 5,106,334                      $30,561,346 9.83% 7,375,769
15 MedStar Franklin Square 3,309 3,360 469,241,214 35,491,348 7.56% 25,232,661                    $10,258,687 2.19% 13,581,700
43 UM Baltimore Washington 2,909 104 319,031,000 31,234,487 9.79% 11,014,241                    $20,220,246 6.34% 13,307,038

5 Frederick Memorial 2,110 0 319,313,000 30,580,563 9.58% 12,025,352                    $18,555,211 5.81% 14,227,000
5050 Shady Grove* 2027 1,790 295,844,877 28,669,946 9.69% 10,389,097                    $18,280,849 6.18% 10,015,261

11 St. Agnes 2,690 0 392,471,132 26,869,027 6.85% 17,150,268                    $9,718,760 2.48% 11,750,468
2004 MedStar Good Samaritan 0 1,788 303,307,419 24,043,260 7.93% 12,097,308                    $11,945,952 3.94% 7,581,945

1 Meritus Medical Center 0 828 292,347,127 23,844,610 8.16% 7,800,481                      $16,044,128 5.49% 7,993,597
34 MedStar Harbor Hospital 1,241 177 189,700,114 22,372,526 11.79% 15,125,328                    $7,247,198 3.82% 6,997,842
13 Bon Secours 785 0 119,439,002 22,271,852 18.65% 12,044,868                    $10,226,984 8.56% 12,073,632
22 Suburban Hospital 1,753 1,797 225,204,531 21,432,492 9.52% 4,942,386                      $16,490,105 7.32% 4,501,300
48 Howard County Hospital 1,671 803 231,080,000 21,136,745 9.15% 7,393,015                      $13,743,730 5.95% 6,010,720
39 Calvert Hospital 1,400 183 119,481,772 19,895,054 16.65% 6,923,183                      $12,971,872 10.86% 7,010,751
51 Doctors Community 1,466 2,200 176,796,204 18,627,103 10.54% 12,239,770                    $6,387,333 3.61% 14,726,686
44 GBMC 2,559 4,370 381,697,000 18,320,492 4.80% 9,857,986                      $8,462,507 2.22% 4,337,420
40 Lifebridge Northwest Hospital 1,607 583 212,164,000 17,551,055 8.27% 6,036,564                      $11,514,492 5.43% 6,203,971
33 Carroll Hospital Center 2,027 2,080 209,384,000 16,040,970 7.66% 4,129,042                      $11,911,928 5.69% 3,355,681
55 Dimensions Laurel Regional Hospital 743 160 104,245,600 15,661,030 15.02% 4,663,321                      $10,997,709 10.55% 4,507,400
37 UM Shore Medical Easton 1,292 820 160,829,000 15,078,264 9.38% 4,515,632                      $10,562,633 6.57% 5,828,000
49 UM Upper Chesapeake 2,037 2,197 236,718,000 15,009,652 6.34% 5,355,684                      $9,653,968 4.08% 4,956,053
61 Atlantic General 835 158 101,574,098 14,249,336 14.03% 2,547,970                      $11,701,367 11.52% 3,594,293

4000 Sheppard Pratt 2,485 395 198,270,704 12,705,185 6.41% 2,576,186                      $10,128,999 5.11% 8,367,519
2001 UM Rehabilitation and Ortho Institute 686 728 102,736,500 11,513,710 11.21% 4,783,044                      $6,730,666 6.55% 841,000

62 MedStar Southern Maryland 1,638 7,807 219,466,790 10,833,218 4.94% 3,632,453                      $7,200,765 3.28% 3,582,453
32 Union Hospital of Cecil County 1,109 2,179 146,635,757 10,648,111 7.26% 3,615,342                      $7,032,769 4.80% 3,064,396
28 MedStar St. Mary’s Hospital 1,277 9,370 131,503,457 10,240,708 7.79% 4,758,783                      $5,481,925 4.17% 3,430,456
18 MedStar Montgomery General 1,166 0 141,655,632 9,749,053 6.88% 5,570,270                      $4,178,783 2.95% 4,722,141
35 UM Charles Regional Medical Center 0 1,622 108,755,000 9,583,933 8.81% 2,145,439                      $7,438,494 6.84% 1,864,000

6 UM Harford Memorial 875 941 80,416,000 8,026,523 9.98% 3,150,843                      $4,875,680 6.06% 3,428,179
30 UM Shore Medical Chestertown 374 500 47,354,000 7,895,987 16.67% 1,684,863                      $6,211,124 13.12% 2,067,000
10 UM Shore Medical Dorchester 627 375 39,674,000 5,394,100 13.60% 1,819,933                      $3,574,167 9.01% 2,305,000
17 Garrett County Hospital 344 80 38,194,377 4,687,445 12.27% 3,088,090                      $1,599,356 4.19% 3,225,760

4013 Adventist Behavioral Health Rockville* 395 146 33,990,541 4,309,098 12.68% 80,000                           $4,229,098 12.44% 2,546,393
60 Ft. Washington 417 0 38,620,727 2,222,903 5.76% 3,327,251                      -$1,104,348 -2.86% 1,614,129
64 Lifebridge Levindale 832 520 74,832,811 1,955,388 2.61% 52,499                           $1,902,889 2.54% 767,401

3029 Adventist Rehab of Maryland* 414 170 33,160,122 1,792,947 5.41% 51,233                           $1,741,714 5.25% 756,000
5034 Mt. Washington Pediatrics 650 1,677 50,042,312 1,567,465 3.13% 49,447                           $1,518,018 3.03% 173,338
3478 Adventist Behavioral Health at Eastern Shore* 131 42 9,317,745 1,084,396 11.64% -                                 $1,084,396 11.64% 161,347

45 McCready 250 30 14,682,491 758,175 5.16% 664,775                         $93,400 0.64% 572,384
77,805 78,722 14,105,523,689.90$       1,498,125,311.34$    10.62% 773,456,819.73$              724,668,491.61$                                      5.14% 483,833,108.27$     

1,763 1,543 10.47% 6.18%

* The Adventist Hospital System has requested and received permission to report 
their Community Benefit activities on a CY Basis.  This allows them to more 
acurately reflect their true activities during the Community Benefit Cycle.  The 
numbers listed in the 'FY 2014 Amount in Rates for Charity Care, DME, and NSPI' 
Column reflect the Commission's activities for FY14 and therefore will be different 
from the numbers reported by the Adventist Hospitals.

FY 2014 Analysis - All Hospitals



Maryland Health Care Commission Quality Data 
State Mean and AAMC Data 
April 1, 2014 – March 31, 2015 

 
CONSUMER RATINGS 

Metric State Mean 
66 

Performance Improvement Action Plan 

How often were the patients’ rooms and 
bathrooms always kept clean? 

AAMC 
67 

Better than average 

Metric State Mean 
60 

Performance Improvement Action Plan 

How often did patients always receive 
help quickly from hospital staff? 

AAMC 
62 

Better than average 

Metric State Mean 
68 

Performance Improvement Action Plan 

How often was patients’ pain always well-
controlled? 

AAMC 
68 

Average 

Metric State Mean 
56 

Performance Improvement Action Plan 

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

AAMC 
62 

Better than average 

Metric State Mean 
76 

Performance Improvement Action Plan 

How often did nurses always 
communicate well with patients? 

AAMC 
77 

Better than average 

Metric State Mean 
79 

Performance Improvement Action Plan 

How often did doctors always 
communicate well with patients? 

AAMC 
80 

Better than average 

Metric State Mean 
60 

Performance Improvement Action Plan 

How often did staff always explain about 
medicines before giving them to patients? 

AAMC 
62 

Better than average 

Metric State Mean 
86 

Performance Improvement Action Plan 

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

AAMC 
87 

Better than average 

Metric State Mean 
48 

Performance Improvement Action Plan 

How well do patients understand their 
care when they leave the hospital? 

AAMC 
57 

Better than average 

Metric State Mean 
65 

Performance Improvement Action Plan 

How do patients rate the hospital overall? AAMC 
74 

Better than average 

Metric State Mean 
66 

Performance Improvement Action Plan 

Would patients recommend the hospital 
to friends and family? 

AAMC 
78 

Better than average 

STROKE 
Metric State Mean 

7.8275 
Performance Improvement Action Plan 

How often patients who came in after 
having stroke subsequently died in the 
hospital. 
 

AAMC 
12.5992 

ED Standing Operating Procedure (SOP) was created, altering and 
enhancing patient flow to ensure immediate use of the NIH stroke 
scale and CT scan upon arrival; this facilitates early recognition and 
interventions needed (e.g., TPA). 
Concurrent rounding is performed by the Stroke Coordinator for 
proactive management of patient care.  Rounding includes 
communication with the medical staff members when needed. 



Metric State Mean 
14.2 

Performance Improvement Action Plan 

Death rate for stroke patients AAMC 
17.2 

Average 

Metric State Mean 
12.4 

Performance Improvement Action Plan 

Rate of unplanned readmission for stroke 
patients 

AAMC 
13.6 

 

Average 

COPD (Chronic Obstructive Pulmonary Disease) 
Metric State Mean 

7.8 
Performance Improvement Action Plan 

Dying within 30-days after getting care in 
the hospital for CPOD 

AAMC 
10.1 

Review 100% of medical records of patients who died after 
hospitalization utilizing the Hospital Mortality Tool Rules for Patient 
Record Review from IHI. 
 

Metric State Mean 
20.3 

Performance Improvement Action Plan 

Returning to the hospital after getting 
care for chronic obstructive pulmonary 
disease (COPD) 
 

AAMC 
20.2 

Average 

ED 
Metric State Mean 

385.7 
Performance Improvement Action Plan 

How long patients spent in the ED before 
leaving for their hospital room. 

AAMC 
553.0 

Providing quarterly feedback to Clinical and Medical Director ED 
The Patient Care VSA has been brought together to review the issues 
that contribute to these measure results; the team includes nursing 
and physician leadership influencing throughput from the ED to the 
inpatient unit. 

Metric State Mean 
158.9 

Performance Improvement Action Plan 

How long patient spent in the ED after the 
doctor decided the patient would stay in 
the hospital before leaving for their 
hospital room. 

AAMC 
326.0 

Providing quarterly feedback to Clinical  and Medical Director ED 
The Patient Care VSA has been brought together to review the issues 
that contribute to these measure results; the team includes nursing 
and physician leadership influencing throughput from the ED to the 
inpatient unit. 
 

Metric State Mean 
184.7 

Performance Improvement Action Plan 

How long patients spent in the ED before 
being sent home. 
 

AAMC 
192.0 

The organization has taken a multi-tiered Value Stream approach to 
improving ED Patient Throughput as measured by internal standards 
and core measures. Highlights of improvements include:   

• Hospitalist workflow for Early Discharge (increased early 
morning discharges through implementation of physician 
and nurse bedside rounding and focused discharged 
rounds)  

• ED to Inpatient throughput (decreased time of patient 
throughput from ED to floor from 120 minutes to 60 
minutes)  

• EVS Dirty Bed to Clean Bed Turnaround time (Overall 
reduction on room cleaning average from 11 minutes to 74 
minutes)  

• Stroke Clinical Pathway (Improved Stroke Pathway that 
have decreased overall LOS for Stroke Patients),  Telemetry 
Process (Eliminated telemetry stock outs, which was a 
throughput flow stopper)  

 
 
 
 
 
 



Metric State Mean 
43.0 

Performance Improvement Action Plan] 
 

How long patients spent in the ED before 
they were seen by a healthcare 
professional. 

AAMC 
48.0 

The organization has taken a multi-tiered Value Stream approach to 
improving ED Patient Throughput as measured by internal standards 
and core measures. Highlights of improvements include:   

• Hospitalist workflow for Early Discharge (increased early 
morning discharges through implementation of physician 
and nurse bedside rounding and focused discharged 
rounds)  

• ED to Inpatient throughput (decreased time of patient 
throughput from ED to floor from 120 minutes to 60 
minutes)  

• EVS Dirty Bed to Clean Bed Turnaround time (Overall 
reduction on room cleaning average from 11 minutes to 74 
minutes)  

• Stroke Clinical Pathway (Improved Stroke Pathway that 
have decreased overall LOS for Stroke Patients),  Telemetry 
Process (Eliminated telemetry stock outs, which was a 
throughput flow stopper)    

Metric State Mean 
2.2 

Performance Improvement Action Plan] 
 

Patients who left the emergency 
department without being seen 

AAMC 
1 

Better than average 

Metric State Mean 
66.6 

Performance Improvement Action Plan] 
 

How long patients who came to the 
emergency department with broken 
bones had to wait before receiving pain 
medication 

AAMC 
43.0 

Better than average 

MATERNITY & NEWBORN 
Metric State Mean 

2.7 
Performance Improvement Action Plan 

Newborn deliveries scheduled 1-3 weeks 
earlier than medically necessary. 

AAMC 
4.0 

• Continued weekly review of obstetrical C-section cases by the 
Chair of Women’s & Children’s Services, Dr. Henry Sobel. 
 

• Monthly review of cases for breast feeding being reviewed by 
clinical educator of mother-baby unit to determine education 
needs for staff  

 
• Patient family advisor participating on the strategic and planning 

committee.   
Metric State Mean 

31.9427 
Performance Improvement Action Plan 

Percentage of births (deliveries) that are 
C-sections 

AAMC 
32.1607 

Average 

Metric State Mean 
12.5119 

Performance Improvement Action Plan 

How often babies in the hospital are 
delivered vaginally when the mother 
previously delivered by cesarean section 
(no complications) 

AAMC 
13.1929 

Average 

Metric State Mean 
20.1538 

Performance Improvement Action Plan 

How often babies in the hospital are 
delivered using cesarean section when 
this is the mother's first birth. 

AAMC 
19.5284 

Average 



Metric State Mean 
12.1580 

Performance Improvement Action Plan 

How often babies are born vaginally when 
the mother has had a C-section in the past 
(includes complications) 
 

AAMC 
13.1115 

Average 

OTHER SURGERIES 
Metric State Mean 

25.7253 
Performance Improvement Action Plan 

How often patients die in the hospital 
during or after a surgery to fix the artery 
that carries blood to the lower body when 
it gets too large 

AAMC 
95.0234 

Review 100% of medical records of patients who died after 
hospitalization utilizing the Hospital Mortality Tool Rules for Patient 
Record Review from IHI. 

Metric State Mean 
2.5034 

Performance Improvement Action Plan 

How often patients die in the hospital 
during or after surgery on the esophagus 

AAMC 
0.000 

Average 

Metric State Mean 
1.6719 

Performance Improvement Action Plan 

How often patients die in the hospital 
during or after pancreas surgery 

AAMC 
0.000 

Average 

ALL CAUSES DEATHS OR RETURNS TO THE HOSPITAL 
Metric State Mean 

15.6 
Performance Improvement Action Plan 

Returning to the hospital for any 
unplanned reason within 30 days after 
being discharged 

AAMC 
14.7 

Better than Average 

HEART SURGERIES AND PROCEDURES 
Metric State Mean 

1.9104 
Performance Improvement Action Plan 

How often the hospital uses a procedure 
to find blocked blood vessels in the heart 
on both sides of the heart instead of on 
only one side. Doing this procedure on 
both sides of the heart often leads to 
more complications. 

AAMC 
0.4608 

Better than Average 

PREVENTIVE CARE 
Metric State Mean 

96.5 
Performance Improvement Action Plan 

Patients in the hospital who got the flu 
vaccine if they were likely to get flu 

AAMC 
98.0 

Average 

HEART ATTACK AND CHEST PAIN (RECOMMENDED CARE INPATIENT) 
Metric State Mean 

92.3 
Performance Improvement Action Plan 

Heart attack patients given procedure to 
open blood vessels within 90 minutes of 
getting to the hospital 

AAMC 
99.0 

Better than Average 

HEART FAILURE (RECOMMENDED CARE) 
Metric State Mean 

99.0 
Performance Improvement Action Plan 

Test of how well the heart is able to pump 
blood 

AAMC 
100 

Better than Average 
 
 
 
 
 
 



HIP AND KNEE REPLACEMENT SURGERY 
Metric State Mean 

3.3 
Performance Improvement Action Plan 

Complications after hip or knee 
replacement surgery 

AAMC 
3.6 

Average 

Metric State Mean 
5.2 

Performance Improvement Action Plan 

Returning to the hospital after getting hip 
or knee replacement surgery 

AAMC 
4.8 

Average 

NURSING CARE 
Metric State Mean 

6.6643 
Performance Improvement Action Plan 

How often patients in the hospital get a 
blood clot in the lung or leg vein after 
surgery 

AAMC 
4.1533 

Better than Average 

PATIENT SAFETY (RESULTS OF CARE COMPLICATIONS) 
Metric State Mean 

0.2550 
Performance Improvement Action Plan 

How often the hospital accidentally makes 
a hole in a patient's lung 

AAMC 
0.0776 

Average 

Metric State Mean 
1.2054 

Performance Improvement Action Plan 

How often patients accidentally get cut or 
have a hole poked in an organ that was 
not part of the surgery 

AAMC 
1.0537 

Average 

PNEUMONIA (RECOMMENDED CARE) 
Metric State Mean 

96.6 
Performance Improvement Action Plan 

Patients given the right antibiotics to treat 
pneumonia 

AAMC 
97.0 

Average 

PREVENTION AND TREATMENT 
Metric State Mean 

4.1 
Performance Improvement Action Plan 

Patients who developed a blood clot while 
in the hospital and did not get treatment 
that could have prevented it 

AAMC 
0.0 

Better than Average 

SURGICAL PATIENT SAFETY (RESULTS OF CARE) 
Metric State Mean 

104.7946 
Performance Improvement Action Plan 

How often patients die in the hospital 
because a serious condition was not 
identified and treated? 

AAMC 
113.6745 

Average 

Metric State Mean 
4.1166 

Performance Improvement Action Plan 

How often patients in the hospital had to 
use a breathing machine after surgery 
because they could not breathe on their 
own? 

AAMC 
5.1065 

Average 

Metric State Mean 
6.6643 

Performance Improvement Action Plan 

How often patients in the hospital get a 
blood clot in the lung or leg vein after 
surgery? 

AAMC 
4.1533 

Better than Average 
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 Admission Nursing Assessment  

Dates Previously Reviewed/Revised:   
Newly Reviewed By:  Approval Date:               
Effective Date:   

Owner:   
 

Approver Title:  CNO 
 
 
________________________________________________ 
Approval Signature  
 
Scope:  Anne Arundel Medical Center, Inc. (AAMC) 
 
Policy Statement: The goal of the nursing admission assessment is to determine the appropriate care, 
treatment, and services to meet the patient’s initial needs. The initial assessment involves obtaining 
relevant information from multiple sources. This may include obtaining information from the patient, a 
family member, or other sources including healthcare providers. This policy will describe the 
information that is to be obtained during the initial assessment and the time frame for conducting the 
initial assessment. 
 
Definitions:  None 
 
Procedure:   
 
1) The admission assessment will be performed by a RN when a patient is directly admitted to the unit 

or is a transfer from another unit. The RN will meet, interview the patient and initiate an admission 
assessment within 8 hours of admission. 
 

2) The information gathered during the initial assessment must include the following, as relevant to the 
care, treatment, and services: 
a) Physical assessment, as appropriate 
b) Psychological assessment, as appropriate (see NAP12.1.19 - "Psychological care assessment") 
c) Social assessment, as appropriate 
d) Abuse/domestic violence screening 
e) Immunization history 
f) TB screening 
g) Allergies 
h) Medication history 
i) Translation needs 
j) Legal history 
k) Patient self assessment coping inventory 
l) Suicide Risk Assessment 
m) Mental status assessment  

https://apps.aahs.org/INTERNAL/Utilities/PolicyViewer/PolicyViewer.asp?SCREEN=SHOWPOLICY&Policy=NAP12.1.19
https://apps.aahs.org/INTERNAL/Utilities/PolicyViewer/PolicyViewer.asp?SCREEN=SHOWPOLICY&Policy=NAP12.1.19
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n) Nutrition and hydration status (see NAP12.1.16 - "Nutrition screening")  
o) Functional status, as appropriate 
p) Pain assessment (see NAP12.1.18 - "Pain assessment, management and resources") 
q) Additional clinical information 
 
 

Additional required documentation for admitted patients 
a) Completion of Medication reconciliation (see MED16.1.25 - "Medication reconciliation") 
b) Nursing problem list and Plan of Care documented within 24 hours 

 
3) Time frame for conducting the initial patient assessments follow: 

 
a) A registered nurse must complete a nursing admission assessment within 24 hours of inpatient 

admission. 
b) The nutritional screening, when warranted by the patients’ needs or condition, is completed 

within 24 hours of inpatient admission. 
c) Daily routine assessments are done every 24 hours and may be done more frequently depending 

on the patient, and or the unit. 
d) The functional status screening, when warranted by the patients’ needs or condition, is 

completed within 24 hours of inpatient admission. 
 
References:  
 
Joint Commission E-dition. (2013) Hospital, Accreditation, Provision of Care, Treatment and Services. 
https://e-dition.jcrinc.com/MainContent.aspx  
 
Cross References: 
 
NAP12.1.19 - "Psychological care assessment" 
 
NAP12.1.16 - "Nutrition screening" 
 
NAP12.1.18 - "Pain assessment, management and resources" 
 
NAP12.1.21 - "Adult inpatient fall prevention and management program" 
 
MED16.1.25 - "Medication reconciliation" 

https://apps.aahs.org/INTERNAL/Utilities/PolicyViewer/PolicyViewer.asp?SCREEN=SHOWPOLICY&Policy=NAP12.1.16
https://apps.aahs.org/INTERNAL/Utilities/PolicyViewer/PolicyViewer.asp?SCREEN=SHOWPOLICY&Policy=NAP12.1.16
https://apps.aahs.org/INTERNAL/Utilities/PolicyViewer/PolicyViewer.asp?SCREEN=SHOWPOLICY&Policy=NAP12.1.18
https://apps.aahs.org/INTERNAL/Utilities/PolicyViewer/PolicyViewer.asp?SCREEN=SHOWPOLICY&Policy=NAP12.1.18
https://apps.aahs.org/INTERNAL/Utilities/PolicyViewer/PolicyViewer.asp?SCREEN=SHOWPOLICY&Policy=MED16.1.25
https://apps.aahs.org/INTERNAL/Utilities/PolicyViewer/PolicyViewer.asp?SCREEN=SHOWPOLICY&Policy=MED16.1.25
https://e-dition.jcrinc.com/MainContent.aspx
https://apps.aahs.org/INTERNAL/Utilities/PolicyViewer/PolicyViewer.asp?SCREEN=SHOWPOLICY&Policy=NAP12.1.19
https://apps.aahs.org/INTERNAL/Utilities/PolicyViewer/PolicyViewer.asp?SCREEN=SHOWPOLICY&Policy=NAP12.1.19
https://apps.aahs.org/INTERNAL/Utilities/PolicyViewer/PolicyViewer.asp?SCREEN=SHOWPOLICY&Policy=NAP12.1.16
https://apps.aahs.org/INTERNAL/Utilities/PolicyViewer/PolicyViewer.asp?SCREEN=SHOWPOLICY&Policy=NAP12.1.16
https://apps.aahs.org/INTERNAL/Utilities/PolicyViewer/PolicyViewer.asp?SCREEN=SHOWPOLICY&Policy=NAP12.1.18
https://apps.aahs.org/INTERNAL/Utilities/PolicyViewer/PolicyViewer.asp?SCREEN=SHOWPOLICY&Policy=NAP12.1.18
https://apps.aahs.org/INTERNAL/Utilities/PolicyViewer/PolicyViewer.asp?SCREEN=SHOWPOLICY&Policy=NAP12.1.21
https://apps.aahs.org/INTERNAL/Utilities/PolicyViewer/PolicyViewer.asp?SCREEN=SHOWPOLICY&Policy=NAP12.1.21
https://apps.aahs.org/INTERNAL/Utilities/PolicyViewer/PolicyViewer.asp?SCREEN=SHOWPOLICY&Policy=MED16.1.25
https://apps.aahs.org/INTERNAL/Utilities/PolicyViewer/PolicyViewer.asp?SCREEN=SHOWPOLICY&Policy=MED16.1.25
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History and Physical 

Dates Previously Reviewed/Revised:   
Newly Reviewed By:   
HPRC  TBD 
Approval Date:               Effective Date: 

Owner:  Executive Director, Mental Health 
 
 

Reviewed (date & initials): ________ 
Approver Title:  TBD 
 
 
 
________________________________________________ 
Approval Signature  
 
Scope:   
 
This policy applies to patients admitted to the AAMC inpatient mental health unit. 
 
Policy Statement:   
 
Every patient admitted to the AAMC inpatient mental health unit will receive a medical history and 
physical (H&P) within 24 hours of admission to the unit in accordance with JCAHO guidelines. 
 
Definitions:   
 
None  
 
Procedure:   
 
1. The medical history and physical (H&P) is ordered by the attending/admitting psychiatrist or 

qualified covering professional if not already completed prior to the patient’s transfer to the unit, and 
the order will be noted on the admission orders. 

2. The H&P will be:  
a. Completed by the adult nurse practitioner, or corresponding qualified covering professional, 

for patients admitted directly to the unit, or patients transferred from the emergency 
department or a medical or surgical unit of another hospital. 

b. Completed by a physician, PA, or NP on medical and surgical units and in the emergency 
department of AAMC, on those patients being admitted to the mental health inpatient unit as 
transfers from medical or surgical units or the emergency department of AAMC.  

3. The adult nurse practitioner or corresponding qualified covering professional is notified when a 
medical H&P is needed as each patient is admitted to the inpatient mental health unit. 

4. All medical H&P requests are logged in the medical H&P request book. Each log will include date 
and time of admission, name of patient, room number, date ordered and by whom, date/time 
examining medical provider was notified of request and date and time medical H&P was completed. 

5. If the adult nurse practitioner or qualified covering professional determines there is an ongoing or 
potential medical presentation in a patient admitted to the inpatient mental health unit, he or she will 
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document it in the medical H&P and advise the attending psychiatrist or corresponding qualified 
covering professional about the need for follow-up and management. Medical follow-up for issues 
identified by the adult nurse practitioner or qualified covering professional requires an order from 
the attending psychiatrist or corresponding qualified covering professional. Medical issues will be 
included in the patient’s treatment plan and documented treatment progress. 

 
References:   
 
Cross references:  
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                Treatment Protocols 

 

Dates Previously Reviewed/Revised: Newly 
Reviewed By:   
Approval Date:   
Effective Date:   

Owner:   

 

 

Approver Title:   
 
 
 
____________________________________________ 
Approval Signature  
 
Scope:  Role of the Attending Psychiatrist 

Policy Statement: N/A 
 
Procedure:  
1. The attending psychiatrist directs the psychiatric care of individual patients.  
2. The initial responsibilities of the attending psychiatrist include: 

a. Providing admission orders. 
b. Developing a psychiatric diagnosis 
c. Collaborating with the treatment team, planning the patient’s treatment and making 

any modifications to the multidisciplinary treatment plan. 
d. Educating the patient about prescribed medications and changes to prescribed 

medications. 
3. The attending psychiatrist is expected to clearly communicate with other the staff regarding 

his/her plan for the patient. 
4. The attending psychiatrist will be aware of the Division of Mental Health and Substance Use 

policies. 
5. The attending psychiatrist will support the patient’s family, the clinical staff, and nursing 

care interventions being carried out by the nursing staff. 
6. The attending psychiatrist or qualified covering professional must see the patient within 

twenty-four (24) hours of admission, including on weekends and holidays, and shall 
document progress in a note every day.  

7. Admitting psychiatrists (or their designee providing coverage) are expected to be available 
by phone or page at all times for emergencies. 

8. The patient’s ability to participate in the program will be a large part of the patient’s 
treatment on the unit. Special circumstances regarding safety, suicidality, criminal acts and 
extensive daily nursing care because of infirmity or acute medical problems might preclude a 
patient’s stay on the inpatient mental health unit. If such issues arise, the psychiatrist is 
expected to respond to team concerns and to provide guidance, consultation and education. 
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9. The psychiatrist will participate in multidisciplinary treatment team meetings. 
10. The attending psychiatrist or qualified covering professional will assume responsibility for 

disposition and discharge orders. 
11. Attending psychiatrists will oversee communication between the treatment team and the 

patient’s outpatient psychiatrist and/or therapist regarding treatment and medication. 
12. Attending psychiatrists will oversee timely, early and appropriate contact between the 

treatment team and the patient’s family or significant others as appropriate for the treatment 
plan. 

 
References:   

Cross references:  
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RESTRAINTS AND SECLUSION POLICY 

Dates Previously Reviewed/Revised:   
Newly Reviewed By:   
HPRC  TBD 
Approval Date:               Effective Date: 

Owner:  Executive Director, Behavioral Health 
 
 

Reviewed (date & initials): ________ 
Approver Title:  TBD 
 
 
 
________________________________________________ 
Approval Signature  
 
Scope:   
 
This policy covers the use of restraint and seclusion in the AAMC inpatient mental health unit and 
throughout the medical center. 
 
 
Policy Statement: 
   

I. Purpose: To define the appropriate and safe use of restraints and seclusion in order to protect 
patients from harming themselves or others and to establish procedures for use of restraints and 
seclusion in compliance with Maryland State Law, The Joint Commission, CMS Conditions of 
Participation and other applicable standards.  

 
II. Philosophy: Anne Arundel Medical Center is committed to creating an environment that 

eliminates the use of restraints (physical or chemical) and seclusion whenever possible and limits 
their use to only those situations that are clinically justified and appropriate. The objective is to 
protect the patient’s health and safety while protecting patient rights with dignity and respect, 
and to educate the staff about possible alternatives.  

 
Definitions:   
 

I. Definition and Classification of Restraints  
a. Definition of restraints  

i. Physical Restraint: Any manual method, physical or mechanical device, 
material, or equipment that immobilizes or reduces the ability of a patient to 
move his or her arms, legs, body, or head freely.  
1. Category I restraint: 4 point restraints, safety suits or other devices which 

limits a patient's mobility to the extent that the patient would not be able to 
independently reposition himself or herself or would otherwise be 
rendered helpless in an emergency.  

2. Category II restraint: Any device which is not considered a category I 
restraint.  
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ii. Chemical Restraint: A drug or medication when it is used as a restriction to 
manage the patient’s behavior or restrict the patient’s freedom of movement and 
is not a standard treatment or dosage for the patient’s condition.  
Note:-A drug or medication that is used according to FDA and manufacturer 
indications (or) follows national practice standards of care (or) is used in the 
treatment of a patient’s specific clinical condition to enable the patient to more 
effectively or appropriately function in the world around them is not considered a 
chemical restraint. 

b. Classification of restraints based on reason for use 
i. Restraint for management of patients with non-violent /non-self-destructive 

behavior: A restraint applied on a non-violent, non-self-destructive patient for the 
purpose of ensuring the physical safety of the patient, such as when the patient is 
may be interfering with lines, tubes or drains.  

ii. Restraint for management of patients with violent /or self-destructive 
behavior: A restraint applied on a person who is exhibiting violent and self-
destructive behavior for the purpose of ensuring the physical safety of the patient, 
staff or other persons in the patient’s vicinity.  

iii. Short-term restraint / physical hold: Restraints applied for a short duration such 
as the temporary act of physically holding a patient down for the purpose of 
administering a medication against the patient’s will in emergency situations or 
when there is a court order for the medication treatment. 
Upon administration of medication the restraint order is discontinued. When 
initiated in an emergency the same face-to-face evaluation requirements are 
followed as in the restraint for management of patients with violent /or self-
destructive behavior emergency initiation process.  

c. Devices not considered a restraint  
A restraint does not include devices, such as orthopedically-prescribed devices, surgical 
dressings or bandages, protective helmets, or other methods that involve the physical 
holding of a patient for the purpose of conducting routine physical examinations or tests, 
or to protect the patient from falling out of bed, or to permit the patient to participate in 
activities without the risk of physical harm.  
 
The following are not typically deemed to be restraints: 

i. Medically-necessary surgical positioning or securing devices.  
ii. A medically-necessary restraint used for recovery from anesthesia in critical care 

or a PACU prior to patient recovery from the effects of anesthesia.  
iii. Intravenous arm boards.  
iv. Temporary immobilization devices used during radiotherapy procedures, or to 

prevent removal of tubes and drains while a patient is awakening from anesthesia 
(Note, once fully recovered from anesthesia, the device then becomes a restraint.) 

v. Temporary immobilization devices used for the protection of surgical and 
treatment sites in pediatric patients.  

vi. Side rails to prevent patients from falling out of bed or off stretchers such as when 
they are recovering from anesthesia, being transported or experiencing 
involuntary movements.  
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vii. Picking up, redirecting, or holding an infant, toddler, or preschool-aged child to 
comfort the patient.  

viii. Devices that can be easily removed by the patient such as geriatric chairs or 
recliners, only if the patient can easily remove the restraint in the same manner as 
it was applied by the staff and get out on his or her own.  

ix. Age or developmentally-appropriate protective safety interventions, such as 
stroller safety belts, swing safety belts, high chair lap belts, raised crib rails, and 
crib covers, that a safety-conscious child care provider outside a health care 
setting would utilize to protect an infant, toddler, or preschool-aged child.  

x. Adaptive devices or mechanical supports used to achieve proper body position, 
balance, or alignment to allow greater freedom of mobility than would be possible 
without the use of such a mechanical support, such as the use of leg braces for 
patients who are unable to walk otherwise, or neck, head or back braces for 
patients who are unable to sit upright otherwise.  

xi. Physical escort using a light grasp from which a patient can easily escape or 
therapeutic holds for physical examination or tests unless patient refuses the 
examination or test.  

xii. The use of handcuffs or other restrictive devices applied by law enforcement 
officials who are not hospital employees for custody, detention and public safety 
reasons.  

xiii. Sheets are not considered restraints unless they are tucked in so tightly that the 
patient cannot move.  
 

II. Definition of Seclusion. Seclusion is the involuntary confinement of a patient alone in a room or 
area from which the patient is physically prevented from leaving.  

 
 
Procedure:   
 

I. Indications and Contraindications for the use of a restraint or seclusion. Patients have the 
right to be free from physical or mental abuse, and corporal punishment and free from restraints 
or seclusion of any form that are not clinically necessary to protect the patient and/or others.  

a. A restraint or seclusion may only be used to ensure the immediate physical safety of the 
patient (including serious disruptions to the therapeutic environment), a staff member or 
others.  

b. A restraint or seclusion may only be used when less restrictive interventions have been 
determined to be ineffective to protect the patient, a staff member, or others from harm.  

c. A restraint or seclusion may only be used in accordance with an appropriate physician or 
nurse practitioner order, unless initiated by a trained RN in limited emergency situations, 
when a physician is unavailable.  

d. Seclusion may only be used for the management of violent or self-destructive behavior 
that jeopardizes the immediate physical safety of the patient, a staff member, or others.  

e. A restraint or seclusion may never be used for the convenience of the staff, as a substitute 
for adequate staffing, or as a means of coercion, discipline or retaliation.  

f. A restraint or seclusion may never be used on the basis of a standing or PRN order.  
g. Restraints and Seclusions may not be ordered or used simultaneously.  
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h. 4 point restraints may not be ordered or used on children under the age of 12. 
II. Ordering, renewal and reordering of restraints or seclusions  

a. Prior to ordering the restraint or seclusion  
i. Assess for medical conditions that may be causing the behavior, the treatment of 

which may make the use of restraints or seclusion unnecessary (e.g. temperature 
elevations, hypoxia, hypoglycemia, electrolyte imbalances, drug interactions and 
drug side effects).  

ii. Determine if there is a handicap (e.g. deafness) or language barrier which may 
cause or contribute to the patient’s behavior, and provide appropriate 
accommodations.  

iii. If circumstances permit, attempt other alternatives such as diversion activities, 
family or sitter remaining with the patient, reading materials, scheduled walks, 
frequent toileting, and protective devices including but not limited to hand mitts, 
and skin sleeves. On the mental health inpatient unit, other alternatives include the 
use of a quiet room and medications that are part of the patient’s standard 
treatment.  Document all alternative measures, including where appropriate any 
less intrusive restrictive interventions tried or determined to be ineffective prior to 
the introduction of more restrictive measures.  

iv. Determine and document whether the risks associated with the use of restraints or 
seclusion is outweighed by the risk of not using it.  

v. Document the specific behavior requiring the use of restraints or seclusion. 
b. Ordering restraints and seclusions  

i. The least restrictive form of restraint or seclusion that protects the physical safety 
of patient, staff or others must always be ordered.  

ii. Restraint use must be in accordance with a written modification to the patient’s 
plan of care.  

iii. Orders must be placed by a physician or a certified nurse practitioner responsible 
for the care of the patient. In limited emergency circumstances when a physician 
is not available, a restraint for management of patients with violent /or self-
destructive behavior may be initiated by a registered nurse.  

iv. If the person ordering the restraint is not the attending physician, then he or she 
must consult with the attending physician as soon as possible.  

v.  
c. Ordering a Short-term Restraint  

i. A short term restraint must be accompanied by a face-to-face evaluation.  
ii. In the event that restraint is needed for the administration of a medication, an 

order for the restraint/hold is required for each episode. The order will be 
discontinued after each medication administration.  

d. Ordering a restraint for management of patients with non-violent /non-self-
destructive behavior  

i. A written or verbal order for a restraint for management of patients with non-
violent /non-self-destructive behavior must be given by a physician or nurse 
practitioner responsible for the care of the patient.  

ii. The order must be renewed every calendar day.  
e. Ordering a restraint for management of patients with violent /or self-destructive 

behavior or Ordering Seclusion  
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If possible prior to ordering a restraint for management of patients with violent /or self-
destructive behavior advise the patient and/or family in a non-threatening manner that 
continuation of a specific behavior may result in the use of restraints or seclusion. 
Document this interaction in the medical record. If the use of restraint or seclusion is 
appropriate, the staff involved will make a reasonable effort to verbally persuade the 
patient to be cooperative with the restraint.  

i. A documented face-to-face evaluation must be completed within one hour of 
initiating the restraint at least once every 24 hours by a physician responsible for 
the ongoing care of the patient prior to ordering a restraint or seclusion.  

ii. Within the 24 hour period, the existing restraint or seclusion order must be 
renewed within the following time frames:  

1. 4 hours for adults 18 years of age or older.  
2. 2 hours for children and adolescents 9 to under 18 years of age.  
3. 1 hour for children under 9 years of age. 

The physician may renew the order based on the nursing assessment and 
evaluation of the patient. A new face to face evaluation is not needed for 
order renewals within the 24 hour time period.  
Note: - 4 point restraints must not be ordered or used on children under 
the age of 12.  

iii. If a restraint or seclusion has been used for more than 48 hours continuously, then 
the treating physician must document that release from the restraint would present 
a danger to the patient or others or severely disrupt the therapeutic environment 
and the Medical Director or his or her designee, neither of whom may be the 
treating physician must complete a documented face to face evaluation and 
authorize the continued use by countersigning the treating physician’s new order 
before the new order can be implemented for an additional  

1. 48 hour period for a Category I restraint or  
2. 7 day period for a Category II restraint or seclusion  

f. Initiating a restraint for management of patients with violent /or self-destructive 
behavior or seclusion in an emergency situation 

i. A physician, nurse practitioner or registered nurse may initiate a restraint for 
management of patients with violent /or self-destructive behavior or seclusion in 
an emergency situation.  

ii. A documented face to face evaluation must be completed within one hour of 
initiating the restraint, and every 24 hours thereafter for all subsequent restraint 
orders by a physician.  

iii. Non-clinical staff, such as security staff who respond to the emergency, will 
remain under the direction of clinical staff.  

g. Ordering a Chemical Restraint 
i. A chemical restraint may only be ordered in a behavioral emergency when the 

individual’s behavior presents a danger to self or serious bodily harm to others. 
ii. Medication ordering will take into account the patient’s age, weight and other 

factors contributing to the decision on the drug dose, indication and monitoring 
requirements. 
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III. Safe restraint or seclusion application 
a. The patient and/or family will be provided education regarding the need for the restraint 

or seclusion, the plan of care, and the specific change in behavior that will result in the 
discontinuation of the restraint or seclusion use.  

b. Restrained patient must be placed in supine (face-up) position  
c. Place the patient in restraint or seclusion in as dignified a manner as the situation permits, 

using the least amount of physical force necessary. Use reasonable efforts to persuade the 
patient to cooperate with the restraint or seclusion. Additional staff (including security 
personnel) may be used as necessary to place a patient in restraint or seclusion. Patients 
will be searched for potentially harmful objects and, if found, the object(s) will be 
confiscated and secured with security. The patient will be asked in a non-threatening 
manner to surrender the objects before they are taken from the patient. 

d. Unless contraindicated for safety reasons, patients shall be permitted to wear eyeglasses, 
hearing aids, dentures, or prosthetic devices.  

e. Unless a physician or registered nurse determines that it is unsafe to do so, a patient on 
the inpatient mental health unit will be permitted to wear all or portions of the patient’s 
own clothes if appropriate, or other clinically appropriate attire.  

f. The staff shall inspect each restraining device to assure that the device is safely and 
securely applied. While every effort should be made to avoid causing a patient undue 
discomfort, staff will be cautious of loose application of restraints that may permit a 
patient to work free or become entangled in the restraints. As necessary and appropriate, 
ensure that each restraint is padded to provide appropriate protection for the patient.  

g. The seclusion room shall have a mattress unless it is clinically contraindicated. At the 
beginning of each shift, the room used for seclusion will be inspected for proper 
temperature, ventilation, safety, lighting, sanitation, and freedom from dangerous 
conditions. The seclusion room will have a means of observation that affords a view of 
the entire room and permits the staff to observe any patient in the room.  

h. When applying a restraint on a child under the age of 12 staff shall avoid the application 
of force on long bone joints. 

IV. Ongoing restraints or seclusion monitoring and assessments 
An appropriately trained nurse or staff member must continually monitor and assess the patient 
to ascertain his/her condition, level of distress and agitation, mental status, and cognitive 
functioning. The frequency of monitoring should be made on an individual basis based upon the 
individual patient’s medical needs and health status. All assessments must be documented. 
Determine the continued need for the restraint or seclusion and discontinue the restraint or 
seclusion at the earliest possible time. If it is determined that the patient needs to continue on 
restraints then determine if a less restrictive restraint may now be used and use this method if 
safely possible. 

a. Restraint for management of patients with non-violent /non-self-destructive behavior  
i. Assessment frequency is determined by the patient’s needs and health status at a 

frequency no less than every (2) two hours.  
ii. Care & assessment must include the following as needed 

1. Vital Signs  
2. Mental status of the patient including level of distress, any agitation, and 

cognitive functioning  
3. Nutrition and hydration needs  
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4. Toileting and elimination needs 
5. Physical comfort 
6. Skin integrity & circulation checks 
7. Provision of range of motion / exercise  

b. Restraint for management of patients with violent /or self-destructive behavior 
i. Patients must receive a 1:1 observation while in a Category 1 restraint by meeting 

the two criteria below. 
1. One Staff member shall be assigned to continuously watch the patient 
2. The patient will be kept in full view at all times  

ii. Patient must be protected from harm by others.  
iii. Observe the patient every 15 minutes and document the observation 
iv. Assess / provide care every hour for the following  

1. Determine if the patient has any special needs that need attention.  
2. Check circulation of extremities.  
3. Recognize signs of incorrect application of restraints and adjust the 

restraining devices as needed  
4. Realign the body or massage extremities as needed.  

v. Assess / provide care every 2 hours for the following 
1. Assess nutrition and hydration needs and offer fluids 
2. Provide range of motion / exercise as needed 
3. Address elimination and offer toileting  
4. Appropriateness of continuing the restraint  

vi. Once in 24 hours 
1. Offer bathing and oral hygiene at least once during a 24-hour period.  

vii. In addition ongoing care and assessments must include the following as needed  
1. Check vital signs as clinically indicated  
2. Determine if the patient has signs of any injury caused by restraint  
3. Check skin integrity and take steps to prevent skin breakdown. 
4. Provide meals at regularly scheduled hours and under the supervision of 

nursing personnel. 
5. Address physical and psychological status and comfort.  
6. Assess whether to contact a physician to evaluate and/or treat the patient’s 

physical status. 
c. Seclusion 

i. Observe the patient every 15 minutes and document the observation 
ii. Assess every hour for the following , unless the patient is asleep at night  

1. Make personal contact with the patient to determine if the patient has any 
special needs that need attention  

iii. Assess every 2 hours for the following, unless the patient is asleep at night  
1. Assess nutrition and hydration needs and offer fluids  
2. Address elimination and offer toileting 
3. Appropriateness of continuing the seclusion 

iv. Once in 24 hours 
1. Offer bathing and oral hygiene at least once during a 24-hour period.  

v. In addition, ongoing care and assessments must include the following as needed 
1. Check vital signs as clinically indicated  
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2. Provide meals at regularly scheduled hours and under the supervision of 
nursing personnel. 

vi. Within 7 days of initiation regardless of whether the patient remains in restraint 
for management of patients with violent /or self-destructive behavior or seclusion, 
contact clinical leadership to initiate a treatment team evaluation of the restraint or 
seclusion 

1. for appropriateness of use of restraint or seclusion.  
2. to establish and implement a plan to eliminate further need for the restraint 

or seclusion.  
3. to identify a team member who will explain to the patient the potential 

risks and benefits of continued use of the restraint or seclusion  
d. Chemical Restraint 

i. Monitor the patient for adverse effects of drug therapy. Notify physician and 
discontinue medication in case of any adverse drug reaction. 
 

V. Mental Health Unit Quiet Room 
A patient’s request for use of a quiet room should be granted unless clinically contraindicated. 
Unless staff terminates use of the quiet room for clinical reasons, the patient may terminate the 
self-initiated use of the quiet room at any time. 

a. When staff determines that the use of the quiet room is clinically indicated, staff may 
request that a patient voluntarily enter into the quiet room. Staff may not coerce a patient 
to enter the quiet room.  

b. When the patient enters the quiet room, staff shall discuss with the patient: 
i. The recommended length of stay in the quiet room 

ii. The behaviors expected of the patient before and after return to the environment; 
and 

iii. The primary interventions to be initiated if the use of the quiet room is terminated 
by the patient prior to the time recommended by the staff or is determined to be 
ineffective. 

c. Staff shall determine the need for removal of any harmful objects in the room or from the 
patient. If staff determines a need for objects to be removed, staff will ask the patient, in a 
non-threatening manner, to surrender the objects. 

d. While the quiet room is in use, staff will ensure that the quiet room door is not locked or 
in a position that prevents a patient from exiting the room voluntarily. 

e. One or more staff members will be assigned to monitor the patient and the safety of the 
environment while a patient is in the quiet room.  

f. When the quiet room is used as a clinical intervention: 
i. Staff should observe the patient at least once every 30 minutes and document the 

observance in the patient's record.  
ii. At least every 2 hours, staff should evaluate the effectiveness and document the 

clinical reason for continued use of the quiet room. 
iii. A physician shall review the use of the quiet room after 6 hours and, if use of the 

quiet room is continued, at least every 24 hours after that.  
g. Use of a quiet room may be terminated at any time based upon 

i. the decision of the patient or 
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ii. a clinical determination made by staff. 
 

VI. Release from (Discontinuing of) restraints or seclusions. 
a. A nurse may make the decision to discontinue restraint or seclusion based on the 

assessment and reevaluation of the patient’s condition and the determination of the need 
for continuation of the restraint or seclusion. 

b. Restraint or seclusion must be discontinued at the earliest possible time, regardless of the 
length of time identified in the order.  
Note: For restraint for management of patients with violent /or self-destructive behavior 
or seclusion if the physician specifically requires concurrence with termination, nurses 
must consult with the physician prior to termination.  

c. For patients in a restraint for management of patients with violent /or self-destructive 
behavior or seclusion, the patient must be made aware as early as possible of the rationale 
for the restraint or seclusion and the behavior criteria that will result in discontinuation 
thereof. The restraint or seclusion must be discontinued as soon as the patient meets the 
criteria. 

d. While the patient is restrained or secluded, staff may release the patient from restraints as 
needed to clinically evaluate and/or treat the patient and then restart the restraint or 
seclusion. 
Note: A temporary release that occurs for the purpose of caring for a patient’s needs, for 
example, toileting, feeding, and range of motion, is not considered a discontinuation of 
the intervention. 

e. Staff may not discontinue restraint or seclusion for any other reason and then restart it 
without a new order. Trial periods in which a patient is released from restraint or 
seclusion and placed under close observation with the intent of putting the patient back in 
restraint or seclusion pursuant to the original order if the patient were to exhibit the 
symptoms that had prompted their prior use, are prohibited.  

f.  
VII. Education and training 

a. Physician and nurse practitioner training 
i. New physicians and nurse practitioners joining the hospital’s medical staff will 

receive both education on restraints and seclusion and the hospital restraint policy 
along with the rest of the physician orientation. 

ii. Existing physicians and nurse practitioners will receive this information every two 
years thereafter. 

iii. All physicians and nurse practitioners who order restraints must have a working 
knowledge of the hospital restraint policy. 

b. Other staff training 
i. No staff member may participate in the application of restraint, implementation of 

seclusion, or the monitoring, assessment, or providing care for a patient in 
restraint or seclusion, without having completed training and demonstrated 
competency appropriate for their job position. 

ii. All staff must receive training appropriate for their job position as part of 
orientation, before participating in the use of restraint or seclusion and on an 
annual basis thereafter. 

iii. Training will include but is not limited to 
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1. Recognizing signs of any incorrect application of restraints. 
2. Methods for choosing the least restrictive intervention based on an 

assessment of the patient’s medical or behavioral status or condition  
3. Safe application and use of all types of restraint or seclusion used in the 

hospital, including training in how to recognize and respond to signs of 
physical and psychological distress (for example, positional asphyxia)  

4. Recognizing readiness for discontinuing restraint or seclusion, including 
clinical identification of specific behavioral changes that indicate that 
restraint or seclusion is no longer necessary  

5. Monitoring the physical and psychological well-being of the patient who 
is restrained or secluded including, but not limited to, respiratory and 
circulatory status, skin integrity, vital signs, nutritional and hydration 
needs, hygiene and elimination needs. 

6. Use of first-aid techniques and certification in the use of cardiopulmonary 
resuscitation, including required periodic recertification  

7.  
c. Special training for restraint for management of patients with violent /or self-

destructive behavior  
In addition to the general training for all staff who apply restraint or seclusion on the 
inpatient mental health unit and all staff who function as primary responders to a crisis, 
comprehensive training will be completed every two years in the safe techniques for 
application of a restraint for management of patients with violent or self-destructive 
behavior or seclusion, including but not limited to 

i. Recognizing when to contact a medically-trained licensed independent 
practitioner or emergency medical services to evaluate and/or treat the patient’s 
physical status.  

ii. Identifying the underlying causes of threatening behaviors exhibited by the 
patients.  

iii. Use of strategies to identify staff and patient behaviors, events, and environmental 
factors that may trigger circumstances that require the use of restraint or 
seclusion.  

iv. Use of nonphysical intervention skills.  
v. Understanding that sometimes a patient may exhibit an aggressive behavior that is 

related to a patient’s medical condition and not related to his or her emotional 
condition (for example, threatening behavior that may result from delirium in 
fevers or other medical conditions).  

vi. Understanding how staff behaviors can affect the behaviors of the patients.  
vii. De-escalation, mediation, self-protection, and other techniques such as time-out. 

viii. The use of non-physical intervention skills. 
ix. How to recognize signs of physical distress in patients who are being held, 

restrained, or secluded.  
x. The safe use of restraint, including physical holding techniques, take-down 

procedures, and the application and removal of restraints.  
xi. Recognizing how age, developmental considerations, gender issues, ethnicity, and 

history of sexual or physical abuse may affect the way in which a patient reacts to 
physical contact.  
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xii. Using behavior criteria for discontinuing restraint or seclusion and how to help 
patients in meeting these criteria. 

d. Trainer qualification 
i. Individuals providing staff training must be qualified as evidenced by education, 

training and experience in techniques used to address patients’ behaviors. 
Competency for these individuals has been established through workshops, 
orientation and competency-based training programs. 

ii.  
VIII. Documentation requirements 

The following elements must be documented in the medical record 
a. Orders: Initial orders, renewal orders and new orders must include the following: 

i. The specific rationale for the restraint: patient’s behavior, condition or 
symptom(s) that warranted the use of the restraint or seclusion. 

ii. The special precautions taken to safeguard the patient: alternatives or other less 
restrictive interventions attempted.  

iii. The specific type of restraint to be used.  
iv. Starting and ending date; starting and ending time of the restraint or seclusion.  
v. The identity of the person giving the order and in case of a verbal order the 

identity of the person documenting the order. 
vi. Date and time the order was written and signature of the person documenting the 

order. 
vii. 24-hour countersign of all verbal orders. 

viii. For chemical restraints, the reason why the drug dosage, duration and indication 
are appropriate, and if applicable confirmation that the previous attempts of 
dosage reduction have been unsuccessful. 

ix. Enter all orders into the electronic documentation system 
b. Implementation of a restraint for management of patients with violent /or self-

destructive behavior or seclusion must include the following documentation. 
i. Description of behavior that led to the restraint. 

ii. Use of less restrictive techniques – why? or why not? 
iii. Was a formal call placed for facility staff response? 
iv. The names of staff assisting in the process. 
v. The circumstances at the time of restraining the patient. 

vi. The readily observable physical condition of the patient. 
vii. Whether the patient was allowed to wear their own clothes and if not why. 

viii. A description of physical injury to the patient or others resulting from the 
placement. 

ix. Date and time of the restraint and signature of the recorder. 
c. Patient evaluations: All elements of the face to face evaluations performed for restraint 

for management of patients with violent /or self-destructive behavior or Seclusion 
including 

i. An evaluation of the patient’s immediate situation. 
ii. The patient’s reaction to the intervention. 

iii. The patient’s medical and behavioral condition. 
iv. The need to continue or terminate the restraint or seclusion. 

d. All patient assessments and reassessments including 
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i. The patient’s response to the intervention(s) used, including the rationale for 
continued use of the intervention. 

ii. The intervals for monitoring. 
iii. The patient’s behavior and staff concerns regarding safety risks to the patient, 

staff, and others that necessitated the use of restraint or seclusion. 
iv. Injuries to the patient. 
v. In the case of chemical restraints, complications of drug therapy, as well as 

evidence of the patient’s subjective or objective improvement or maintenance of 
function while on the medication. 

e. Attending physician notification of the use of restraint or seclusion. 
f. Consultations made in reference to the restraint or seclusion. 
g. Treatment team evaluations of restraint for management of patients with violent /or 

self-destructive behavior or seclusion. 
h. Release from restraint for management of patients with violent /or self-destructive 

behavior 
i. Behavioral criteria for discontinuing restraint or seclusion. 

ii. If a physician orders the restraint release then write, sign and date a note no later 
than 24 hours after the order to release, which includes the rationale for release. 

iii. If a nurse terminates the restraint, document, sign and date the rationale for 
termination. 

i. Plan of Care must include provisions for discontinuation of restraints as well as 
revisions made to the plan of care due to the use, modification or discontinuation of the 
restraint or seclusion. 

j. Death associated with a restraint or seclusion as well as the date and time CMS was 
notified. 

k. Education and Training: Documentation will be maintained in the staff personnel 
records that the training and demonstration of competency were successfully completed. 
 

IX. Reporting and Quality Improvement 
a. If a problem or injury occurs during the use of a restraint or seclusion, an incident report 

is to be completed and risk management shall be notified. 
b. The medical director of the mental health inpatient unit shall review daily all instances of 

restraint or seclusion use on patients admitted to the unit and investigate any unusual or 
possibly unwarranted patterns of use.  

c. Data on all restraint and seclusion episodes will be collected and reviewed.  
d. The mental health and substance use quality council shall review periodically, but not 

less than quarterly, the use of restraint or seclusion to assure the standards maintained by 
the hospital are, at a minimum, consistent with Maryland law, The Joint Commission on 
Hospital Accreditation Standards, CMS Conditions of Participation, and other applicable 
standards. 

e. The mental healh and substance use quality council shall measure and assess the use of 
restraint and seclusion to identify opportunities to introduce preventive strategies, 
alternatives to use, and process improvements that reduce the risks associated with 
restraint and seclusion use. 
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f. The mental healh and substance use quality council shall collect restraint and seclusion 
data to monitor and improve performance of processes that involve risks or may result in 
sentinel events. It shall use the data to perform the following: 

i. Ascertain that restraint and seclusion are used only as an emergency. 
ii. Identify opportunities for incrementally reducing the rate and increasing the safety 

of restraint and seclusion use. 
iii. Identify any need to redesign care processes. 

 
X. CMS Death Report 

a. The following information will be reported to the Centers for Medicare & Medicaid 
Services (“CMS”)  

i. Each reportable death that occurs while a patient is in restraint or seclusion.  
ii. Each reportable death that occurs within 24 hours after the patient has been 

removed from restraint or seclusion. 
iii. Each reportable death known to the hospital that occurs within 1 week after 

restraint or seclusion where it is reasonable to assume that use of restraint or 
placement in seclusion contributed directly or indirectly to a patient’s death. 
“Reasonable to assume” in this context includes, but is not limited to, deaths 
related to restrictions of movement for prolonged periods of time, or death related 
to chest compression, restriction of breathing or asphyxiation. 

b. Each death referenced above will be reported to CMS by telephone no later than the close 
of business the next business day following knowledge of the patient’s death. 

c. The Quality and Patient Safety Office will make these reports to CMS and record in the 
patient’s medical record the date and time the death was reported to CMS.  

The Quality and Patient Safety Office will maintain a log of the patients who are not reportable to CMS 
but are required by CMS to be tracked on an internal log. 
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Admission Criteria for Inpatient Mental Health Unit 

Dates Previously Reviewed/Revised:   
Newly Reviewed By:   
HPRC  TBD 
Approval Date:               Effective Date: 

Owner:  TBD 
 
 

Reviewed (date & initials): ________ 
Approver Title:  TBD 
 
 
 
________________________________________________ 
Approval Signature  
 
Scope:  Inpatient Mental Health Unit 
 
Policy Statement:  The AAMC inpatient mental health unit is a short-term, acute psychiatric treatment 
inpatient service accepting both voluntary and involuntary patients. All patients admitted to the unit 
must have a primary DSM-V diagnosis. 
 
Definitions:  None 
 
Procedure:   
1) Admissions to the inpatient mental health unit may be voluntary or involuntary, and patients must sign 

an Application for Voluntary Admission or the referring ED must provide a signed Application for 
Involuntary Admission and two signed Certificates for Involuntary Admission. 

 
2) Patients admitted to the inpatient mental health unit should be those suited to the unit environment, 

program structure, skill mix and competency of unit staff and those whose safety and medical needs 
can be provided for in the program milieu. 

 
3) Dementia and delirium states will not constitute criteria for admission to the inpatient mental health 

unit. Admission may be justified for some patients based on acute onset, presenting behavior, 
aberration and/or deterioration of thought processes and reasonable expectation that short-term, 
acute psychiatric inpatient care will result in effective treatment and that physiologic determinants of 
delirium are not more appropriately addressed through a medical admission. 

 
4) A patient who is totally dependent on staff for care, such as hygiene, eating, or mobility or whose 

independent functioning is severely limited may require evaluation with regard to the 
appropriateness of admission to the inpatient mental health unit. The patient must be manageable 
within the unit and with available unit staff and areas of expertise. 

 
5) Patients will be considered medically stable by the admitting psychiatrist or covering health 

professional before admission to the inpatient mental health unit.  
 

a) The route of admission will determine method of medical clearance: 
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i) AAMC ED Admission- Patients will receive appropriate medical evaluation leading to 
stabilization and medical clearance prior to acceptance for transfer to the inpatient mental 
health unit. Medical documentation and nursing reports will reflect this status. Medical 
clearance will include CBC, CMP, drug screen, urinalysis and pregnancy test (where 
appropriate), and other tests as indicated and at the request of the admitting psychiatrist or 
covering health professional. 

ii) Transfers from other hospitals –Evidence of medical clearance including CBC, CMP, drug 
screen, urinalysis and pregnancy test (where appropriate), other tests as appropriate, and 
supporting documentation are required for initial review and approval by the admitting 
psychiatrist or covering health professional prior to the patient being accepted for transfer. 

iii) Direct admissions- Patients will be accepted for direct admission upon referral from 
outpatient providers at the discretion of the admitting psychiatrist or covering health 
professional, based on available information about the patient and any medical issues present.  
Patients accepted for direct admission will have CBC, CMP, drug screen, urinalysis and 
pregnancy test (where appropriate) and other appropriate tests completed at admission. 
 

b) Certain patients will not be eligible for admission to the inpatient unit. These are: 
i) Prisoners 
ii) Patients < 18 years of age 
iii) Patients who require total care (e.g. continuous IV infusion, TPN, central lines, oxygen, 

suctioning, are physically confined) or whose principal need for intervention is medical or 
surgical 

iv) Patients who require negative pressure rooms or isolation 
v) Patients who have significant intellectual disabilities or who suffer other cognitive 

impairments who will not be appropriate, safe, or able to benefit from the therapeutic milieu. 
vi) Unit staff, their significant others or family members  
vii) Patients with serum alcohol, potassium, or blood glucose outside safely-managed levels. 

c) Questions or problems regarding the appropriateness of a patient for admission to the inpatient 
mental health unit will be resolved by the program director, nursing director, and medical 
director.  Pre-Certification by the patient’s insurance carrier must be obtained prior to admission 
into the inpatient mental health unit.   

 
6) Notification of Patients’ Rights and Status 

a) The Notification to Individual of Admission Status and Rights (must be completed by 
the nursing staff and placed in the patient’s chart within twelve (12) hours of admission. 

b) In the event that the patient is unable to understand the notification, the patient’s rights 
will be explained to their next of kin and documentation of this discussion will be made 
in the patient’s record. 
 

7) Hearings for Patients Involuntarily Admitted 
a) An administrative hearing will be held to determine whether an involuntary patient  

may be involuntarily committed under Maryland law. An impartial Administrative Law 
Judge will hear the case and decide whether the patient is to be admitted to or released 
from the hospital.  

b) Scheduling hearings  
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i) Hearings must be held within ten calendar days of the patient’s confinement unless 
a postponement has been arranged. Hearings will be scheduled on a weekly basis. 
The involuntary patient’s hearing will take place on the designated hearing day 
following confinement. For individuals entering the hospital involuntarily less than 
48 hours before a scheduled hearing day, the hearing will be held the following 
week in order to allow the patient time to obtain legal counsel and to allow an 
adequate period for observation. 

ii) The date of the hearing may be postponed or continued by the Administrative Law 
Judge for good cause shown, but in any event, the hearing shall be concluded and a 
decision made within 17 calendar days from the date of confinement. If a patient 
and/or his/her legal counsel requests a different hearing date, every effort will be 
made to schedule the hearing at a time acceptable to all involved. The patient must 
be present at the hearing unless he/she refuses or waives the right to attend. Any 
waiver must be knowingly and intelligently made by the patient in the presence of 
the Administrative Law Judge and the patient’s legal representative.  

 
References (required for clinical): None 
 
Cross References: None 



1 

 

 

 

 

    

                Treatment/Discharge Planning 

 

Dates Previously Reviewed/Revised: Newly 
Reviewed By:   
Approval Date:   
Effective Date:   

Owner:   

 

 

Approver Title:   
 
 
 
____________________________________________ 
Approval Signature  
 
Scope:  Patients being discharged from inpatient psychiatric unit 
Policy Statement: Each patient admitted to the inpatient mental health unit will have an individualized, 
multidisciplinary treatment plan. The patient will be included in the treatment planning process. This policy 
will outline the treatment objectives and define the role of each member of the treatment team. 
 
Procedure: 
1. The treatment plan is initiated at the time of admission and is formulated collaboratively by the 

treatment team. The plan identifies goals for treatment and planned interventions.  
2. The plan is individualized to the patient and addresses acute symptoms and contributing biological, 

social or environmental, and psychological factors. Patient strengths and limitations will be 
incorporated into the plan. 

3. Roles of the team members are as follows: 
a. The psychiatrist is the attending physician, responsible for the overall care of the patient. The 

psychiatrist is the leader of the treatment team. 
i. The psychiatrist or qualified covering professional sees the patient daily. 
ii. The psychiatrist or qualified covering professional requests consultation from other 

medical specialists as needed. 
b. Registered nurses provide 24-hour care. They monitor and manage medical and psychiatric care 

according to the psychiatrist’s or qualified covering professional’s orders. The nurses monitor and 
report compliance with treatment. The nurses assess the patient’s interaction with family and 
significant others during visits. The nurses assess suicide risk and educate patients about 
medications, the patient’s illness and treatment. The nurses inform the treatment team about 
patient behavior, complaints, and function over every 24-hour period. 

c. Social Workers conduct assessments and conduct psychotherapy with patients individually, in 
groups, and with their families, in accordance with the treatment plan. The social worker assists 
the discharge coordinator in formulating a discharge plan in collaboration with the treatment team. 
The social worker keeps the treatment team informed about clinical and/or family issues and the 
progress of the discharge plan. The social worker assists with utilization review as needed. 

d. The Occupational Therapist assesses function in daily living as well as cognition. They facilitate 
group therapy with an emphasis on life skills, coping techniques and leisure. They participate in 
formulation of the treatment plan and the discharge plan.  

e. The Art Therapist works to foster the patient’s expression of inner experience graphically, 
individually and in group and works to foster adaptive coping.  
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f. Utilization Review Staff conduct concurrent reviews according to payor requirements. They 
monitor the length of stay, keep the treatment team informed and assist with identification of 
community resources.  
 

4. Treatment rounds and treatment plans 
a. Treatment rounds are held daily.  

i. Every patient’s progress is discussed. 
ii. Written treatment plans are updated at a minimum every third day. 
iii. Patients’ behavior and the status of acute psychiatric symptoms over the previous 24-

hour period are reviewed at each treatment rounds. 
iv. New patients’ clinical and family information is reviewed, and progress and discharge 

plans for existing patients are reviewed at treatment rounds. Team social workers are 
responsible for updating written treatment plans. 

v. The treatment recommendations are discussed with the patient and the patient is asked 
to sign the treatment plan. 

 
 
 
     References: 
 
    Cross References: 



TABLE A. PHYSICAL BED CAPACITY BEFORE AND AFTER PROJECT 
INSTRUCTION: Identify the location of each nursing unit (add or delete rows if necessary) and specify the room and bed count before and after the project in accordance with the definition of physical capacity noted 
below. Applicants should add columns and recalculate formulas to address rooms with 3 and 4 bed capacity. See additional instruction in the column to the right of the table. 
NOTE: Physical capacity is the total number of beds that could be physically set up in space without significant renovations. This should be the maximum operating capacity under normal, non-emergency 
circumstances and is a physical count of bed capacity, rather than a measure of staffing capacity. A room with two headwalls and two sets of gasses should be counted as having capacity for two beds, even if it is 
typically set up and operated with only one bed. A room with one headwall and one set of gasses is counted as a private room, even if it is large enough from a square footage perspective to be used as a semi-private 
room, since renovation/construction would be required to convert it to semi-private use. If the hospital operates patient rooms that contain no headwalls or a single headwall, but are normally used to accommodate one 
or more than one patient (e.g. for psychiatric patients), the physical capacity of such rooms should be counted as they are currently used.  

Before the Project After Project Completion 
Hospital Service Location 

(Floor/Wing)* 
Licensed 

Beds: 

July 1, 2015 

Based on Physical Capacity 
Bed Count 

Hospital Service Location 
(FloorNVing)* 

Based on Physical Capacity 
Bed Count Room Count Room Count 

Private Semi- 
Private 

Total 
Rooms 

Physical 
Capacity 

Private Semi- 
Private 

Total 
Rooms 

Physical 
Capacity 

ACUTE CARE ACUTE CARE 
General Medical/Surgical* 0 0 General Medical/Surgicar 0 0 

0 0 0 0 
0 0 0 0 
0 0 0 0 
0 0 0 0 

SUBTOTAL Gen. Med/Surg* SUBTOTAL Gen. Med/Surg* 

ICU/CCU 0 o ICU/CCU 
Other (Specify/add rows as needed) 

TOTAL MSGA TOTAL MSGA 

Obstetrics 0 0 Obstetrics 0 0 
Pediatrics 0 0 Pediatrics 0 0 

Psychiatric 0 0 0 0 0 Psychiatric 2nd floor 16 16 16 

TOTAL ACUTE 0 0 0 0 0 TOTAL ACUTE 16 0 16 16 

NON-ACUTE CARE NON-ACUTE CARE 
Dedicated Observation** 0 0 Dedicated Observation** 0 0 
Rehabilitation 0 0 Rehabilitation 0 0 

Comprehensive Care 0 0 Comprehensive Care 0 0 

Other (Specify/add rows as needed) 0 0 
Other (Specify/add rows as 
needed) 

0 0 

TOTAL NON-ACUTE TOTAL NON-ACUTE 

HOSPITAL TOTAL 0 0 0 0 0 HOSPITAL TOTAL 16 0 16 16 

* Include beds dedicated to gynecology and addictions, if unit(s) is separate for acute psychiatric unit 
** Include services included in the reporting of the "Observation Center". Service furnished by the hospital on the hospital's promise, including use of a bed and periodic monitoring by the hospital's nursing or other staff, which are 
reasonable and necessary to determine the need for a possible admission to the hospital as an inpatient; Must be ordered and documented in writing, given by a medical practitioner. 
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Room Count Bed Count Room Count Bed Count

Private Semi-
Private

Total
Rooms

Physical
Ca acit

Private Semi-
Private

Total
Rooms

Physical
Ca acit

ACUTE CARE ACUTE CARE
Generel Medical/Sur ical* 0 0 General Medical/Sur ical"` 0 0

0 0 0 0
0 0 0 0
0 0 0 0
0 0 0 0

SUBTOTAL Gen. Med/Burg" SUBTOTAL Gen. Med/Burg'

ICU/CCU 0 o ICU/CCU 0 0
Other S eci /add rows as needed o 0 0 0

TOTAL MSGA TOTAL MSGA

Obstetrics 0 0 Obstetrics 0 0
Pediatrics 0 0 Pediatrics 0 0

Ps chiatric 0 0 0 0 0 Ps chiatric 2nd floor 16 16 16

TOTAL ACUTE 0 0 0 0 0 TOTAL ACUTE 16 0 16 16

NON-ACUTE CARE NON-ACUTE CARE
Dedicated Observation** 0 0 Dedicated Observation** 0 0
Rehabilitation 0 0 Rehabilitation 0 0

Com rehensive Care 0 0 Com rehensive Care 0 0

Other (Specify/add rows as needed) 0 0
Other (Specify/add rows as
needed

0 0

TOTAL NON-ACUTE TOTAL NON-ACUTE

HOSPITAL TOTAL 0 0 0 0 0 HOSPITAL TOTAL 16 0 16 16

* Include beds dedicated to gynecology and addictions, "rf unit(s) is separate for acute psychiatric unit
*" Include services included in the reporting of the "Observation Center". Service furnished by the hospital on the hospital's promise, including use of a bed and periodic monitoring by the hospital's nursing or other staff, which are
reasonable and necessary to determine the need for a possible admission to the hospital as an inpatient; Must be ordered and documented in writing, given by a medical practitioner.
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TABLE B. DEPARTMENTAL GROSS SQUARE FEET AFFECTED BY PROPOSED PROJECT 
INSTRUCTION: Add or delete rows if necessary. See additional instruction in the column to the right of the table. 

DEPARTMENT/FUNCTIONAL AREA 

DEPARTMENTAL GROSS SQUARE FEET 

Current 
To be Added 

Thru New 
Construction 

To Be 
Renovated 

To Remain As Is 
Total After  

Project 
Completion 

BASEMENT FLOOR: 
Ambulance Bay 0 1,455 0 0 1 455 
Laundry 0 939 0 0 939 
Staff Lounge 0 295 0 0 295 
Toilet 0 48 0 0 48 
Toilet 0 52 0 0 52 
Secure Vestibule 0 189 0 0 189 
Search 0 61 0 0 61 
Intake 0 75 0 0 75 
Toilet 0 52 0 0 52 
Vestibule 0 100 0 0 100 
Intake Office 0 99 0 0 99 
Electrical 0 1,045 0 0 1,045 
Dirty Storage/Staging 0 1,161 0 0 1,161 
Office 0 142 0 0 142 
Office 0 97 0 0 97 
Body Room 0 92 0 0 92 
Staging 0 933 0 0 933 
Grounds Equipment 0 467 0 0 467 
Emergency Generator 0 396 0 0 396 
Loading Dock 0 1,008 0 0 1,008 
Clean Storage 0 767 0 0 767 
Mechanical 0 1,118 0 0 1 118 
Kitchen 0 743 0 0 743 
Storage 0 695 0 0 695 
Grossing Factor 0 4,659 0 0 4,659 
Basement Floor Subtotal 0 16,688 0 0 16,688 

FIRST FLOOR: 
Vestibule 0 187 0 0 187 
Vending 0 114 0 0 114 
Family Lockers 0 109 0 0 109 
Security 0 172 0 0 172 
Multipurpose Room 0 260 0 0 260 
Office Waiting/Reception 0 370 0 0 370 
Shared Office 0 209 0 0 209 
U.R. Specialist 0 106 0 0 106 
Clinical Director 0 115 0 0 115 
Psychiatric Nurse 0 87 0 0 87 
Activities Therapist 0 85 0 0 85 
H& M Office 0 85 0 0 85 
Office 0 87 0 0 87 
Medical Director 0 126 0 0 126 
Public Toilet - Women 0 124 0 0 124 
Public Toilet - Men 0 124 0 0 124 
Shell Space 0 5,796 0 0 5,796 
I.T. Closet 0 86 0 0 86 
Electrical Closet 0 78 0 0 78 
PHP Reception 0 114 0 0 114 
PHP Consult 0 89 0 0 89 
PHP Multipurpose Room 0 566 0 0 666 
PHP Adult Patient Toilet 0 54 0 0 54 
PHP Adult Nourishment 0 134 0 0 134 
PHP Adult Group Room 0 294 0 0 294 
PHP Adolescent Patient Toilet 0 55 0 0 55 
PHP Adolescent Nourishment 0 84 0 0 84 
PHP Adolescent Group Room 0 300 0 0 300 
Environmental Services 0 71 0 0 71 
PHP Nurse Station 0 129 0 0 129 
PHP Medication Room 0 71 0 0 71 
PHP Staff Lounge 0 180 0 0 180 
PHP Staff Toilet 0 48 0 0 48 
PHP Psychiatrist Office 0 89 0 0 89 
PHP Psychiatrist Office 0 89 0 0 89 
PHP Treatment Planning 0 117 0 0 117 
Grossing Factor 0 5,884 0 0 5,884 
First Floor Subtotal 0 16,688 0 0 16,688 

SECOND FLOOR: Inpatient Unit 
Waiting 0 365 0 0 365 
Team Room 0 560 0 0 560 
Public Toilet - Men 0 48 0 0 48 
Public Toilet - Women 0 48 0 0 48 
Office 1 0 103 0 0 103 
Office 2 0 112 0 0 112 
Office 3 0 81 0 0 81 
Office 4 0 80 0 0 80 
Office 5 0 77 0 0 77 
Office 6 0 81 0 0 81 
Office 7 0 107 0 0 107 
Office 8 0 98 0 0 98 
Office Supplies/Copy Room 0 144 0 0 144 
Consult 1 0 92 0 0 92 
Consult 2 0 91 0 0 91 

Additional Instruction 
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Di Stora e/Sta in 0 1 161 0 0 1 161
Office 0 142 0 0 142
Office 0 97 0 0 97
Bod Room 0 92 0 0 92
Sta in 0 933 0 0 933
Grounds E ui ment 0 467 0 0 467
Emer enc Generator 0 396 0 0 396
Loadin Dock 0 1,008 0 0 1008
Clean Stora e 0 767 0 0 767
Mechanical 0 1118 0 0 1118
Kitchen 0 743 0 0 743
Stora e 0 695 0 0 695
Grossin Factor 0 4 659 0 0 4 659
Basement Floor Subtotal 0 16 688 0 0 16 666

FIRST FLOOR:
Vestibule 0 187 0 0 187
Vendin 0 174 0 0 114
Famil Lockers 0 109 0 0 109
Securi 0 172 0 0 172
Multi ur ose Room 0 260 0 0 260
Office Waitin /Rece lion 0 370 0 0 370
Shared Once 0 209 0 0 209
U.R. S ecialist 0 106 0 0 10fi
Clinical Director 0 115 0 0 11&
Ps chiatric Nurse 0 87 0 0 87
Activities Thera ist 0 85 0 0 85
H& M Office 0 85 0 0 85
Office 0 87 0 0 87
Medical Director 0 126 0 0 126
Public Toilet -Women 0 124 0 0 124
Public Toilet -Men 0 124 0 0 124
Shell S ace 0 5 796 0 0 5 796
I.T. Closet 0 86 0 0 8fi
Electrical Closet 0 78 0 0 78
PHP Rece lion 0 114 0 0 114
PHP Consult 0 89 0 0 89
PHP Multi ur ose Raom 0 566 0 0 566
PHP Adult Patient Toilet 0 54 0 0 54
PHP Adult Nourishment 0 134 0 0 134
PHP Adult Grou Room 0 294 0 0 294
PHP Adolescent Patient Toilet 0 55 0 0 55
PHP Adolescent Nourishment 0 84 0 0 84
PHP Adolescent Grou Room 0 300 0 0 300
Environmental Services 0 71 0 0 71
PHP Nurse Station D 129 0 0 129
PHP Medication Room 0 71 0 0 71
PHP Staff Loun e 0 180 0 0 180
PHP Staff Toilet 0 48 0 0 48
PHP Ps chiatrist Office 0 89 0 0 89
PHP Ps chiatrist Office 0 89 0 0 89
PHP Treatment Plannin 0 117 0 0 117
Grossin Factor 0 5 864 0 0 5 884
First Floor Subtotal 0 16 688 0 0 16 688

SECOND FLOOR: In atient Unit
Waitin 0 365 0 0 365
Team Room 0 560 0 0 560
Public Toilet -Men 0 48 0 0 48
Public Toilet -Women 0 48 0 0 48
Office 1 0 103 0 0 103
Office 2 0 112 0 0 112
Office 3 0 81 0 0 81'
Office 4 0 80 0 0 80
Office 5 0 77 0 0 77
Office 6 0 81 0 0 81
Once 7 0 107 0 0 107
Office 8 0 96 0 0 96
Office Su lies/Co Raom 0 144 0 0 144
Consult 1 0 92 0 0 92
Consult 2 0 91 0 0 97

Additional Instruction



Consult 3 0 93 0 0 93 
Secure Vestibule 0 202 0 0 202 
Patient Room 1 0 131 0 0 131 
Patient Room 1 Toilet 0 48 0 0 48 
Patient Room 2 0 130 0 0 130 
Patient Room 2 Toilet 0 48 0 0 48 
Patient Room 3 0 131 0 0 131 
Patient Room 3 Toilet 0 48 0 0 48 
Patient Room 4 0 130 0 0 130 
Patient Room 4 Toilet 0 48 0 0 48 
Patient Room 5 0 131 0 0 131 
Patient Room 5 Toilet 0 48 0 0 48 
Patient Room 6 0 130 0 0 130 
Patient Room 6 Toilet 0 48 0 0 48 
Patient Room 7 0 131 0 0 131 
Patient Room 7 Toilet 0 48 0 0 48 
Patient Room 8 0 130 0 0 130 
Patient Room 8 Toilet 0 48 0 0 48 
Social Space - Noisy 0 182 0 0 182 
Social Space - Quiet 0 185 0 0 185 
Group Therapy 0 289 0 0 289 
Dining and Multipurpose 0 1,110 0 0 1,110 
Electrical Closet 0 49 0 0 49 
IT Closet 0 38 0 0 38 
Phlebotomy 0 94 0 0 94 
Examination 0 90 0 0 90 
Clean Utility 0 88 0 0 88 
Soiled Utility 0 94 0 0 94 
Staff Lounge/Lockers 0 194 0 0 194 
Patient Storage 0 75 0 0 75 
Patient Laundry 0 70 0 0 70 
Support Staff 0 227 0 0 227 
Nourishment/Pantry 0 166 0 0 166 
Staff Toilet - Men 0 51 0 0 51 
Staff Toilet - Women 0 51 0 0 51 
Anteroom 0 62 0 0 62 
Toilet 0 48 0 0 48 
Quiet Room 0 107 0 0 107 
Nurse Station 0 129 0 0 129 
Pharmacy 0 144 0 0 144 
Electrical Closet 0 44 0 0 44 
IT Closet 0 45 0 0 45 
Group Therapy 0 289 0 0 289 
Social Space - Quiet 0 185 0 0 185 
Social Space - Noisy 0 182 0 0 182 
Patient Room 9 0 131 0 0 131 
Patient Room 9 Toilet 0 48 0 0 48 
Patient Room 10 0 130 0 0 130 
Patient Room 10 Toilet 0 48 0 0 48 
Patient Room 11 0 131 0 0 131 
Patient Room 11 Toilet 0 48 0 0 48 
Patient Room 12 0 130 0 0 130 
Patient Room 12 Toilet 0 48 0 0 48 
Patient Room 13 0 131 0 0 131 
Patient Room 13 Toilet 0 48 0 0 48 
Patient Room 14 0 130 0 0 130 
Patient Room 14 Toilet 0 48 0 0 48 
Patient Room 15 0 131 0 0 131 
Patient Room 15 Toilet 0 48 0 0 48 
Patient Room 16 0 130 0 0 130 
Patient Room 16 Toilet 0 48 0 0 48 
Occupational Therapy/Storage 0 379 0 0 379 
Occupational Therapy 0 318 0 0 318 
Occupational Therapy Office 0 98 0 0 98 
Occupational Therapy Toilet 0 68 0 0 68 
Grossing Factor 0 6,299 0 0 6,299 
Second Floor Subtotal 0 16,688 0 0 16,688 

THIRD FLOOR: 
Shell Space 0 16,688 0 0 16,688 
Third Floor Subtotal 0 16,688 0 0 16,688 

Building Total 0 66,752 0 0 66,752 

Consult 3 0 93 0 0 93
Secure Vestibule 0 202 0 0 202
Patient Room 1 0 131 0 0 131
Patient Room 1 Toilet 0 48 0 0 48
Patient Room 2 0 130 0 0 130
Patient Room 2 Toilet 0 48 0 0 48
Patient Room 3 0 131 0 0 131
Patient Room 3 Toilet 0 48 0 0 48
Patient Room 4 0 130 0 0 130
Patient Room 4 Toilet 0 48 0 0 48
Patient Roam 5 0 131 0 0 131
Patient Room 5 Toilet 0 46 0 0 48
Patient Roam 6 0 130 0 0 130
Patient Room 6 Toilet 0 46 0 0 48
Patient Room 7 0 131 0 0 131
Patient Room 7 Toilet 0 48 0 0 46
Patient Room 8 0 130 0 0 130
Patient Room 8 Toilet 0 48 0 0 48
Social S ace - Nois 0 182 0 0 182
Social S ace -Quiet 0 185 0 0 185
Grou Thera 0 289 0 0 289
Dinin and Multi u ose 0 1 110 0 0 1 110.
Electrical Closet 0 49 0 0 49
IT Closet 0 38 0 0 38
Phlebotom 0 94 0 0 94
Examination D 90 0 0 90
Clean Utili 0 88 0 0 88
Soiled Utili D 94 0 0 94
Staff Loun e/Lockers 0 194 0 0 194
Patient Stora e 0 75 0 0 75
Patient Laund 0 70 0 0 70
Su ort Staff 0 227 0 0 227
Nourishment/Pantry 0 166 0 0 166
Staff Toilet -Men 0 51 0 0 57
Staff Toilet -Women 0 51 0 0 51
Anteroom 0 62 0 0 62
Toilet 0 48 0 0 48
Quiet Room 0 107 0 0 107
Nurse Sfation 0 129 0 0 129
Pharmac 0 144 0 0 144
Electrical Closet 0 44 D 0 44
IT Closet 0 45 0 0 45
Grou Thera 0 289 0 0 269
Social S ace -Quiet 0 185 0 0 185
Social S ace - Nois 0 182 0 0 182
Patient Roam 9 0 131 0 0 131
Patient Room 9 Toilet 0 48 0 0 48
Patient Room 10 0 130 0 0 130
Patient Room 10 Toilet 0 48 0 0 48
Patient Room 11 0 131 0 0 131
Patient Room 11 Toilet 0 48 0 0 48
Patient Room 12 0 130 0 0 130
Patient Room 12 Toilet 0 48 0 0 48
Patient Room 13 0 131 0 0 131
Patient Room 13 Toilet 0 48 0 0 48
Patient Room 14 0 130 0 0 130
Patient Room 14 Toilet 0 48 0 0 48
Patient Room 15 0 131 0 0 131
Patient Room 15 Toilet 0 48 0 0 48
Patient Room 16 0 130 0 0 130
Patient Room 16 Toilet 0 48 0 0 48
Occu ationalThera /Stora e 0 379 0 0 379
Occu ational Thera 0 318 0 0 318
Occu ational Thera Office 0 98 0 0 98
Occu ational Thera Toilet 0 68 0 0 68
Grossin Factor 0 6 299 0 0 6 299
Second Floor Subtotal 0 16 688 0 0 16 668

THIRD FLOOR:
Shell S ace 0 16 688 0 0 16 688
Third Floor Subtotal 0 16 686 0 0 16 fi68

Buildin Total 0 66,752 0 0 66 752



TABLE C. CONSTRUCTION CHARACTERISTICS 
INSTRUCTION: If project includes non-hospital space structures (e.g., parking garges, medical office buildings, or energy plants), 
complete an additional Table C for each structure. 

NEW CONSTRUCTION I 	RENOVATION 
BASE BUILDING CHARACTERISTICS Check if applicable 
Class of Construction (for renovations the class of the building being renovated)* 

Class A 
Class B 
Class C 
Class D 

El U 
0 0 

• • 
MI • 

Type of Construction/Renovation* 
Low 
Average 
Good 
Excellent 

U 
• • 
U 0 
CI M 

Number of Stories 4 
*As defined by Marshall Valuation Service 
PROJECT SPACE List Number of Feet, if applicable 
Total Square Footage Total Square Feet 

Basement 16,688 
First Floor 16,688 
Second Floor 16,688 
Third Floor 16,688 
Fourth Floor 0 

Average Square Feet 16,688  

Perimeter in Linear Feet Linear Feet 
Basement 810 
First Floor 810 
Second Floor 810 
Third Floor 810 
Fourth Floor 0 

Total Linear Feet 3,240  

Average Linear Feet 810  

Wall Height (floor to eaves) Feet 
Basement 15' - 0" 
First Floor 13' - 4" 
Second Floor 13' - 4" 
Third Floor 13' - 4" 
Fourth Floor 0 

Average Wall Height 13' - 8"  

OTHER COMPONENTS 
Elevators List Number 

Passenger 2 
Freight 1 

Sprinklers Square Feet Covered 
Wet System 64,732 
Dry System 2,020 

Other Describe Type 
Type of HVAC System for proposed project 
Type of Exterior Walls for proposed project 

TABLE C. CONSTRUCTION CHARACTERISTICS
:INSTRUCTION: If project includes non-hospital space structures (e.g., parfcing garges, medical office buildings, or energy plants),
complete an additional Table C for each structure.

NEW CONSTRUCTION RENOVATION
BASE BUILDING CHARACTERISTICS Check if applicable
Class of Construction for renovations the class of the building bein renovated "

Class A ~
Class B q q
Class C q q
Class D q q

T pe of Construction/Renovation*
Low
Average q q
Good ❑Q q
Excellent q q

Number of Stories 4
-Hs aennea py nnarsnau vaivanon service
PROJECT SPACE List Number of Feet, if a licable
Total Square Foota e Total S ware Feet

Basement 16,688
First Floor 16,688
Second Floor 16,688
Third Floor 16,688
Fourth Floor 0

Average Square Feet 16,688

Perimeter in Linear Feet Linear Feet
Basement 810
First Floor 810
Second Floor 810
Third Floor 810
Fourth Floor 0

Total Linear Feet 3,240

Average Linear Feet 810

Wall Hei ht floor to eaves Feet
Basement 15' - 0"
First Floor 13' - 4"
Second Floor 13' - 4"
Third Floor 13' - 4"
Fourth Floor 0

Average Wall Height 13' - 8"

OTHER COMPONENTS
Elevators List Number

Passenger 2
Freight ~

S rinklers Square Feet Covered
Wet S stem 64,732
Dry System 2,020

Other Describe Type
T e of HVAC S stem for ro osed ro'ect
Type of Exterior Walls for proposed project



TABLE D. ONSITE AND OFFSITE COSTS INCLUDED AND EXCLUDED IN MARSHALL VALUATION COSTS 

INSTRUCTION: If project includes non-hospital space structures (e.g., parking garges, medical office buildings, or 
lants complete an additional T 

I NEW CONSTRUCTION 
COSTS 

RENOVATION 
COSTS 

SITE PREPARATION COSTS 

Normal Site Preparation Included below $0 

Utilities from Structure to Lot Line Included below $0 

Subtotal included in Marshall Valuation Costs $0 $0 

Site Demolition Costs $40,000 $0 
Storm Drains $150,000 $0 
Rough Grading $80,000 $0 
Hillside Foundation $0 $0 
Paving $50,000 $0 

Exterior Signs $25,000 $0 
Landscaping $75,000 $0 
Walls $30,000 $0 
Yard Lighting $15,000 $0 
Normal Site Preperation $150,000 $0 
Utilities from Strucutre to Lot Line $121,545 
Sediment & Erosion Control $50,000 
Site Work (ramps, curbs, sidewalks, courtyard $150,000 $0 

Subtotal On-Site excluded from Marshall Valuation Costs $936,545 $0 

OFFSITE COSTS 
Roads $10,000 $0 
Utilities $40,000 $0 
Jurisdictional Hook-up Fees $374,528 $0 

Other (Specify/add rows if needed) $0 $0 

Subtotal Off-Site excluded from Marshall Valuation Costs $424,528 $0 

TOTAL Estimated On-Site and Off-Site Costs not included in 
$1,361,073 $0 

Marshall Valuation Costs 
TOTAL Site and Off-Site Costs included and excluded from 
Marshall Valuation Service* 

$1,361,073 $0 

*The combined total site and offsite cost included and excluded from Marshall Valuation Service should typically eaual the estimated 
site preparation cost reported in Application Part II, Project Budget (see Table E. Project Budget). If these numbers are not equal, 
please reconcile the numbers in an explanation in an attachment to the application. 

TABLE D. ONSITE AND OFFSITE COSTS INCLUDED AND EXCLUDED IN MARSHALL VALUATION COSTS
INSTRUCTION: If project includes non-hospital space structures (e.g., parking garges, medical office buildings, or
energy plants), complete an additional Table D for each structure.

NEW CONSTRUCTION
COSTS

RENOVATION
COSTS

SITE PREPARATION COSTS

Normal Site Preparation Included below $0

Utilities from Structure to Lot Line Included below $0

Subtotal included in Marshall Valuation Costs $0 $0

Site Demolition Costs $40,000 $0
Storm Drains $150,000 $0
Rou h Gradin $80,000 $0
Hillside Foundation $0 $0
Pavin $50,000 $0

Exterior Si ns $25,000 $0
Landsca in $75,000 $0
Walls $30,000 $0
Yard Li htin $15,000 $0
Normal Site Pre eration $150,000 $0
Utilities from Strucutre to Lot Line $121,545
Sediment &Erosion Control $50,000
Site Work ram s, curbs, sidewalks, court and $150,000 $0

Subtotal On-Site excluded from Marshall Valuation Costs $936,545 $0

OFFSITE COSTS
Roads $10,000 $0
Utilities $40,000 $0
Jurisdictional Hook-u Fees $374,528 $0

Other S eci /add rows if needed $0 $0

Subtotal Off -Site excluded from Marshall Valuation Costs $424,528 $0

TOTAL Estimated On-Site and Off -Site Costs not included in
Marshall Valuation Costs

$x,361,073 $0

TOTAL Site and Off -Site Costs included and excluded from
Marshall Valuation Service*

$1,361,073 $0

*The combined total site and offsite cost included and excluded from Marshall Valuation Service should tvpically eaual the estimated
site preparation cost reported in Application Part II, Project Budget (see Table E. Project Budget). If these numbers are not equal,
please reconcile the numbers in an explanation in an attachment to the application.



TABLE E. PROJECT BUDGET 
INSTRUCTION:  Estimates for Capital Costs (1.a-e), Financing Costs and Other Cash Requirements (2.a-g), and Working Capital Startup 
Costs (3) must reflect current costs as of the date of application and include all costs for construction and renovation. Explain the basis for 
construction cost estimates, renovation cost estimates, contingencies, interest during construction period, and inflation in an attachment to 
the application. See additional instruction in the column to the right of the table. 
NOTE:  Inflation should only be included in the Inflation allowance line A.1.e. The value of donated land for the project should be included on 
Line A.1.a as a use of funds and on fine 8.8 as a source of funds 

.1 	Hospital Building 	I 	Other Structure 	I 	Total 
A. USE OF FUNDS 

1. CAPITAL COSTS 
a. 	Land Purchase 	 I 	 $01 	 I 	 $0 
b. 	New Construction 
(1) Building $12,790,057 $12,790,057 

(2) Fixed Equipment Included above $0 

(3) Site and Infrastructure $1,361,073 $1,361,073 
(4) Architect/Engineering Fees $1,373,350 $1,373,350 
(5) Permits (Building, Utilities, Etc.) $23,757 $23,757 

SUBTOTAL $15,548,237 $0 $15,548,237 
c. 	Renovations 
(1) Building $0 $0 
(2) Fixed Equipment (not included in construction) $0 $0 
(3) Architect/Engineering Fees $0 $0 
(4) Permits (Building, Utilities, Etc.) $0 $0 

SUBTOTAL $0 $0 $0 
d. 	Other Capital Costs 
(1) Movable Equipment $900,000 $900,000 
(2) Contingency Allowance $550,000 $550,000 
(3) Gross interest during construction period $0 $0 
(4) Other (minor equipment) $0 $0 

SUBTOTAL $1,450,000 $0 $1,450,000 

TOTAL CURRENT CAPITAL COSTS $16,998,237 $0 $16,998,237 

e. 	Inflation Allowance $0 

TOTAL CAPITAL COSTS $16,998,237 $0 $16,998,237 

2. Financing Cost and Other Cash Requirements 
a. Loan Placement Fees $0 
b. Bond Discount $0 
c. Legal Fees $0 
d. Non-Legal Consultant Fees $0 
e. Liquidation of Existing Debt $0 
f. Debt Service Reserve Fund $0 
g. Other (Specify/add rows if needed) $0 

SUBTOTAL $0 

3. Working Capital Startup Costs $0 

TOTAL USES OF FUNDS $16,998,237 $0 $16,998,237 

B. Sources of Funds 
1. 	Cash $16,998,237 $0 

2. Philanthropy (to date and expected) $0 

3. Authorized Bonds $0 
4. Interest Income from bond proceeds listed in #3 $0 
5. Mortgage $0 
6. Working Capital Loans $0 
7. Grants or Appropriations 

a. Federal $0 
b. State $0 
c. Local $0 

8. Other (Specify/add rows if needed) $0 

TOTAL SOURCES OF FUNDS $16,998,237 $16,998,237 

Annual Lease Costs (if applicable) 
1. Land $0 
2. Building $0 
3. Major Movable Equipment $0 
4. Minor Movable Equipment $0 
5. Other (Specify/add rows if needed) 

Describe the terms of the lease(s) below, including information on 
and the interest rate for the lease. 

the fair market value of the item(s), and the number 

$0 

of years, annual cost, 

TABLE E. PROJECT BUDGET
INSTRUCTION: Estimates for Capita! Costs (1.a -e), Financing Costs and Other Cash Requirements (2.a -g), and Working Capital Startup
Costs (3) must reflect current costs as of the date of application and include alI costs for construction and renovation. Explain the basis for
construction cost estimates, renovation cost estimates, contingencies, interest during construction period, and inflation in an attachment to
the application. See additional instruction in the column to the right of the table.
NOTE: Inflation should only be included in the Inflation allowance line A.7.e. The value of donated land for the project should be included on

.Line A.1.a as a use of funds and on line 8.8 as a source of funds

Hos ital8uildin Other Structure Total
A. USE OF FUNDS

1. CAPITAL COSTS
a. Land Purchase $0 $0
b. New Construction
(1) Building $12,790,057 $12,790,057

(2) Fixed Equipment Included above $0

(3) Site and Infrastructure $1,361,073 $1,361,073
(4) ArchitecUEngineering Fees $1,373,350 $1,373,350
(5) Permits (Building, Utilities, Etc.) $23,757 $23,757

SUBTOTAL $15 548 237 $0 $15 548 237
c. Renovations

1 Buildin 0 0
2 Fixed E ui ment not included in construction 0 0
3 Architect/En ineerin Fees 0 0
4 Permits Buildin Utilities Etc. 0 0

SUBTOTAL $0 $0 $0
d. Other Capital Costs
(1) Movable Equipment $900,000 $900,000
(2) Contingency Allowance $550,000 $550,000
(3) Gross interest during construction period $0 $0
(4) Other (minor equipment) $0 $0

SUBTOTAL $1 450 000 $0 $1 450 000

TOTAL CURRENT CAPITAL COSTS $16,998,237 $0 $16,998,237

e. Inflation Allowance $0

TOTAL CAPITAL COSTS $16,998,237 $0 $16,998,237

2. Financin Cost and Other Cash Re uirements
a. Loan Placement Fees $0
b. Bond Discount $0
c. Legal Fees $0
d. Non-Legal Consultant Fees $0
e. Liquidation of Existing Debt $0
f. Debt Service Reserve Fund $0
g. Other (Specify/add rows if needed) $0

SUBTOTAL $p

3. Working Capital Startup Costs $0

TOTAL USES OF FUNDS $76,998,237 $0 $16,998,237

B. Sources of Funds
1. Cash $16,998,237 $0

2. Philanthropy (to date and expected) $p

3. Authorized Bonds $p
4. Interest Income from bond proceeds listed in #3 $p
5. Mortgage $p
6. Working Capital Loans $p
7. Grants or Appropriations

a. Federal $p
b. State $p
c. Local $p

8. Other (Specify/add rows if needed) $0

TOTAL SOURCES OF FUNDS $16,998,237 $16,998,237

Annual Lease Costs (if applicable)
1. Land $p
2. Building $p

3. Major Movable Equipment $p
4. Minor Movable Equipment $p
5. Other 

(Specify/add rows if needed) $p

Describe the terms of the leases) 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 I. STATISTICAL PROJECTIONS - NEW FACILITY OR SERVICE 

INSTRUCTION: After consulting with Commission Staff, complete this table for the new facility or service (the proposed project). Indicate on the table if 
the reporting period is Calendar Year (CY) or Fiscal Year (FY). For sections 4 & 5, the number of beds and occupancy percentage should be reported 
on the basis of licensed beds. In an attachment to the application, provide an explanation or basis for the projections and specify all assumptions used. 
Applicants must explain why the assumptions are reasonable. See additional instruction in the column to the right of the table. 

Projected Years (ending at least two years 
additional years, if needed in 

after project 
order to be consistent 

completion and 
with Tables 

full occupancy) Include 
J and K. 

Indicate CY or FY FY 2019 FY 2020 	I 	FY 2021 FY 2022 I 	FY 2023 
1. DISCHARGES 
a. General Medical/Surgical* 
b. ICU/CCU 
Total MSGA 0 0 0 0 0 0 
c. Pediatric 
d. Obstetric 
e. Acute Psychiatric 718 879 886 892 892 
Total Acute 718 879 886 892 892 
f. Rehabilitation 
g. Comprehensive Care 

h. Other (Specify/add rows of needed) 

TOTAL DISCHARGES 718 879 886 892 892 

2. PATIENT DAYS 
a. General Medical/Surgical* 
b. ICU/CCU 
Total MSGA 0 
c. Pediatric 
d. Obstetric 
e. Acute Psychiatric 4,409 5,397 5,440 5,477 5,477 
Total Acute 4,409 5,397 5,440 5,477 5,477 
f. Rehabilitation 
g. Comprehensive Care 
h. Other (Specify/add rows of needed) 

TOTAL PATIENT DAYS 4,409 5,397 5,440 5,477 5,477 

TABLE I. STATISTICAL PROJECTIONS -NEW FACILITY OR SERVICE

INSTRUCTION: After consulting with Commission Staff, complete this table for the new facility or service (the proposed project). Indicate on the table if
the reporting period is Calendar Year (CY) or Fiscal Year (FY). For sections 4 & 5; the number of beds and occupancy percentage should be reported
on the basis of licensed beds. 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. See additional instruction in the column to the right of the table.

Projected Years (ending at least two years after project completion and full occupancy) Include
additional years, if needed in order to be consistent with Tables J and K.

Indicate CY or FY FY 2019 FY 2020 FY 2021 FY 2022 FY 2023
1. DISCHARGES
a. General Medical/Sur ical*
b. ICU/CCU
Total MSGA 0 0 0 0 0 0 0
c. Pediatric
d. Obstetric
e. Acute Ps chiatric 718 879 886 892 892
Total Acute 778 879 886 892 892 0 0
f. Rehabilitation

. Com rehensive Care

h. Other (Specify/add rows of needed)

TOTAL DISCHARGES 778 879 886 892 892 0 0

2. PATIENT DAYS
a. General Medical/Sur ical*
b. ICU/CCU
Total MSGA

- - - 0 0 0 0
c. Pediatric
d. Obstetric
e. Acute Ps chiatric 4,409 5,397 5,440 5,477 5,477
Total Acute 4,409 5,397 5,440 5,477 5,477 0 0
f. Rehabilitation

. Com rehensive Care
h. Other S eci /add rows of needed

TOTAL PATIENT DAYS 4,409 5,397 5,440 5,477 5,477 0 0



TABLE I. STATISTICAL PROJECTIONS - NEW FACILITY OR SERVICE 

INSTRUCTION: After consulting with Commission Staff, complete this table for the new facility or service (the proposed project). Indicate on the table if 
the reporting period is Calendar Year (CV) or Fiscal Year (FY). For sections 4 & 5, the number of beds and occupancy percentage should be reported 
on the basis of licensed beds. In an attachment to the application, provide an explanation or basis for the projections and specify all assumptions used. 
Applicants must explain why the assumptions are reasonable. See additional instruction in the column to the right of the table. 

Projected Years (ending at least two years after project completion and full occupancy) Include 
additional years, if needed in order to be consistent with Tables J and K 

Indicate CY or FY FY 2019 FY 2020 I 	FY 2021 FY 2022 FY 2023 
3. AVERAGE LENGTH OF STAY 

a. General Medical/Surgical* 

b. ICU/CCU 

Total MSGA 

c. Pediatric 

d. Obstetric 

e. Acute Psychiatric 6.14 6.14 6.14 6.14 6.14 

Total Acute 6.14 6.14 6.14 6.14 6.14 

f. Rehabilitation 

g. Comprehensive Care 

h. Other (Specify/add rows of needed) 

TOTAL AVERAGE LENGTH OF STAY 6.14 6.14 6.14 6.14 6.14 

TABLE I. STATISTICAL PROJECTIONS -NEW FACILITY OR SERVICE

INSTRUCTION: After consulting with Commission Staff, complete this table for the new facility or service (the proposed project). Indicate on the table if
the reporting period is Calendar Year (CY) or Fiscal Year (FY). For sections 4 & 5, the number of beds and occupancy percentage should be reported
on the basis of licensed beds. In an attachment to the application, provide an explanation or basis for the projections and specify all assumptions used.
Applicants must explain why the assumptions are reasonable. See additional instruction in the column to the right of the table.

Projected Years (ending at least two years after project completion and full occupancy) Include
additional years, if needed in order to be consistent with Tables J and K.

Indicate CY or FY FY 2019 FY 2020 FY 2021 FY 2022 FY 2023
3. AVERAGE LENGTH OF STAY

a. General Medical/Surgical*

b. ICU/CCU

Total MSGA

c. Pediatric

d. Obstetric

e. Acute Psychiatric 6.14 6.14 6.14 6.14 6.14

Total Acute 6.14 6.14 6.14 6.14 6.14

f. Rehabilitation

g. Comprehensive Care

h. Other (Specify/add rows of needed)

TOTAL AVERAGE LENGTH OF STAY 6.14 6.14 6.14 6.14 6.14



TABLE I. STATISTICAL PROJECTIONS - NEW FACILITY OR SERVICE 

INSTRUCTION: After consulting with Commission Staff, complete this table for the new facility or service (the proposed project). Indicate on the table if 
the reporting period is Calendar Year (CY) or Fiscal Year (FY). For sections 4 & 5, the number of beds and occupancy percentage should be reported 
on the basis of licensed beds. In an attachment to the application, provide an explanation or basis for the projections and specify all assumptions used. 
Applicants must explain why the assumptions are reasonable. See additional instruction in the column to the right of the table. 

Projected Years (ending at least two years after project completion and full occupancy) Include 
additional years, if needed in order to be consistent with Tables J and K. 

Indicate CY or FY FY 2019 FY 2020 I 	FY 2021 FY 2022 FY 2023 
4. NUMBER OF LICENSED BEDS 
a. General Medical/Surgical* 
b. ICU/CCU 
Total MSGA 0 0 0 0 0 
c. Pediatric 
d. Obstetric 
e. Acute Psychiatric 16 16 16 16 16 
Total Acute 16 16 16 16 16 
f. Rehabilitation 
g. Comprehensive Care 
h. Other (Specify/add rows of needed) 

TOTAL LICENSED BEDS 16 16 16 16 16 

5. OCCUPANCY PERCENTAGE *IMPORTANT NOTE: Leap year formulas should be changed by applicant to reflect 366 days per year. 

a. General Medical/Surgical* 

b. ICU/CCU 

Total MSGA 

c. Pediatric 

d. Obstetric 

e. Acute Psychiatric 75.5% 92.2% 93.2% 93.8% 93.8% 

Total Acute 75.5% 92.2% 93.2% 93.8% 93.8% 

TABLE I. STATISTICAL PROJECTIONS -NEW FACILITY OR SERVICE

INSTRUCTION: After consulting with Commission Staff, complete this table for the new facility or service (the proposed project). Indicate on the table if
the reporting period is Calendar Year (CY) or Fiscal Year (FY). For sections 4 & 5, the number of beds and occupancy percentage should be reported
on the basis of licensed beds. In an attachment to the application, provide an explanation or basis for the projections and specify all assumptions used.
Applicants must explain why the assumptions are reasonable. See additional instruction in the column to the right of the table.

Projected Years (ending at least two years after project completion and full occupancy) Include
additional years, if needed in order to be consistent with Tables J and K.

Indicate CY or FY FY 2019 FY 2020 FY 2021 FY 2022 FY 2023
4. NUMBER OF LICENSED BEDS
a. General Medical/Sur ical*
b. ICU/CCU
Total MSGA 0 0 0 0 0 0 0
c. Pediatric
d. Obstetric
e. Acute Ps chiatric 16 16 16 16 16
Total Acute 76 76 16 76 16 0 0
f. Rehabilitation

. Com rehensive Care
h. Other S eci /add rows of needed

TOTAL LICENSED BEDS 76 76 16 16 16

5. OCCUPANCY PERCENTAGE *IMPORTANT NOTE: Leap year formulas should be changed by ap licant to reflect 366 days per year.

a. General Medical/Surgical*

b. ICU/CCU

Total MSGA

c. Pediatric

d. Obstetric

e. Acute Psychiatric 75.5% 92.2% 93.2% 93.8% 93.8%

Total Acute 75.5% 92.2% 93.2% 93.8% 93.8%



TABLE I. STATISTICAL PROJECTIONS - NEW FACILITY OR SERVICE 

INSTRUCTION: After consulting with Commission Staff, complete this table for the new facility or service (the proposed project). Indicate on the table if 
the reporting period is Calendar Year (CY) or Fiscal Year (FY). For sections 4 & 5, the number of beds and occupancy percentage should be reported 
on the basis of licensed beds. In an attachment to the application, provide an explanation or basis for the projections and specify all assumptions used. 
Applicants must explain why the assumptions are reasonable. See additional instruction in the column to the right of the table. 

Projected Years (ending at least two years after project completion and full occupancy) Include 
additional years, if needed in order to be consistent with Tables J and K. 

Indicate CY or FY FY 2019 FY 2020 FY 2021 FY 2022 FY 2023 

f. Rehabilitation 

g. Comprehensive Care 

h. Other (Specify/add rows of needed) 

TOTAL OCCUPANCY % 75.5% 92.4% 93.2% 93.8% 93.8% 

TABLE I. STATISTICAL PROJECTIONS -NEW FACILITY OR SERVICE

INSTRUCTION: After consulting with Commission Staff; complete this table for the new facility or service (the proposed project). Indicate on the table if
the reporting period is Calendar Year (CY) or Fiscal Year (FY). For sections 4 & 5, the number of beds and occupancy percentage should be reported
on the basis of licensed beds. In an attachment to the application, provide an explanation or basis for the projections and specify all assumptions used.
Applicants must explain why the assumptions are reasonable. See additional instruction in the column to the right of the table.

Projected Years (ending at least two years after project completion and full occupancy) Include
additional years, if needed in order to be consistent with Tables J and K.

Indicate CY or FY FY 2019 FY 2020 FY 2021 FY 2022 FY 2023

f. Rehabilitation

g. Comprehensive Care

h. Other (Specify/add rows of needed)

TOTAL OCCUPANCY 
%

75.5% 92.4% 93.2% 93.8% 93.8°/a

- _ _ _ _- _ ---- _ _ _ 
_-1



TABLE I. STATISTICAL PROJECTIONS - NEW FACILITY OR SERVICE 

INSTRUCTION: After consulting with Commission Staff, complete this table for the new facility or service (the proposed project). Indicate on the table if 
the reporting period is Calendar Year (CY) or Fiscal Year (FY). For sections 4 & 5, the number of beds and occupancy percentage should be reported 
on the basis of licensed beds. In an attachment to the application, provide an explanation or basis for the projections and specify all assumptions used. 
Applicants must explain why the assumptions are reasonable. See additional instruction in the column to the right of the table. 

Projected Years (ending at least two years after project completion and full occupancy) Include 
additional years, if needed in order to be consistent with Tables J and K. 

Indicate CY or FY FY 2019 I 	FY 2020 FY 2021 I 	FY 2022 I 	FY 2023 
6. OUTPATIENT VISITS 
a. Emergency Department 
b. Same-day Surgery 
c. Laboratory 
d. Imaging 
e. Partial Hospitalization 4,699 5,679 5,718 5,758 5,799 

TOTAL OUTPATIENT VISITS 4,699 5,679 5,718 5,758 5,799 

7. OBSERVATIONS** 
a. Number of Patients 
b. Hours 
*Include beds dedicated to gynecology and addictions, if separate for acute psychiatric unit. 
** Services included in the reporting of the "Observation Center", direct expenses incurred in providing bedside care to observation patients; furnished by the hospital on 
the hospital's premises, including use of a bed and periodic monitoring by the hospital's nursing or other staff, in order to determine the need for a possible admission to 
the hospitals as an inpatient. Such services must be ordered and documented in writing, given by a medical practitioner; may or may not be provided in a distinct area of 
the hospital. 

TABLE I. STATISTICAL PROJECTIONS -NEW FACILITY OR SERVICE

INSTRUCTION: After consulting with Commission Staff; complete this table for the new facility or service (the proposed project). Indicate on the table if
the reporting period is Calendar Year (CY) or Fiscal Year (FY). For sections 4 & 5, the number of beds and occupancy percentage should be reported
on the basis of licensed beds. In an attachment to the application, provide an explanation or basis for the projections and specify all assumptions used.
Applicants must explain why the assumptions are reasonable. See additional instruction in the column to the right of the table.

Projected Years (ending at least two years after project completion and full occupancy) Include
additional years, if needed in order to be consistent with Tables J and K.

Indicate CY or FY FY 2019 FY 2020 FY 2021 FY 2022 FY 2023
6. OUTPATIENT VISITS
a. Emer enc De artment
b. Same-da Sur e
c. Laborato
d.lma in
e. Partial Hos italization 4,699 5,679 5,718 5,758 5,799

TOTAL OUTPATIENT VISITS 4,699 5,679 5,778 5,758 5,799 0 0

7. OBSERVATIONS**
a. Number of Patients
b. Hours
*Include beds dedicated to gynecology and addictions, if separate for acute psychiatric unit.
*" Services included in the reporting of the "Observation Center", direct expenses incurred in providing bedside care to observation patients; furnished by the hospital on
the hospital's premises, including use of a bed and periodic monitoring by the hospital's nursing or other staff, in order to determine the need for a possible admission to
the hospitals as an inpatient. Such services must be ordered and documented in writing, given by a medical practitioner; may or may not be provided in a distinct area of
the hospital.



TABLE J. REVENUES & EXPENSES, UNINFLATED - NEW FACILITY OR SERVICE 
INSTRUCTION: 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 consistent with the projections in Table I and with the costs of Manpower listed 
in Table L. Manpower. Indicate on the table if the reporting period is Calendar Year (CY) or Fiscal Year (FY). In an attachment to the application, provide 
an explanation or basis for the projections and specify all assumptions used. Applicants must explain why the assumptions are reasonable. Specify the 
sources of non-operating income. 

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. 
Indicate CY or FY FY19 f FY20 I FY21 FY22 I FY23 
1. REVENUE 
a. Inpatient Services $ 	6,225,114 	$ 	7,620,996 	$ 7,690,357 	$ 7,751,047 	$ 7,751,047 
b. Outpatient Services $ 	1,955,596 $ 	2,626,533 $ 2,645,752 $ 2,665,119 $ 2,684,637 

Gross Patient Service Revenues $ 	8,180,710 10,247,529 

c. Allowance For Bad Debt $ 	665,984 	$ 	834,123 	$ 	841,355 	$ 	847,892 	$ 	849,489 
$ 	1,548,736 	$ 	1,939,741 	$ 	1,956,558 	$ 	1,971,759 	$ 	1,975,474 
$ 	125,002 	$ 	156,561 	$ 	157,919 	$ 	159,146 	$ 	159,445 

d. Contractual Allowance 
e. Charity Care 

Net Patient Services Revenue $ 	5,840,988 7,317,104 $ 7,380,277 $ 7,437,370 $ 7,451,275 

f. Other Operating Revenues 

NET OPERATING REVENUE $ 	5,840,988 7,317,104 $ 7,380,277 $ 7,451,275 $ 7,437,370 

2. EXPENSES 

a. Salaries & Wages (including benefits) $ 	4,891,417 $ 	5,099,538 $ 5,099,538 $ 5,099,538 $ 5,099,538 

b. Contractual Services $ 	133,298 $ 	210,920 $ 	187,059 $ 	188,206 $ 	189,361 
c. Interest on Current Debt $ 	 - $ 	 - $ 	- $ 	- $ 	- 
d. Interest on Project Debt $ 	 - $ 	 - $ $ 	- $ 	- 
e. Current Depreciation 
f. Project Depreciation $ 	504,609 $ 	508,949 $ 	508,949 $ 	424,956 $ 	424,956 
g. Current Amortization $ 	 - $ 	 - $ 	- $ 	- $ 
h. Project Amortization $ 	 - $ 	 - $ $ 	- $ 	- 
i. Supplies $ 	100,099 $ 	129,783 $ 	130,916 $ 	131,929 $ 	132,091 
j. Other Expenses (Pharmaceuticals) $ 	93,845 $ 	114,888 $ 	115,934 $ 	116,849 $ 	116,849 
k. Other Expenses (Recruitment, 

Training, Orientation) 
$ 	63,407 $ 	63,407 $ 	63,407 $ 	63,407 $ 	63,407 

I. Other Expenses (Other Misc. 
Expenses) 

$ 	351,725 $ 	366,698 $ 	366,698 $ 	376,698 $ 	366,698 

TABLE J. REVENUES 8~ EXPENSES, UNINFLATED -NEW FACILITY OR SERVICE
INSTRUCTION: 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 consistent with the projections in Table 1 and with the costs of Manpower listed
in Table L. Manpower. Indicate on the table if the reporting period is Calendar Year (CY) or Fiscal Year (FY). In an attachment to the application, provide
an explanation or basis for the projections and specify all assumptions used. Applicants must explain why the assumptions are reasonable. Specify the
sources of non-operating income.

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.
Indicate CY or FY FY19 FY20 FY21 FY22 FY23
1. REVENUE
a. In atient Services $ 6,225,114 $ 7,620,996 $ 7,690,357 $ 7,751,047 $ 7,751,047
b. Out atient Services $ 1,955,596 $ 2,626,533 $ 2,645,752 $ 2.665,119 $ 2,684,637

Gross Patient Service Revenues $ 8,780,710 $ 10,247,529 ~~##~#~# $ - $

c. Allowance For Bad Debt $
$
$

665,984
1,548,736

125,002

$
$
$

834,123
1,939,741

156,561

$
$
$

841,355
1,956,558

157,919

$
$
$

847,892
1,971,759

159,146

$
$
$

849,489
1,975,474

159,445
d. Contractual Allowance
e. Charit Care

Net Patient Services Revenue $ 5,840,988 $ 7,377,104 $ 7,380,277 $ 7,437,370 $ 7,451,275 $ - $

f. Other O eratin Revenues

NET OPERATING REVENUE $ 5,840,988 $ 7,317,104 $ 7,380,277 $ 7,437,370 $ 7,457,275 $ - $

2. EXPENSES

a. Salaries &Wages (including benefits) $ 4,891,417 $ 5,099,538 $ 5,099,538 $ 5,099,538 $ 5,099,538

b. Contractual Services $ 133,298 $ 210,920 $ 187,059 $ 188,206 $ 189,361
c. Interest on Current Debt $ $ - $ - $ - $
d. Interest on Pro~ect Debt $ - $ - $ - $ - $ -
e. Current De reciation
f. Project Depreciation $ 504,609 $ 508,949 $ 508,949 $ 424,956 $ 424,956

. Current Amortization $ - $ - $ - $ - $
h. Pro'ect Amortization $ - $ - $ - $ - $ -
i. Su lies $ 100,099 $ 129,783 $ 130,916 $ 131,929 $ 132,091
~. Other Ex enses Pharmaceuticals $ 93,845 $ 114,888 $ 115,934 $ 116,849 $ 116,849
k. Other Expenses (Recruitment,

Trainin ,Orientation
~ 63,407 $ 63,407 $ 63,407 $ 63,407 $ 63,407

1. Other Expenses (Other Misc.
Ex enses

~ 351,725 $ 366,698 $ 366,698 $ 376,698 $ 366,698



TABLE J. REVENUES & EXPENSES, UNINFLATED - NEW FACILITY OR SERVICE 
INSTRUCTION: 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 consistent with the projections in Table I and with the costs of Manpower listed 
in Table L. Manpower. Indicate on the table if the reporting period is Calendar Year (CY) or Fiscal Year (FY). In an attachment to the application, provide 
an explanation or basis for the projections and specify all assumptions used. Applicants must explain why the assumptions are reasonable. Specify the 
sources of non-operatingincome. 

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. 
Indicate CY or FY FY19 FY20 FY21 FY22 FY23 

TOTAL OPERATING EXPENSES $ 	6,138,400 6,494,183 $ 6,472,501 $ 6,401,583 $ 6,392,900 

TABLE J. REVENUES ~ EXPENSES, UNINFLATED -NEW FACILITY OR SERVICE
INSTRUCTION: 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 consistent with the projections in Table I and with the costs of Manpower listed
in Table L. Manpower. Indicate on the table if the reporting period is Calendar Year (CY) or Fiscal Year (FY). In an attachment to the application, provide
an explanation or basis for the projections and specify all assumptions used. Applicants must explain why the assumptions are reasonable. Specify the
sources ofnon-operating income.

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.

Indicate CY or FY FY19 FY20 FY21 FY22 FY23

TOTAL OPERATING EXPENSES $ 6,138,400 $ 6,494,183 $ 6,472,501 $ 6,401,583 $ 6,392,900 $ - $



TABLE K. REVENUES & EXPENSES, INFLATED - NEW FACILITY OR SERVICE 
INSTRUCTION: After consulting with Commission Staff, complete this table for the new facility or service (the proposed project). Table K should 
reflect inflation. Projected revenues and expenses should be consistent with the projections in Table I. Indicate on the table if the reporting period is 
Calendar Year (CY) or Fiscal Year (FY). In an attachment to the application, provide an explanation or basis for the projections and specify all 
assumptions used. Applicants must explain why the assumptions are reasonable. 

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. 
Indicate CY or FY FY19 FY20 FY21 FY22 I FY23 
1. REVENUE 
a. Inpatient Services $ 	6,225,114 $ 	7,761,381 $ 	7,976,280 $ 	8,187,295 $ 	8,338,080 
b. Outpatient Services $ 	1,955,596 $ 	2,674,865 $ 	2,744,018 $ 	2,814,015 $ 2,885,804 

Gross Patient Service Revenues $ 8,180,710 $ 10,436,246 $10,720,298 $11,001,310 $11,223,884 

c. Allowance For Bad Debt $ 	665,984 $ 	849,342 $ 	872,355 $ 	895,104 $ 	913,081 
d. Contractual Allowance $ 	1,548,735 $ 	1,975,154 $ 	2,028,648 $ 	2,081,551 $ 	2,123,355 
e. Charity Care $ 	125,002 $ 	159,420 $ 	163,737 $ 	168,007 $ 	171,381 

Net Patient Services Revenue $ 5,840,989 $ 7,452,330 $ 7,856,648 $ 8,016,067 $ 7,655,558 

f. Other Operating Revenues $ 

NET OPERATING REVENUE $ 5,840,989 $ 7,452,330 $ 7,655,558 $ 7,856,648 $ 8,016,067 

2. EXPENSES 

a. Salaries & Wages (including benefits) $ 	4,892,610 $ 	5,190,324 $ 	5,281,303 $ 	5,374,101 $ 	5,468,747 

b. Contractual Services $ 	133,646 $ 	214,950 $ 	194,766 $ 	199,644 $ 	204,644 
c. Interest on Current Debt $ 	- $ 	- $ 	- $ 	- $ 
d. Interest on Project Debt $ 	- $ 	- $ 	- $ 	- $ 
e. Current Depreciation $ 	- $ 	- $ 	- $ $ 
f. Project Depreciation $ 	504,609 $ 	508,949 $ 	508,949 $ 	424,956 $ 	424,956 
g. Current Amortization $ 	- $ 	- $ 	- $ 	- $ 
h. Project Amortization $ 	- $ 	- $ 	- $ 	- $ 	- 
i. Supplies $ 	100,099 $ 	132,356 $ 	136,158 $ 	139,923 $ 	142,863 
j. Other Expenses (Pharmaceuticals) $ 	93,845 $ 	117,186 $ 	120,618 $ 	124,001 $ 	126,481 
k. Other Expenses (Recruitment, 

Training, Orientation) 
$ 	63,407 $ 	64,675 $ 	65,969 $ 	67,288 $ 	68,634 

I. Other Expenses (Other Misc. 
Expenses) 

$ 	354,118 $ 	377,198 $ 	384,654 $ 	402,259 $ 	400,016 

TABLE K. REVENUES &EXPENSES, INFLATED -NEW FACILITY OR SERVICE
INSTRUCTION: After consulting with Commission Staff, complete this table for the new facility or service (the proposed project). Table K should
reflect inflation. Projected revenues and expenses should be consistent with the projections in Table 1. Indicate on the table if the reporting period is
Calendar Year (CY) or Fiscal Year (FY). In an attachment to the application, provide an explanation or basis for the projections and specify all
assumptions used. Applicants must explain why the assumptions are reasonable.

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.
Indicate CY or FY FY19 FY20 FY21 FY22 FY23
1. REVENUE
a.ln atientServices $ 6,225,114 $ 7,761,381 $ 7,976,280 $ 8,187,295 $ 8,338,080
b. Out atient Services $ 1,955,596 $ 2,674,865 $ 2,744,018 $ 2,814,015 $ 2,885,804

Gross Patient Service Revenues $ 8,780,710 $10,436,246 $ 70,720,298 $ 77,007,310 $ 77,223,884 $ - $

c. Allowance For Bad Debt $ 665,984 $ 849,342 $ 872,355 $ 895,104 $ 913,081
d. Contractual Allowance $ 1,548,735 $ 1,975,154 $ 2,028,648 $ 2,081,551 $ 2,123,355
e. Chari Care $ 125,002 $ 159,420 $ 163,737 $ 168,007 $ 171,381

Net Patient Services Revenue $ 5,840,989 $ 7,452,330 $ 7,655,555 $ 7,856,648 $ 8,076,067 $ - $

f. Other O eratin Revenues $ - $ - $ - $ - $ -

NET OPERATING REVENUE $ 5,840,989 $ 7,452,330 $ 7,655,558 $ 7,856,648 $ 8,076,067 $ - $

2. EXPENSES

a. Salaries &Wages (including benefits) $ 4,892,610 $ 5,190,324 $ 5,281,303 $ 5,374,101 $ 5,468,747

b. Contractual Services $ 133,646 $ 214,950 $ 194,766 $ 199,644 $ 204,644
c. Interest on Current Debt $ - $ - $ - $ - $ -
d. Interest on Pro~ect Debt $ - $ - $ - $ - $ -
e. Current De reciation $ - $ - $ - $ - $ -
f. Pro'ect De reciation $ 504,609 $ 508,949 $ 508,949 $ 424,956 $ 424,956

. Current Amortization $ - $ - $ - $ - $ -
h. Pro~ect Amortization $ - $ - $ - $ - $ -
i. Su lies $ 100,099 $ 132,356 $ 136,158 $ 139,923 $ 142,863
~. Other Ex enses Pharmaceuticals $ 93,845 $ 117,186 $ 120,618 $ 124,001 $ 126,481
k. Other Expenses (Recruitment,

Trainin ,Orientation
~ 63,407 $ 64,675 $ 65,969 $ 67,288 $ 68,634

I. Other Expenses (Other Misc.
Ex enses

~ 354,118 $ 377,198 $ 384,654 $ 402,259 $ 400,016



TABLE K. REVENUES & EXPENSES, INFLATED - NEW FACILITY OR SERVICE 
INSTRUCTION: After consulting with Commission Staff, complete this table for the new facility or service (the proposed project). Table K should 
reflect inflation. Projected revenues and expenses should be consistent with the projections in Table I. Indicate on the table if the reporting period is 
Calendar Year (CY) or Fiscal Year (FY). In an attachment to the application, provide an explanation or basis for the projections and specify all 
assumptions used. Applicants must explain why the assumptions are reasonable. 

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. 
Indicate CY or FY FY19 FY20 FY21 FY22 FY23 

TOTAL OPERATING EXPENSES $ 6,142,334 $ 6,605,638 $ 6,692,417 $ 6,732,172 $ 6,836,341 

TABLE K. REVENUES 8~ EXPENSES, INFLATED -NEW FACILITY OR SERVICE
INSTRUCTION: After consulting with Commission Staff, complete this table for the new facility or service (the proposed project). Table K should
reflect inflation. Projected revenues and expenses should be consistent with the projections in Table 1. Indicate on the table if the reporting period is
Calendar Year (CY) or Fiscal Year (FY). /n an attachment to the application, provide an explanation or basis for the projections and specify all
assumptions used. Applicants must explain why the assumptions are reasonable.

.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.

Indicate CY or FY FY19 FY20 FY21 FY22 FY23

TOTAL OPERATING EXPENSES $ 6,142,334 $ 6,605,638 $ 6,692,417 $ 6,732,172 $ 6,836,341 $ - $



TABLE K. REVENUES & EXPENSES, INFLATED - NEW FACILITY OR SERVICE 
INSTRUCTION: After consulting with Commission Staff, complete this table for the new facility or service (the proposed project). Table K should 
reflect inflation. Projected revenues and expenses should be consistent with the projections in Table I. Indicate on the table if the reporting period is 
Calendar Year (CY) or Fiscal Year (FY). In an attachment to the application, provide an explanation or basis for the projections and specify all 
assumptions used. Applicants must explain why the assumptions are reasonable. 

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. 
Indicate CY or FY FY19 I FY20 FY21 FY22 FY23 
3. INCOME 

a. Income From Operation $ 	(301,345) 846,692 963,141 $ 	1,124,476 $ 	1,179,726 

b. Non-Operating Income 

SUBTOTAL $ 	(301,345) 846,692 963,141 $ 1,124,476 $ 1,179,726 

c. Income Taxes 

NET INCOME (LOSS) $ 	(301,345) 846,692 963,141 $ 1,124,476 $ 1,179,726 

4. PATIENT MIX 
a. Percent of Total Revenue 

1) Medicare 28.2% 28.2% 28.2% 28.2% 28.2% 
2) Medicaid 39.4% 39.4% 39.4% 39.4% 39.4% 
3) Blue Cross 14.7% 14.7% 14.7% 14.7% 14.7% 
4) Commercial Insurance 11.5% 11.5% 11.5% 11.5% 11.5% 
5) Self-pay 4.6% 4.6% 4.6% 4.6% 4.6% 
6) Other 1.6% 1.6% 1.6% 1.6% 1.6% 

TOTAL 100.0% 100.0% 100.0% 100.0% 100.0% 0.0% 0.0% 

b. Percent of Equivalent Inpatient Days 
1) Medicare 28.4% 28.4% 28.4% 28.4% 28.4% 
2) Medicaid 39.3% 39.3% 39.3% 39.3% 39.3% 
3) Blue Cross 14.8% 14.8% 14.8% 14.8% 14.8% 
4) Commercial Insurance 11.4% 11.4% 11.4% 11.4% 11.4% 
5) Self-pay 4.7% 4.7% 4.7% 4.7% 4.7% 
6) Other 1.5% 1.5% 1.5% 1.5% 1.5% 

TOTAL 100.0% 100.0% 100.0% 100.0% 100.0% 0.0% 0.0% 

TABLE K. REVENUES &EXPENSES, INFLATED -NEW FACILITY OR SERVICE
INSTRUCTION: After consulting with Commission Staff, complete this table for the new facility or service (the proposed project). Table K should
reflect inflation. Projected revenues and expenses should be consistent with the projections in Table I. Indicate on the table if the reporting period is
Calendar Year (CY) or Fiscal Year (FY). In an attachment to the application, provide an explanation or basis for the projections and specify all
assumptions used. Applicants must explain why the assumptions are reasonable.

.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.
Indicate CY or FY FY19 FY20 FY21 FY22 FY23
3. INCOME

a. Income From Operation $ (301,345) $ 846,692 $ 963,141 $ 1,124,476 $ 1,179,726 $ - $ -

b. Non-O eratin Income

SUBTOTAL $ (301,345) $ 846,692 $ 963,147 $ 7,124,476 $ 1,179,726 $ - $

c. Income Taxes

NET INCOME (LOSS) $ (307,345) $ 846, 692 $ 963,141 $ 7, 724,476 $ 7,179, 726 $ - $

4. PATIENT MIX
a. Percent of Total Revenue

1 Medicare 28.2% 28.2% 28.2% 28.2% 28.2%
2 Medicaid 39.4% 39.4% 39.4% 39.4% 39.4%
3 Blue Cross 14.7% 14.7% 14.7% 14.7% 14.7%
4 Commerciallnsurance 11.5°/o 11.5% 11.5% 11.5% 11.5%
5 Self- a 4.6% 4.6% 4.6% 4.6% 4.6%
6 Other 1.6% 1.6% 1.6% 1.6% 1.6%

TOTAL 700.0% 700.0% 100.0% 700.0% 100.0% 0.0% 0.0%

b. Percent of Equivalent Inpatient Days
1 Medicare 28.4% 28.4% 28.4% 28.4% 28.4%
2 Medicaid 39.3°/o 39.3% 39.3% 39.3% 39.3%
3 Blue Cross 14.8% 14.8% 14.8% 14.8% 14.8%
4 Commercial Insurance 11.4% 11.4% 11.4% 11.4% 11.4%
5 Self- a 4.7% 4.7% 4.7% 4.7% 4.7%
6 Other 1.5% 1.5% 1.5% 1.5% 1.5%

TOTAL 100.0% 100.0% 100.0% 100.0% 100.0% 0.0% 0.0%



Anne Arundel Medical Center 

Certificate of Need Application: Acute Psychiatry 

Data Sources and Technical Notes 

Data sources 

Population data 

• Nielsen Site Reports 
o Population projections prepared for age cohort 18+ years based on COMAR 

definition for adult psychiatry services 

Hospital utilization data 

• Maryland hospitals: HSCRC Discharge Abstract Database and Experience Report 

• Anne Arundel Medical Center: HSCRC Confidential Dataset for data on readmissions 

• Washington, DC hospitals: District of Columbia Hospital Association Discharge 
Database (CY2014), obtained through the Maryland Health Care Commission 

o Total adult mental health admissions were documented for Anne Arundel County 
residents and determined to be very modest volume; therefore, this market 
volume was not incorporated into market projections 

Definitions adopted for analyses 

"Mental health" - The definition adopted for documenting "mental health discharges" and 
"mental health emergency room visits" was based on Clinical Classifications Software for ICD-
10 codes ("CCS codes") defined for Mental Health (Level 2 codes, 5.1-5.15). High level market 
analyses and utilization trends were documented on the basis of a mental health CCS code as 
primary. 

• This definition adopted for this analysis excluded substance use-related disorders and 
alcohol-related disorders (5.11-5.12) 

"AAMC-eligible mental health volume" - This phrase refers to the patient populations expected 
to be served by the proposed unit at the AAMC Specialty Mental Health Campus. AAMC plans 
to serve adult patients, age 18 years or more, including involuntary admissions and including 
those patients identified as suicidal who require treatment in a psychiatric unit. Patients with a 
substance use disorder as the primary diagnosis are not expected to be served in this unit. 

Anne Arundel Medical Center

Certificate of Need Application: Acute Psychiatry

Data Sources and Technical Notes

Data sources

Population data

• Nielsen Site Reports
o Population projections prepared for age cohort 18+ years based on COMAR

definition for adult psychiatry services

Hospital utilization data

• Maryland hospitals: HSCRC Discharge Abstract Database and Experience Report

• Anne Arundel Medical Center: HSCRC Confidential Dataset for data on readmissions

• Washington, DC hospitals: District of Columbia Hospital Association Discharge

Database (CY2014), obtained through the Maryland Health Care Commission

o Total adult mental health admissions were documented for Anne Arundel County
residents and determined to be very modest volume; therefore, this market
volume was not incorporated into market projections

Definitions adopted for anal ses

"Mental health" -The definition adopted for documenting "mental health discharges" and
"mental health emergency room visits" was based on Clinical Classifications Software for ICD-
10codes ("CCS codes") defined for Mental Health (Level 2 codes, 5.1-5.15). High level market
analyses and utilization trends were documented on the basis of a mental health CCS code as
primary.

• This definition adopted for this analysis excluded substance use-related disorders and
alcohol-related disorders (5.11-5.12)

"AAMC-eligible mental health volume" -This phrase refers to the patient populations expected
to be served by the proposed unit at the AAMC Specialty Mental Health Campus. AAMC plans
to serve adult patients, age 18 years or more, including involuntary admissions and including
those patients identified as suicidal who require treatment in a psychiatric unit. Patients with a
substance use disorder as the primary diagnosis are not expected to be served in this unit.



The AAMC-eligible acute care volume was defined by age, diagnosis code and days in an acute 
psychiatric unit: 

• All adult discharges (age 18+ years old) documented with a psychiatric DRG (DRG 750-
760) 

• All adult discharges with an ICD-9 psychiatric diagnosis code and having had at least 1 
or more days in an acute psychiatry unit in Maryland 

• All adult discharges with an ICD-9 diagnosis code identifying suicidal risk and 
accompanied by at least 1 day in an acute psychiatry unit 

A number of patient populations are not expected to be served in the proposed unit, and were 
therefore excluded from the total market volume and demand projection base on diagnosis codes. 
Patient cohorts excluded from the analyses were those patients identified by any one of the 
following diagnoses as a primary diagnosis: 

• Substance use disorders (ICD 9 codes 290-294) 
• Eating disorders (DRG 759) 
• Dementia/neurologic disorders (ICD9 290-294) 
• Developmental disabilities/intellectual disorders (ICD( codes 317-319) 

Service area definition for acute psychiatry for adult patients 

The proposed service area for cardiac surgery was defined in whole county units to include Anne 
Arundel County, Kent County, and Queen Anne's County. 

The AAMC-eligible acute care volume was defined by age, diagnosis code and days in an acute

psychiatric unit:

• All adult discharges (age 18+years old) documented with a psychiatric DRG (DRG 750-

760)

• All adult discharges with an ICD-9 psychiatric diagnosis code and having had at least 1
or more days in an acute psychiatry unit in Maryland

• All adult discharges with an ICD-9 diagnosis code identifying suicidal risk and

accompanied by at least 1 day in an acute psychiatry unit

A number of patient populations are not expected to be served in the proposed unit, and were
therefore excluded from the total market volume and demand projection base on diagnosis codes,
Patient cohorts excluded from the analyses were those patients identified by any one of the
following diagnoses as a primary diagnosis:

• Substance use disorders (ICD 9 codes 290-294)

• Eating disorders (DRG 759)

• Dementia neurologic disorders (ICD9 290-294)

• Developmental disabilities/intellectual disorders (ICD( codes 317-319)

Service area definition for acute psychiatry for adult patients

The proposed service area for cardiac surgery was defined in whole county units to include Anne
Arundel County, Kent County, and Queen Anne's County.



TABLE L. WORK fORCE INFORMATION 
INSTRUCTION: List the facility's existing staffing and changes required by this project. Include all majorjob categories under each heading provided in the table. The number of Full Time Equivalents (FTEs) should be calculated on the basis of 2,080 paid hours per year 
equals one FTE. In an attachment to the application, explain any factor used in converting paid hours to worked hours. Please ensure that the projections in this table are consistent with expenses provided in uninflated projections in Tables G and J. See additional 
instruction in the column to the right of the table. 

CURRENT ENTIRE FACILITY 
PROJECTED CHANGES AS A RESULT OF THE 

PROPOSED PROJECT THROUGH THE LAST YEAR OF 
PROJECTION (CURRENT DOLLARS) 

OTHER EXPECTED CHANGES IN 
OPERATIONS THROUGH THE LAST YEAR 
OF PROJECTION (CURRENT DOLLARS) 

PROJECTED ENTIRE FACILITY 
THROUGH THE LAST YEAR OF 

PROJECTION (CURRENT DOLLARS)" 

Job Category 

1. Regular Employees 

Current Year 
FTEs 

0.0 

Average Salary 
per FTE 

$0 

Current Year 
Total Cost 

$0 

FTEs 

1.0 

Average Salary 
per FTE 

$136,639 

Total Cost (FY23) 
(should be consistent 

with projections in 
Table J 

$136,639 

FTEs 
Average Salary 

per FTE 
Total Cost 

$0 

FTEs 

1.0 

Total Cost (should be 
consistent with 

projections in Table G) 

$136,639 
Administration List • neral categories add rows if needed  

Administrative Director 
Clinical Director 0.0 $0 $0 1.0 $94,286 $94,286 $0 1.0 $94,286 

Total Administration 

Direct Care Staff (List general categories, add rows if needed) 

Activity Therapist 0.0 $0 

$o 

$0 

2.0 

1.0 $64,286 

$230925 

$64,286 

$0 

$0 

2.0 

1.0 

$230,925 

$64,286 
Nurse Manager 0.0 $0 $0 1.0 $98,711 $98,711 $0 1.0 $98,711 
Nurse Practitioner 0.0 $0 $0 2.0 $122,039 $244,078 $0 2.0 $244,078 
Occupational Therapist 0.0 $0 $0 1.0 $82,885 $82,685 $0 1.0 $82,885 
Psych Tech 0.0 $0 $0 15.0 $37 8 8 $567,273 50 15.0 $567,273 
Psych Therapist 0.0 $0 $0 2.0 $75,000 $150,001 $0 2.0 $ 50 001 
Psychiatrist 0.0 $0 $0 2.5 $235,215 $588,038 $0 2.5 $588,038 
RN 0.0 $0 $0 10.0 $82,891 $828,908 $0 10.0 $828,908 
Social Workers 0.0 $0 $0 2.5 $60,878 $152,194 $0 2.5 $152,194 

Total Direct Care 
S • • rt Staff List • neral categories add rows if needed  

Discharge Coordinator 0.0 $0 

3O 

$0 

37.0 

1.5 $52,314 

$2,776,374 

$78,471 

SO 

$0 

37.0 

1.5 

$2 77 	74 

$78,471 
Finance Staff 0.0 $0 $0 3.0 $65,441 $196,323 $0 3.0 $196,323 
Food & Nutrition Staff 0.0 $0 $0 2.5 $36,165 $90,412 $0 2.5 590,412 
Pharmacist 0.0 $0 $0 1.0 $117,870 $117,870 $0 1.0 $117,870 
Pharmacy tech 0.0 $0 $0 1.0 $44,808 $44,808 $0 1.0 $44,808 
Reception/Office Asst. 0.0 $0 $0 3.5 $43,444 $152,055 $0 3.5 $152,055 
Security officer 0.0 $0 $0 7.2 $41,564 $299,259 $0 7.2 $299,259 
UR/Billing 0.0 $0 $0 2.5 $45,753 $114,383 $0 2.5 $114,383 

Total Support $0 22.2 $1,093,581 $0 22.2 $1,093,581 

REGULAR EMPLOYEES TOTAL 

2. Contractual Employees 

30 

$0 

61.2 $4,100,880.82 

$0 

SO 	 61.2 

$0 	 0.0 

$4,100,881 

$0 
Administration List •eneral cate•ones add rows if needed  

$0 $0 $0 	 0.0 $0 
$0 $0 $0 	 0.0 o 
$o $o $0 	 0.0 $0 

Total Administration 

Direct Care Staff (List general categories, add rows if needed) 

Somatic NP (CPT) 0.0 $0 

$0 

$0 	 0.5 $115,000 

SO 

$59,427.65 

$0 	 0.0 

50 	 0.5 $59,428 
$0 $0 $0 	 0.0 $0 
$0 $0 $0 	 0.0 $0 
$0 $0 $0 	 0.0 $0 

Total Direct Care Staff 
S • •ort Staff List •eneral categores add rows if needed  

$0 	 0.5 

$0 

$59 428 

$0 

$0 	 0.5 

$0 	 0.0 

$59 428 

$0 
$0 $0 $0 	 0.0 50 
$0 $0 $0 	 0.0 $0 
$0 $0 $0 	 0.0 $0 

Total Support Staff $0 $0 SO 	 0.0 $0 

CONTRACTUAL EMPLOYEES TOTAL 

Benefits (State method of calculating benefits below): 

0.0 $0 	 61.7 

° 

$5,099,538 0.0 

50 	 0.5 

$0 

1'`^,428 

$5,099,538 

23% of staff salary and 20% of physician salary 

TOTAL COST 

TABLE L. WORK fORCE INFORMATION
INSTRUCTION: List the facility's e~tisting staffing and changes requiretl by this project. Include afl majorjob categories under each heading providetl in fhe Yable. The num6e; of FNI Trme Equivalerfs (F7Es) should be calculatetl onYhe basis of 2,080 paidhours peg year
equals one FTE. 16 ah attachment to the application, exp/afn anyfactor used in convertiOg pBidfiours M worked riouf5. Please'ensure that the prtSec6ons In thS table are consistent with expenses provided /n uninfiated protections in Tables G and J. See addifional
instruction in the crolumn to the right of fhe table.: -

CURRENT ENTIRE FACILlfY
PROJECTED CHANGES AS A RESULT OFTHE

PROPOSED PROJECT THROUGH THE LAST YEAR OF
PROJECTION (CURRENT DOLLARS)

OTHER EXPECTED CHANGES /N
OPERATIONS THROUGH THE LAST YEAR
OF PROJECTION (CURRENT DOLLARS)

PROJECTED ENTIRE FACILITY
THROUGH THE LAST YEAR OF

PROJECTION (CURRENT DOLLARS) "

Job Category

1. Re ular Em to ees

Current Year
FTEs

Average Salary
per FTE

Current Year
ToWI Cost

FTEs
Average Salary

per FTE

Total Cost (FY23)
(should be consistent FTEs

wRh projections in
Table J

Average Salary
per FTE

Total Cost FTEs
TOWI Cost (should be

consistent with
projections in Table G)

Administration List enera/cafe ones atld rows if needed
Administrative Director 0.0 $0 $0 1.0 $136,639 $136,639 $0 1.0 $136,639
Clinical Director 0.0 30 $0 1.0 594,286 $94.286 $0 1.0 $94,286

ToUI Administrstion

Direct Care Staff (List general categories, add rows if needed)

Activity Therapist 0.0 $0

50

$0

2;0

1.0 $64,286

5230,925

$64,286

SO

$0

2.0

1.0

5230925

$64,286
Nurse Manager 0.0 $0 $D 1.0 $98,711 $98,711 $0 1.0 $98,711
Nurse Practitioner 0.0 $0 $0 2.0 $122,039 $244.078 $0 2.0 $244,078
Occupational Therapist 0.0 $0 $0 1.0 $62,885 $82,685 $0 1.0 $82,885
Psych Tech 0.0 $0 $0 15.0 $37,818 $567,273 $0 15.0 $567,273
Psych Therapist 0.0 $0 $0 2.0 $75,000 $150,001 $0 2.0 $150,001
Prychiatrist 0.0 $0 $0 2.5 $235,215 $588,038 $0 2.5 $588,038
RN 0.0 $0 $0 10.0 $82,891 $828,908 $0 10.0 $828,908
Social Workers 0.0 $0 $0 2.5 $60,878 $152,194 $0 2.5 $152,194

Total Direct Care
Su ort Staff List eneral cafe ones add rows if needed

So 37A 52,776,374 So 37D 52,77B374

Discharge Coordinator 0.0 $0 $0 1.5 $52,314 $76,471 $0 1.5 $78,471
Finance Staff 0.0 $0 $0 3.0 $65,441 $196,323 $0 3.0 $196,323
Food&Nutrition SWff 0.0 $0 $0 2.5 $36,165 - $90,412 $0 2.5 $90,412
Pharmacist 0.0 $0 $0 1.0 $1'17,870 $117,870 $0 1.0 $177,870
Pharmacy tech 0.0 $0 $0 1.0 $44,808 $44,808 $0 1.0 $44,808
ftece tion/Office Asst. 0.0 $0 $0 3.5 $M13,444 $152,055 $0 3.5 $152,055
Security officer 0.0 $0 $0 72 $41,564 $299,259 $0 72 $299,259
UR/Billing 0.0 $0 $0 2.5 $45,753 $114.383 $0 2.5 5114,383

Total Support 90 22.2 51,093,581 50 222 51,093,581

REGULAR EMPLOYEES TOTAL

2. Contractual Em to ees

SO 61.2 54,10Q880.82 $0 612 54,10Q881

Administration List eneral cafe ones add rows ifneeded
so so so o.o sa
so so so o.o so
so so so o.o so
so so so o.o so

Total Administration SO 50 50 0.0 SO

Direct Care Staff (List general categories, add rows ifneededJ



Anne Arundel Medical Center

Certificate of Need Application: Acute Psychiatry

Data Sources and Technical Notes

Data sources

Population data

• Nielsen Site Reports

o Population projections prepared for age cohort 18+ years based on COMAR

definition for adult psychiatry services

Hospital utilization data

~ Maryland hospitals: HSCRC Discharge Abstract Database and Experience Report

• Anne Arundel Medical Center: HSCRC Confidential Dataset for data on readmissions

• Washington, DC hospitals: District of Columbia Hospital Association Discharge

Database (CY2014), obtained through the Maryland Health Care Commission

o Total adult mental health admissions were documented for Anne Arundel County

residents and determined to be very modest volume; therefore, this market

volume was not incorporated into market projections

Definitions adopted for analyses

"Mental health" -The definition adopted for documenting "mental health discharges" and

"mental health emergency room visits" was based on Clinical Classifications Software for ICD-

10 codes ("CCS codes") defined for Mental Health (Leve12 codes, 5.1-5.15). High level market

analyses and utilization trends were documented on the basis of a mental health CCS code as

primary.

• This definition adopted for this analysis excluded substance use-related disorders and

alcohol-related disorders (5.11-5.12)

"RAMC-eligible mental health volume" -This phrase refers to the patient populations expected

to be served by the proposed unit at the AAMC Specialty Mental Health Campus. RAMC plans

to serve adult patients, age 18 years or more, including involuntary admissions and including

those patients identified as suicidal who require treatment in a psychiatric unit. Patients with a

substance use disorder as the primary diagnosis are not expected to be served in this unit.



The RAMC-eligible acute care volume was defined by age, diagnosis code and days in an acute

psychiatric unit:

• All adult discharges (age 18+ years old) documented with a psychiatric DRG (DRG 750-

760)

All adult discharges with an ICD-9 psychiatric diagnosis code and having had at least 1

or more days in an acute psychiatry unit in Maryland

• All adult discharges with an ICD-9 diagnosis code identifying suicidal risk and

accompanied by at least 1 day in an acute psychiatry unit

A number of patient populations are not expected to be served in the proposed unit, and were

therefore excluded from the total market volume and demand projection base on diagnosis codes.

Patient cohorts excluded from the analyses were those patients identified by any one of the

following diagnoses as a primary diagnosis:

• Substance use disorders (ICD 9 codes 290-294)

• Eating disorders (DRG 759)

• Dementia/neurologic disorders (ICD9 290-294)

• Developmental disabilities/intellectual disorders (ICD( codes 317-319)

Service area definition for acute ~s, cry for adult patients

The proposed service area for cardiac surgery was defined in whole county units to include Anne

Arundel County, Kent County, and Queen Anne's County. ,
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I 

AAHVAAIVic Board of Trustees  
Resolution 

Anne Arundel 
Medical Center 
2001 Medical Parkway 
Annapolis, Md. 21401 
443481-1000 
TDD: 443-4814235 
AcAAMC.org  

Inpatient Mental Health Unit Certificate of Need Application 

Whereas, Anne Arundel Medical Center (AAMC) strives to respond to the health needs of the 

communities it serves, and 

Whereas, Anne Arundel County has documented an 11 percent increase in the number of 

residents seeing mental health services in the past year, nearly 145 percent greater than a 

decade ago, and 

Whereas, the County's most recent Healthy Anne Arundel Coalition's COMMUnity tioalth Nads 

Assessment has identified a rise in mental health issues, higher stress levels among families and 

children, and a lade of services and service providers, and.  

Whereas, Anne Arundel Cavity has WitheSsed an almost three-fold increase in the nurriber of 

heroin-related deaths betwe-01-1 2Q10 and ?MA, while co-oocurdngdiSorders often go untreated. 
due to.lack of -appropriatecare, and 

Whereas, AAMC offers services to meet many of these needs, including Pathways, its 40-bed 

Substance use treatment facility, as well as an outpatient mental health clinic and other 

outpatient services, and 

Whereas, AAMC is one of Maryland's busiest hospitals where staff faced the need last year to 

transfer. nearly 1,000 patients from its emergency room for inpatient psychiatric treatment to 

other facilities, causing a disruption of care and added stress on patients and families, and.  

Whereas , AAMC has submitted an application to the Maryland Health Care Commission for a 

Certificate Of Need to establish an inpatient mental heath unit - the,. missing, component of its 

otherWise comprehensive mental health program — and, 

Whereas, this unit will complement AAMC's existing mental health services and provide a 

critical anchor for the County's network of outpatient services for mental health, 

Resolution

2041 Medical Parkway
Annapolis, Md. 21401
443~k81-SOQO
TDp: 443-~i81-1295

askllAMG.org

Inp.at exit Mental: Heath Unit Certificate of Need Application

U[ilier~as, Anne Arundel Medical Cenfier tAAMCj strives fio respond to the health needs of the
communities it serves; and

Whereas, Anne Arundel 'County has. documented an 11 percent increase in the: number of
residents seeing mental health ~eeuices in tha past year, nearly 145 percenti greater- fhan a
d~~ade ago, and

Whereas,,the Cciunty's m;a$t recent Heathy Anne' Arundel Caal~t on's Cpm.rriun ty klealt~r,Ne~ds

Assessment Fias identified a rise. in men#af health issues,, higher stress levels among families and.
c}iildren, and a lack of services and service providers,.and.

V!/hereas, Anne Arundel County has witnessed an almo$t three-fold increase in the number of
heroin~relat~a deaths between 2Q10 and :20.4, while co-occurring disorders often gv untreated.
due to;lack of appropriate care, and

1Nhereas,. AAIVIG offers services tv meet many of these needs, including Pathways, its 40-ked.
substance use treatrrient facility, as. well as an oufipa~'rerit mental health clinic and other
ou#patient se'ruices, and

Whereas, RAMC is one of Maryland's busiest hiospitals' tnthere staff faced the need last year to
transfer. nearly 1,000 paEients from 'its emergency roam' far inpafiient psychiatric treatment to

'other facilities; causing a disruption of care and added stress an patlent5 and families; and.

Whereas , AAMC has submitted an application to the Maryland Health Care Commission far a

Certificate cif Need to ~stabf~sh an inpatFent mental health unit- t~e~.missing,companentof its

ofhervllise corripr"eii'er~sive merttai health prograrim —and,

11Uhereas this unit will complement AAMC's existing mental health services and provide a

critical anchor Far the County's r~etwark of outpatient seruices for mental Health,



AAHS/AAMC Board of Trustees Resolution 
inpatient Mental Health Unit Certificate of Need Application 

Page 2 

Now, therefore, be it resolved on this 28th day of January, 2016, that the AAHS/AAMC Board of 
Trustees, its officers and members, does hereby fully endorse AAMC's Certificate of Need 
application for an inpatient mental health unit and urges the Maryland Health Care Commission 
to grant permission as expeditiously as possible to meet this growing need in our community. 

Signature 
Ed Gosselin, Chairman 

AAHS/AAMC Board of Trustees 

Signature 

MaulikJoshi, Dr. P.1-1., Secretary 

AANSAAMC Board of Trustees 

01/28/16 

2 

j
i

AAHS/RAMC hoard of Trustees Resolution

Inpatient Mental Heslth Unit Certificate of Need Application
Age 2

Now, fiherefore, be €t resolved on this 28th day of January, 2p~.6, that the AAl-i5/RAMC Bu~rd of

Trusfiees, ~tts officers and members, does E~er~by fully endt~rse AftIVIC's Certificate of Need
application for an 9npa#ient mental health unit and urges the Maryland Heai~h Care commission
to gram permission as expeditiously as possibly to meet this growing Head Pn our community.

Ed GaSse(in, Chairman

AAHS/AAMC Board +~f Trustees

Signature M~ fly

Maulik Jnshi, Dr. P.FI., Secretary

AAHSJAAMC Board of Trustees

2



Catherine A. Adelman 
Secretary 

Anne Arundel 
LI Medical Center 

Foundation 

2001 Medical Parkway 

AAMC Foundation Board of Directors Annap 

Belcher

o 

 Pavilion, Suite

lis, MD 21401 604 

Resolution 	 443-481-4747 

askAAMC.org  

Inpatient Mental Health Unit Certificate of Need Application 

Whereas, Anne Arundel Medical Center (AAMC) strives to respond to the health needs of the 
communities it serves, and, 

Whereas, Anne Arundel County has documented an 11 percent increase in the number of residents 
seeking mental health services in the past year, nearly 145 percent greater than a decade ago, and, 

Whereas, the County's most recent Healthy Anne Arundel Coalition's Community Health Needs 
Assessment has identified a rise in mental health issues, higher stress levels among families and children, 
and a lack of services and service providers, and, 

Whereas, Anne Arundel County has witnessed an almost three-fold increase in the number of heroin-
related deaths between 2010 and 2014, while co-occurring disorders often go untreated due to lack of 
appropriate care, and, 

Whereas, AAMC offers services to meet many of these needs, including Pathways, its 40-bed substance 
use treatment facility, as well as an outpatient mental health clinic and other outpatient services, and, 

Whereas, AAMC is one of Maryland's busiest hospitals where staff faced the need last year to transfer 
nearly 1,000 patients from its emergency room for inpatient psychiatric treatment to other facilities, 
causing a disruption of care and added stress on patients and families, and, 

Whereas, A.AMC has submitted a request to the Maryland Health. Care Commission for a Certificate of 
Need to establish an inpatient mental health unit - the missing component of its otherwise 
comprehensive mental health program — and, 

Whereas, this unit will complement AAMC's existing mental health services and provide a critical anchor 
for the County's network of outpatient services for mental health. 

Now, therefore, be it resolved on this 25th  clay of January, 2016, that the Anne Arundel Medical Center 
Foundation Board of Directors, its officers and members, does hereby fully endorse Anne Arundel 
Medical. Center's Certificate of Need for an inpatient mental health unit and urges the Maryland Health 
Care Commission to grant permission as expeditiously as possible to meet this growing need in our 
co r1unity. 

Ric and C. Springe 
Chair 

Anne Arund~~
~'~ Medical Center

Foundation

-~.,~-~a.,.~, ,~' V U111JR1.1Vli ~,aard of Directors
Resolution

2001 A9edical Parkway
Belcher Pavilfan, Suite 604
Annapolis, ACID 21~~Q1
Gti3•GP1-~~747
askAAMC.org

Inpatient. Mental Health Uni$ Certificate of Need Application

Whereas, Anne .Arundel Medical Center (AAMC) strives to respond to the health needs of the
coanm~tnities it serves, and,

Whereas, Acme Arundel County has documented au 11 percent increase in the number of residents
seeking mental health services in the past year, nearly 145 percent greater than a decade aga, and,

Whereas, the County's most recent Healthy Anne Arundel Coalition's Couunttnity T3ea1t11 Needs
Assessment has identified a rise in mental health issues, higher stress levels among families and children,
and a lack of services and service providers, aud,

Whereas; Anne Arundel County has witnessed an almost three -fold increase in the number of heroin -
related deaths between 2010 and 201 ,while co-occurring disorders often go untreated due to Lack of
appropriate care, and,

Whereas, RAMC offers services to meet many of these needs, including Pathtivays, its 4Q-bed substance
use treatment facility, as well as an outpatient mental health clinic and other outpatient services, and,

Whereas, RAMC is one. of Maryland's busiest hospitals where staff faced the need last year to transfer
nearly 1,000 patients from ifs emergency room far inpatietat psychiatric treatment to at.her facilities,
causing a disr~iption of care and added stress on patients and families, and,

Whereas, A.AMC has submitted a xequesti to the Marylancfi. Health. Care Cornmissiaz~ fay a Certificate of
Need. to establish au inpatient mental Health u~iit - the missing component of its otlie~tivise
cornpxehensive mental health program —and,

Whereas, this unit will complement AAMC's existing mental health services and provide a critical anchor
~'or the County's network of outpatient services far mental health.

Now, therefore, be it resolved on this 2Si h clay of January, 201fi, that the Anna Arrmdel Medical Center
Fouuda~i~n Board of Directors, its officers and members, does hereby fiilly endorse Anne Arundel
Medical. Center's Certificate of Need far an inpatient meirtal health unit and urges the Maryland Health
Care Commission to grant permission as expeditiously as possit~le to meet this growing need in otu•
co unity.

Ric and C. Springe ~ Catherine A. Adelman
Chair Secretary



Board Members Board Members



December 2, 2015 

Kevin R. McDonald, Chief 

Certificate of Need 

Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

Subject 	Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for 

an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

I am writing to offer my strong support for the Certificate of Need application submitted by Anne 

Arundel Medical Center (AAMC) to establish an inpatient mental health unit. This type of service is 

critically needed in our region. 

Anne Arundel Medical Center is my hospital of choice. For many years, AAMC has been providing many 

of the mental health and substance use services that the community relies on, such as substance use 

treatment and outpatient mental health clinics. They're also developing a psychiatric day treatment 

hospital program to help meet the growing needs of our community. An inpatient mental health unit 

would create a more seamless experience for those needing this level of care and alleviate the burden of 

being transferred and experiencing detrimental delays in treatment as they wait for availability at 

another facility. I have had to personally make the out of area one hour commute to the closest facility 

and have friends in the community who also have had to leave the area for mental health care. An 

inpatient mental health unit would certainly improve the quality and access of mental healthcare 

available in my community. 

I understand and appreciate that the Maryland Health Care Commission (MHCC) must approve hospitals 

in Maryland that seek to provide inpatient mental health services. I fully support this project, and hope 

the MHCC will see the value and benefit of AAMC's application to provide this much needed service in 

my community. 

Thank you in advance for your consideration. 

Sincerely, 

Laura J. Westervelt 

cc: Anne Arundel Medical Center 

December2, 2015

i<evin R. McDonald, Chief
Certificate of Need
Maryland Health Care Commission
4160 Patterson Ave
Baltimore, MD 21215-2299

Suiaject: Letter of Support; ~4nne Arundel Medical Center's Certificate of need Application for

an Inpatient Mental Health Unit

Dear Mr. McDonald:

am writing to offer my strong support for the Certificate of Need application submitted by Anne

Arundel Medical Center (AAMC) to establish an inpatient mental health unit. This type of service is

critically needed in our region.

Anne Arundel Medical Center is my hospital of choice. For many years, AAMC has been providing many
of the mental health and substance. use services that the community relies on, such as substance use

treatment and outpatient mental health clinics. They're also developing a psychiatric day treatment

hospital program to help meet the growing needs of our community. An inpatient mental health unit
would create a more seamless experience for those needing this level of care and aNeviate the burden of
being firansferred and experiencing detrimental delays in treatment as they wait for availability at

another facility. I have had to personally male the out of area one hour commute to the closest facility
and have firiends in the community who also have had to leave the area for mental health care. An

inpatient mental health unit would certainly improve the quality and access of mental healthcare
available in my community.

understand and appreciate that the Maryland Health Care Commission (MHCC) must approve hospitals
in Maryland that seep to provide inpatient mental health services, I fully supporfi this project, and hope
the MHCC will see the value and benefit of AAMCs application to provide this much needed service in
my carnmun+ty.

Thank you in advance for your consideration,

Sincerely,

t.~Ktur,~ W.~ 3

Laura J. Westervelt

cc: Anne Arundel Medical Center



Edward Gosselin 

December 10, 2015 

Mr. Kevin R. McDonald, Chief 
Certificate of Need 
Maryland Health Care Commission 
4160 Patterson Avenue 
Baltimore, MD 21215-2299 

Re: Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for an 
Inpatient Mental Health Unit 

Dear Mr. McDonald: 

I am writing to state my support for Anne Arundel Medical Center's Certificate of Need application 
to establish an inpatient mental health unit. As Chairman of the. Board of Trustees I recognize the 
critical need for this program in Anne Arundel County, which is where I reside. The new facility and 
services will improve the quality and access of mental healthcare available to the community 

Fox many years, AAMC has been providing mental health and substance use services for which the 
community relies. [ have personally witnessed the positive impact these substance use services and 
treatment have had on patients. Combined with a psychiatric day treatment hospital program that 
AAMC is developing, an inpatient mental health unit will create a seamless experience for those 
needing a higher level of care, and alleviate the burden and disruption in being transferred or waiting 
to be transferred to another facility. 

AAMC has the resources, support of the Board of Trustees and commitment to implement a mental 
health program of the highest quality for the community. 

I understand and appreciate that the Maryland Health Care Commission (MHCC) must approve 
hospitals in Maryland that seek to provide inpatient mental health services. I fully support this project 
and hope the MHCC will see the value and benefit of AAMC' s application to provide this much 
needed service in our community. 

Thank you for your consideration. 

Sincerely 

Edward W Gosselin 

CC: Anne Arundel Medical Center 

268 Providence Road Annapolis, Maryland 21409 

Edward Gc~sselin

December 10, 2Q1.S

Mr. Kevin R. McDonald, Chief
Certificate of Need.
Maryland Health Care Commission
41601'attersan Avenue
Baltiiuore,lVID 21215-2299

Re: Letter of Support: A7v~e Arundel Medical Centey's Certificate of Need Application for an
In}~atient IVlental Hea1Ch Unit

Dear Mr. McDonald:

1 am writing to state my suppo7~t for Arnie Arundel Medical Center's Certi~caYe ofNeed application
to establish aii inpatient mental healt~i unit. As Chairman of t1~e Board of Trustees I recagi~ize the
critical need for this program in Anne Anindel County, which is where I reside. The new facility and
services will improve the quality alid access of mental healthcare available to the community

Fox many years,l~AMC has been prUviding mental healfh and substa~~ce use services for which the
community relies. C have personally witnessed the positive impact these substaslce use seivicas and
treatment have had on patients. Combined with a psychiatric day nearinent hospital program that
RAMC is developing, an inpatient metltal health anit will create a seamless experience for those
needing a Higher level of ca~~e, and alleviate the burden and disruption iu being transferred ar waiting
to be transferred to aliother facility.

AAMC has the resources, support of the Board of Trustees and cotnn~itmevt to implement a mental
health program of the highest quality fir tl~e eolnmunity.

I understand and appreciate that the Maryland Health Ca~~e Commission (.IvIHGC) must approve
hospitalsvz Maryland that seek to provide inpatient ~~►ental health services. I fiilly support this project
acid hope- the MHCC will see the value and benefit of AAMC's application to provide this much
needed service in our cam~nunity.

Thai~lc you for your consideration.

Sincerely
~A=

~' ~' ~~_

Edward W Gosseliu

CC: Aa1ne Ar~.1ndE1 Mecizeal Ce~atet~

268 Providence Road Annapolis, Maryland 21409



Gary Jobson 
10 Thompson Street 

Annapolis, Maryland 21401 

December 18, 2015 

Mr. Kevin R McDonald, Chief 
Certificate of Need 
Maryland Health Care Commission 
4160 Patterson Avenue 
Baltimore, Maryland. 21215 

SUBJECT: LETTER OF SUPPORT: Anne Arundel Medical Center's Certificate of Need 
Application for an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

I serve as Vice Chair of the Board of Directors of Anne Arundel Medical Center. As a 
board member for the past six years it has become very clear that our county has a severe 
shortage of inpatient medical health services. According to Healthy Anne Arundel Coalition's 
Community Health Needs Assessment, the treatment for mental health disorders has been 
fragmented and disconnected. We are facing a crisis with mental health and substance abuse 
that has resulted in severe long time term problems including suicides. We are working to deal 
with this growing issue by increasing access to integrated mental health and substance use 
treatment for people in our county. For this reason we believe it is vital that we establish an 
inpatient mental health unit. 

The case for this Certificate of Need is strong. In 2014 over 1,000 people who came to 
our emergency room needing inpatient mental health care. We had to transfer these people to 
other facilities in the state. Regrettably, many people are forced to wait for long periods until 
space becomes available, There are simply not enough adequate facilities in Anne Arundel 
County. Our plan is to address this growing need. 

An Inpatient Mental Health Unit would allow patients to seamlessly transition among 
levels if care at our facility. This would improve care, and reduce the length of stay. Costs for 
these services would be reduced. Many of our dedicated donors, and supporters recognize the 
need for this type of care, and we expect strong philanthropic support. 

Anne Arundel Medical Center is dedicated to providing the highest level of health care 
for our growing community. We are dedicated to serving people during their times of need. We 
are grateful for your support for this essential service. 

Sincerely, 

Gary Jobson 
Vice Chairman 
Board of Trustees 

i

Gary Dobson
10 Thompson Street

Annapolis, Maryland 214Q1

December 18, 2015

Mr. Kevin R McDonald, Chief
Certificate of Need
Maryland Health Care Commission
49 60 Patterson Avenue
Baltimore, Maryland. 21215

SUBJECT: LETTER Off' SUPPgRT: Anne Arundel Medical Center's Certificate of Need
Application far an Inpatient Mental Health Unit

Dear Mr. McDonald:

serve as Vice Chair of the Board of Directors of Anne Arundel Medical Center. As a
board member for the past six years it has become very clear that our county has a severe
shortage of inpatient medical health services. According to Healthy Anne Arundel Coalition's
Community Heath Needs Assessment, the treatment for mental health disorders has been
fragmented and disconnected. We are facing a crisis with mental health and substance abuse
that has resulted in severe long time term problems including suicides. We are working to deal
with this growing issue by increasing access to integrated mental health and substance use
treatment for people in our county. Far this reason we believe it is vital that we establish an
inpatient mental heath unit.

The case for this Certificate of Need is strong. 1n 2014 over 1,000 people who came to
our emergency room needing inpatient mental health care. We had to transfer these people to
other facilities in the state. Regrettably, many people are forced #o wait for long periods until
space becomes available, There are simply not enough adequate facilities in Anne Arundel
County, Our plan is to address this growing Head.

An Inpatient Mental Hea!#h Unit would allow patients to seamlessly transition among
levels if care at our facility. This would improve care, and reduce the length of stay. Costs for
these services would be reduced. Many of our dedicated donors, and supporters recognize the
need far this type of care, and we expect strong philanthropic support.

Anne Arundel Medical Center is dedicated to providing the highest level of health care
for our growing community. We are dedicated to serving people during their times of Head. We
are grateful for your support for this essential service.

Sincerely,

Gary Dobson
Vice Chairman
Board of Trustees



Kevin R.McDonald,Chief 
Certification of Need 
Maryland Health Care Commission 
4160 Patterson Ave 
Baltimore MD 21215-2299 

17 2.a I.5 

Letter of Support:AAMC is Certification of Need Application 
For an Inpatient Mental Health Unit 

Dear Mr McDonald 

I am writing to offer my strong support for AAMC to establish an inpatient mental health unit. This service is critically 
needed in our region. 
AAMC my hospital of choice,has been providing many of the mental health and substance use services that our 
community relies on,An inpatient mental health unit would create a more seemless experience for those needing this 
level of care and would improve the quality and access of mental health care available in my community. 
I  ully s po thi p ject and hope MHCC will see the value and benefit of AAMC's application to provide this service. 

Jo n M. etcher 
Executive Chairman 
System Enterprise Solutions 
443-454-6195 
256 Riverside Roact,Edgewater MD 21037 
Sent from my iPad 

Kevin R.McDonald,Chief
G~rtification of Need ~J/~ 2 ~ z-~0 ~ .J'
Maryland Health Care Commission
4160 Patterson Ave
Baltimore MD 212.5-2299

Letter of Suppol-r:AAMC's Certification of Need Application
For an Inpatient 1171ental Health Unit

Dear Mr McDonald

am writing to offer my strong support far AAMC to establish an inpatient mental health unit, This service is critically
needed in our region.
AAMC my hospital of choice,has been providing many of the mental health and substance use servlces:.that our
community relies on.An Enpatient mental health unit would create a mare seamless experience for those needing this
level of care and would improve the quality and access of mental heath care available in my community,

idly s po thi p ject and hope MHCC will see the value and benefit of AAMG's application to provide this service.

Jo n M. etcher
Executive Chairman
System Enterprise Solutions
443-454-6195
256 Riverside R~ad,~dgewater MD 21037
Sent from my iPad

1



The Ellerson Group 
December 11, 2015 

cc: Anne Arundel Medical Center 

415 Fourth Street, Suite 101 
Annapolis, MD 21403 

Kevin R. McDonald, Chief 

Certificate of Need 

Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for 

an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

I am writing to offer my strong support for the Certificate of Need application submitted by Anne 

Arundel Medical Center (AAMC) to establish an inpatient mental health unit. This type of service is 

critically needed in our region. 

Anne Arundel Medical Center is my hospital of choice. For many years, AAMC has been providing many 

of the mental health and substance use services that the community relies on, such as substance use 

treatment and outpatient mental health clinics. They're also developing a psychiatric day treatment 

hospital program to help meet the growing needs of our community. An inpatient mental , health unit 

would create a more seamless experience for those needing this level of care and alleviate the burden of 

being transferred and experiencing detrimental delays in treatment as they wait for availability at 

another facility. An inpatient mental health unit would improve the quality and access of mental 

healthcare available in my community. 

I understand and appreciate that the Maryland Health Care Commission (MHCC) must approve hospitals 

in Maryland that seek to provide inpatient mental health services, I fully support this project, and hope 

the MHCC will see the value and benefit of AAMC's application to provide this much needed service in 

my community. 

Thank you in advance for your consideration. 

410.280.3103 . 800,269.9229 • FAX 410,280.9024 

~~

-~~

Thy ~Ilersan Group
December 11, 201.5

Kevin R. (vlcDonaid, Chief

Certlf{cate of Need

Maryland Health Care Cammissian

4160 Patterson Ave

Baltimore, MO 2 .215-2299

415 Fourth Street, Suite 1 Q1
Annapolis, MD 21403

Subject: Letter of Support: Anne Arundel Medical Center's Certificate of Need Appiic~tion far

an inpatient Mental Health Unit

Dear Mr. McDon8ld:

am writ(ng to ofFer my strong support for the Certificate of Need appl3catian submitted by Anne

Arundel Medical Center (RAMC) to establish an inpatient mental health unit. This type of service is

critically needed in our region.

Anne Arundel Medical Center is my hospital of choice. For many years, AAMC has been providing many

ofthe mental health and substance use services thatthe community relies on, such as substance use

treatment and oufipatient mental health clinics, They're also developing a psychiatric day treatment

hospital program to help meet the growing needs of our community. An inpatient mentaf,health unit

would create a more seamless experience for those needing this level of care and alleviate the burden of

being transferred and experiencing detrimental delays in treaCment as they wait for availability at

another facility. An inpatient mental health unit would improve the quality and access of mental

healthcare available in my community,

understand and appreciate that the Maryland Health Care Commission (MHCC) must approve hpspitals

in Maryland that seek to provide inpatient mental health services. I fully support this project, and hope

the MHCC will see the value and benefit of AAMC's application to provide this much needed service in

my community.

Thank you in advance faryaurconsideration.

Sinc rely

J mes P. Iler

ec: Anne Arundel Medical Center

41 Q.28Q,3I03 • aaa,2b9,9229 +FAX ~! 10.280.9024



Anng Arundel 
Medical Center 

2001 Medical Parkway 

Annapolis, MD 21401. 

40-481-1000  

TDD: 443-481-1235 

www.aahs.org  

November 30, 2015 

Kevin R. McDonald, Chief 

Certificate of Need 

Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

Subject: 	Letter of Support Anne Arundel Medical Center's Certificate of Need Application for 

an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

As President of the Anne Arundel Medical Center (AAMC) Auxiliary, I appreciate the opportunity to offer 

my support for AAMC's Certificate of Need application to establish an inpatient mental health unit. I am 

aware of AAMC's longstanding commitment to providing critically-needed mental health and substance 

use treatment services to our community. Establishing an inpatient mental health unit to complement 

these existing quality services will help meet a growing need. 

As you know, AAMC is one of the busiest hospitals in Maryland. In 2014, more than 1,000 people who 

came to AAMC's emergency room needing inpatient mental health care were transferred to other 

Maryland facilities. Because of the overwhelming shortage of this type of care, patients often are forced 

to wait for space to become available, causing delays in care. Unfortunately, I have had personal 

experience with this within my own family. 

In response to the community health needs assessment conducted in 2012, the vision for AAMC's 

mental health and substance use program includes coordinated, individualized, evidence-based care 

plans that put patients on the path to healing and recovery. There are not enough inpatient mental 

health services available in Anne Arundel County—a critical piece for coordinated care. 

According to Healthy Anne Arundel Coalition's Community Health Needs Assessment, the treatment for 

co-occurring disorders (mental health and substance use) has been fragmented and disconnected. In 

fact, it is the top disparity in Anne Arundel County. The rates for suicide and binge drinking are higher in 

Anne Arundel County as compared to state and national averages. AAMC is working to address this by 

increasing access to integrated mental health and substance use treatment for county residents. An 

inpatient mental health unit is one important piece of this. 

Anne Arundel Health System 
	

Anne Arundel Medical Center 
	

Anne Arundel Medical Center Foundation 

Pathways Alcohol & Drug Treatment Program 
	

Anne Arundel Health Care Enterprises 

Anne Arundel Diagnostics 
	

Anne Arundel Real Estate Holding Co. 

~ * a

•. , ,. ~.

zoos Medical Parkway

Annapolis, MD z14o1

443.4$ 1-lUoo

7DD; 4A~-t~Bz-x235
www.aahs.org

November 30, 2015

Kevin R, McDonald, Ghief
Certifiicate of Need
Maryland Health Care Commission
4260 Patterson Ave
Baltimore, MD 21215=2299

Subject; i.etter of Supports Anne Arundel Medical Center's Certificate of Need Application for

an Inpatient Mental Health Unit

Dear Mr. Mcponald:

As President of the Anne Arundel Medical Center {AAMC) Auxiliary, I appreciate the opportunity to offer

my support for AAMCs Certificate of Need application to establish an inpatient mental health unit. I am

aware of AAMC's longstanding commitment to providing critically -needed mental health and substance

use treatment services to our community. Establishing an inpatient mental health unit to complement
these existing quality services will helpmeet a growing need.

As you know, AAMC is one of the busiest hospitals in Maryland. In 2014, more than 1,Q00 people who
same to AAMCs emergencyroom needing inpatient mental health care -were transferred to other
Maryland facilities. Because of the pverwhelming shortage of this type of care, patients often are forced
to wait far space to become available, causing delays in care. Unfortunately, I have had personal
experience with this within my awn family.

In response to the community health needs assessment conducted in 2012; the vision for AAMCs
menfial health and substance use program includes coordinated, individualized, evidence -based care
plans that put patients on the path to healing and recovery, There are not enough inpatient mental
health services available in Anne Arundel County—a critical piece far coordinated care.

According to Healthy Anne Arundel Coalition's Community Health Needs Assessment, the treatment for
co-occurring disorders (mental health and substance use) has been fragmented and disconnected. In
fact, it is the top disparity in Anne Arundel County. The rates for suicide and binge drinking are higher in
Anne Arundel County as compared to state and national averages. RAMC is working to address this by
increasing access to integrated mental health and substance use treatment for county residents, An
inpatient mental health unit is one important piece of this.

Anne ArundelHeal['hSystem ~anneA;undelMedicalGer.[er Anne.~rundz(MedicalCenteri-oundatiun
~ath4vsys Alcohol & prug'(reatment Prcrgrarn Anne Arundel Health Cate EnTerpri,es
Arne Arurictei Diagnostic, Anni ArundeC Rea([state Holding Cu.



Given the outstanding reputation of AAMC and Anne Arundel County's critical lack of access to inpatient 

mental health programs, I urge the Maryland Health Care Commission to approve AAMC's application to 

provide inpatient mental health care as soon as possible. 

Thank you for your consideration in this very important matter. 

Sincerely, 

Sherry Morrissette 

President, Anne Arundel Medical Center Auxiliary 

cc: Anne Arundel Medical Center 

Given the outstanding reputation of RAMC and Anne Arundel County's critical lack of access to inpatient

mental healCh programs, I urge the Maryland Health Care Commission to approve AAMC's application to

provide inpatient mental health care as span as passible,

Thank you for your consideration in this very important matter.

Sincerely;

Sherry Morrissette

President, Anne Arundel Medical Center Auxiliary

cc: Anne Arundel Medical Center



Theodore I. Pincus 

2157 Sand Castle Ct. 

Annapolis, MD 21403 

December 10, 2015 

Kevin R. McDonald, Chief 

Certificate of Need 

Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

Subject:Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for an 

Inpatient Mental Health Unit 

Dear Mr. McDonald: 

I am writing to offer my personal strong support for the Certificate of Need application submitted by 

Anne Arundel Medical Center (AAMC) to establish an inpatient mental health unit. This service is more 

than critically needed in our region. 

I'm sure you are aware that AAMC has already been providing many of the mental health and substance 

use services that the community relies on, including substance use treatment and outpatient mental 

health clinics. They're also developing a psychiatric day treatment hospital program to help meet our 

community's growing needs. An inpatient mental health unit would improve the quality and access of 

mental healthcare available in my community and help relieve the burden to patients of being 

transferred to another facility and probably experiencing detrimental delays in treatment. There are 

simply not enough inpatient mental health services available in Anne Arundel County. 

AAMC has a reputation for providing high-quality cost-effective healthcare, including mental health and 

substance use services through its Pathways treatment facility and programs. Pathways has earned 

national recognition for delivering highly successful, cost-effective inpatient substance use treatment. 

The ability for patients to seamlessly transition among levels of care would clearly reduce the total cost 

of care. 

AAMC also has a proven history of generating significant philanthropic support from the community to 

augment the cost of its programs, and I am certain that support for this project will be readily 

forthcoming. 

Theodore I. Pincus

2157 Sand Castle Ct.

Annapolis, MD 21403

December 1Q, 2015

Kevin R, McDonald, Chief

Certificate of Need

Maryland Health Care Commission

4160 Patterson Ave

Baltimore, MD 21215-2299

Subject:Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for an

Inpatient Mental Health Unit

Dear Mr. McDonald;

am writing to offer my personal strong support far the Certificate of Need application submitted by

Anne Arundel Medical Center (AAMC) to establish an inpatient mental health unit. This service is mare

than critically needed in our region.

I'm sure you are aware that AAMC has already been providing many of the mental health and substance

use services that the community relies an, including substance use treatment and outpatient mental

health clinics, They're also developing a psychiatric day treatment hospital program to help meet our

corrtmunity's growing needs. An inpatient mental health unit would improve the quality and access of

mental healthcare available in my community and help relieve the burden to patients of being

transferred to another facility and probalaly experiencing detrimental delays in treatment. There are

simp{y not enough inpatient mental health services available in Anne Arundel County.

AAMC has a reputation for providing high-quality cost-effective healthcare, including mental health and

substance use services through its Pathways treatment facility and programs. Pathways has earned

national recognition for delivering highly successfu{, cost-effective inpatient substance use treatment.

The ability for patients to seamlessly transition among levels of care would clearly reduce the total cost

of care,

AAMC a{so has a proven history of generating significant philanthropic support from the camrnunity to

augment the cost of its programs, and I am certain that support for this project will b~ readily

forthcoming,



My family has personally experienced some of the mental health issues that this project will address so I 

know that the availability of an Inpatient mental health unit will relieve a lot of the stress and concern 

that many families in the community experience, For all of these reasons I strongly urge the Maryland 

Health Care Commission to approve AAMC's application to provide inpatient mental health care as soon 

as possible. 

Thank you for your consideration. 

Sincerely, 

Theodore I. Pincus 

cc: Anne Arundel Medical Center 

My family has personally experienced some of the mental health issues that this project will address so

know that the availability of an Inpatient mental health unit will relieve a lot of the stress and concern

that many families in the community experience, Far all of these reasons I strongly urge the Maryland

Wealth Care Commission to approve AAMC's applicatfan to provide inpatient mental health care as soon

as passible,

Thank you for your consideration,

Sincerely,

,'~ ..~

Theodore I. Pincus

cc; Anne Arundel Medical Center



12/1/15 

Kevin R. McDonald, Chief 

Certificate of Need 

Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for 

an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

I am writing to offer my strong support for the Certificate of Need application submitted by Anne 

Arundel Medical Center (AAMC) to establish an inpatient mental health unit. This type of service is 

critically needed in our region. 

Anne Arundel Medical Center is my hospital of choice. For many years, AAMC has been providing many 

of the mental health and substance use services that the community relies on, such as substance use 

treatment and outpatient mental health clinics. They're also developing a psychiatric day treatment 

hospital program to help meet the growing needs of our community. An inpatient mental health unit 

would create a more seamless experience for those needing this level of care and alleviate the burden of 

being transferred and experiencing detrimental delays in treatment as they wait for availability at 

another facility. An inpatient mental health unit would improve the quality and access of mental 

healthcare available in my community. 

I understand and appreciate that the Maryland Health Care Commission (MHCC) must approve hospitals 

in Maryland that seek to provide inpatient mental health services. I fully support this project, and hope 

the MHCC will see the value and benefit of AAMC's application to provide this much needed service in 

my community. 

Thank you in advance for your consideration. 

Sincerely, 

Todd Mohr 

116 Riverbreeze PL 

Arnold, MD 21012 

cc: Anne Arundel Medical Center 

12/1/15

Kevin R. McDonald, Chief

Certificate of Need

Maryland Health Care Commission
416Q Patterson Ave

Baltimore, MD 21215-299

Subject: Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for
an Inpatient Mental Health Unit

pear Mr. McDonald:

am writing to offer my strong support for the Certificate of Need application submitted by Anne
Arundel Medical Center {AAMC) to establish an inpatient mental health unit, This type of service is
critically needed in our region.

Anne Arundel Medical Center is my hospital of choice, For many years, RAMC has been providing many
of the mental health and substance use services that the community relies on, such as substance use
treatment and outpatient mental health clinics, They're also developing a psychiatric day treatment
hospital program to help meet the growing needs of our community. An inpatient mental health unit
would create a more seamless experience for those needing this level of care and alleviate the burden of
being firansferred and experiencing detrimental delays in treatment as they wait far availability at
another facility. An inpatient mental health unit would improve the quality and access of mental
healthcare available in my community.

understand and appreciate that the Maryland Health Care Commission (MHCC) must approve hospitals
in Maryland that seek to provide inpatient mental health services. k fully support this project, and hope
the MHCC wiH see the value and benefit of AAMCs application to provide this much needed service in
my community,

1~hanl< you in advance for your consideration.

Sincerely,

Todd Mohr

116 Riverbreeze PL

Arnold, MD 21012

cc; Anne Arundel Medical Center



March 25, 2016 

To: 

Kevin R. McDonald, Chief 

Certificate of Need 

Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

From: 

David F. Todd, MD, MHA, Vice President 

AAMC Medical Staff 

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need 
Application for an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

As a physician and active member of the medical staff at AAMC, I appreciate the 

opportunity to offer my support for Anne Arundel Medical Center's (AAMC) Certificate of Need 

application to establish an inpatient mental health unit. AAMC has a longstanding 

commitment to providing critically-needed mental health and substance use treatment 
services to our community. Establishing an inpatient mental health unit to complement these 

existing quality services will help meet a growing need. 

Anne Arundel County has a critical shortage of inpatient mental health services. In 

2014, Anne Arundel Medical Center transferred more than 1,000 people who came to the 

emergency room needing inpatient mental health care to other Maryland facilities. Because of 

the need for this care, patients often are forced to wait for available beds, causing delays in 

care. 

Anne Arundel Medical Center is committed to providing a continuum of mental health 

and substance use services for the community. Pathways, AAMC's 40-bed substance use and 
mental health treatment facility, treats on average 50-60 patients a day. Pathways provides 

compassionate, confidential inpatient and outpatient care for teens and adults who suffer 

from drug and alcohol dependence, as well as those suffering from a combination of 
substance use and mental health issues. 

In 2014, AAMC opened an outpatient mental health clinic providing a full range of 
services including counseling, therapy and medication compliance consultations. Adding an 

inpatient mental health unit would help close a gap in the continuum of this type of care in 

Anne Arundel County. The vision for AAMC's mental health and substance use program includes 

coordinated, individualized, evidence-based care plans that put patients on the path to 

To:

From:

Kevin R. McDonald, Chief
Certificate of Need
Maryland Heatth Care Commission
4160 Patterson Ave
Baltimore, MD 21215-2299

David F. Todd, MD, MHA, Vice President
RAMC Medical Staff

March 25, 2016

Subject: Letter of Support: Anne Arundel Medical Center's Certificate of Need
Application for an Inpatient Mental Health Unit

Dear Mr. McDonald:

As a physician and active member of the medical staff at AAMC, I appreciate the
opportunity to offer my support for Anne Arundel Medical Center's (AAMC) Certificate of Need
application to establish an inpatient mental health unit. AAMC has a longstanding
commitment to providing critically -needed mental health and substance use treatment
services to our community. Establishing an inpatient mental health unit to complement these
existing quality services will help meet a growing need.

Anne Arundel County has a critical shortage of inpatient mental health services. In
2014, Anne Arundel Medical Center transferred more than 1,000 people who came to the
emergency room needing inpatient mental health care to other Maryland facilities. Because of
the need for this care, patients often are forced to wait for available beds, causing delays in
care.

Anne Arundel Medical Center is committed to providing a continuum of mental healfih
and substance use services for the community. Pathways, AAMC's 40-bed substance use and
mental health treatment facility, treats on average 50-60 patients a day. Pathways provides
compassionate, confidential inpatient and outpatient care for teens and adults who suffer
from drug and alcohol dependence, as well as those suffering from a combination of
substance use and mental health issues.

In 2014, RAMC opened an outpatient mental health clinic providing a full range of
services including counseling, therapy and medication compliance consultations. Adding an
inpatient mental health unit would help close a gap in the continuum of this type of care in
Anne Arundel County. The vision for AAMC's mental health and substance use program includes
coordinated, individualized, evidence -based care plans that put patients on the path to



heating and recovery. Inpatient mental health services are a critical missing piece to the 

continuum of care 

According to Healthy Anne Arundel Coalition's Community Health Needs Assessment, 

the treatment for co-occurring disorders (mental health and substance use) has been 

fragmented and disconnected. In fact, it is the top disparity in Anne Arundel County. The 

rates for suicide and binge drinking are higher in Anne Arundel County as compared to state 

and national averages. AAMC is working to address this by increasing access to integrated 

mental health and substance use treatment for county residents. An inpatient mental health 

unit is one important piece of this. 

Given the outstanding reputation of AAMC and Anne Arundel County's critical lack of 

access to inpatient mental health programs, I urge the Maryland Health Care Commission to 

approve AAMC's application to provide inpatient mental health care as soon as possible. 

Thank you for your consideration in this very important matter. 

Sincerely, 

David F. Todd, MD, MHA 

cc: Anne Arundel Medical Center 

heating and recovery. Inpatient mental health services are a critical missing piece to the

continuum of care

According to Healthy Anne Arundel Coalition's Community Health Needs Assessment,
the treatment for co-occurring disorders (mental health and substance use) has been
fragmented and disconnected. In fact, it is the top disparity in Anne Arundel County. The
rates for suicide and binge drinking are higher in Anne Arundel County as compared to state
and national averages. RAMC is working to address this by increasing access to integrated

mental health and substance use treatment for county residents. An inpatient mental health
unit is one important piece of this.

Given the outstanding reputation of AAMC and Anne Arundel County's critical lack of
access to inpatient mental health programs, I urge the Maryland Health Care Commission to
approve AAMC's application to provide inpatient mental health care as soon as possible.

Thank you for your consideration in this very important matter.

Sincerely,

David F. Todd, MD, MHA

cc: Anne Arundel Medical Center
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December 10, 2015 

Kevin R. McDonald, Chief 
Certificate of Need 
Maryland Health Care Commission 
4160 Patterson Avenue 
Baltimore, MD 21215 

Dear Mr. McDonald: 

I would like to offer my strong support for the Certificate of Need application submitted 
by Anne Arundel Medical Center (AAMC) to establish an inpatient mental health unit. 

Anne Arundel Medical Center has provided high-quality healthcare services to a diverse 
population for many years, including critical outpatient mental health and substance use services 
that the community relies on. They are also developing a psychiatric day treatment hospital 
program to help meet the growing needs of Marylanders. Unfortunately, Anne Arundel County 
still has a critical shortage of inpatient mental health services and patients are often forced to 
wait for available beds, causing a delay in care. 

An inpatient mental health unit at AAMC would create a more seamless experience for 
those needing this level of care and alleviate the burden of being transferred and experiencing 
detrimental delays in treatment as they wait for availability at another facility. This would also 
improve the quality and access of mental healthcare available throughout the community. 

AAMC has clearly demonstrated its ongoing commitment to promoting the health and 
wellness of our residents. Given their excellent reputation and the county's critical lack of access 
to these types of inpatient services, I strongly support this project and trust that you will give 
every appropriate consideration to AAMC's Certificate of Need application. 

Sincerely, 

John P. Sarbanes 
Member of Congress 
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December t 0, 2015

Kevin R. McDc~r~ald, Chief
Certificate o~Need
Maryland Health Care Cammissian
4160 Patterson Avenue
Baltimore, MD 2121 S

Dear Mr. McDonald:
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I would like to offer my strong support for the Certificate of Nees] application submitted
by Anxae Ar~indel Medical Center (AF1IvIC) to establish an inpatient z~ez~tal health unit.

Anne Arundel Medical Cert~ter has pa•ovided higia-quality healthcare services to a diverse
population for mangy years, including critical outpatient xn~ntal health and substance use services
that the conninunity relies on. They are also developing a psyak~iatric day treatment hospital
prog~~m to help meet the gnawing needs of Marylanders. Unfortunately, Anne Arundel County
still .has a critical shortage of inpatient mental health services and patients are often forced. to
wait fqr available beds, causing a decay in care,

An inpatient men#al health unit at AAMC would create a mare seamless experie~ace for
those needing this level of care aind alleviate the burden of being transferred and e~peri~ncing
detrimental delays xn treatment as they wait for availability at another facility, 'his would also
improve the quality and access of nr~ental ~ealtheare a~vazlable throughout the community.

RAMC has clearly demonstrated its ongoing commitment to promoting tlae health and
wellness of our residents. Given their excellent reputation and the county's ci•itioa~ lank of access
to these types of inpatient services, I strongly support this project and trust that you will gzve
every appropriate consideration to AAh~1C's Certificate ofNe~d application.

5pp ft:.~ru,~otie AveNus
SuiTE 3p3

roweoai, Rrp 27204
tAi01 ~~2-IIS9G

Sincerely,
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Jahn P. Sarbanes
Member of Congress
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MICHAEL E. BUSCH 

SPEAKER OF THE HOUSE 

H-101 State House 

Annapolis, Maryland 21401-1991 

410441-3800 • 301-8S8-3800 

800-492-7122 Ext. 380o 

30th Legislative District 

Anne Arundel County 

THE MARYLAND HOUSE OF DELEGATES 

OFFICE OF THE SPEAKER 

ANNAPOLIS, MARYLAND 2401-I991 

November 24, 2015 

Kevin R. McDonald, Chief 

Certificate of Need 

Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

Dear Mr. McDonald: 

I am writing to give my strong support for the Certificate of Need application submitted by Anne Arundel 

Medical Center (AAMC) to establish an inpatient mental health unit. This type of service is critically needed 

in our region. 

For many years, AAMC has been providing many of the mental health and substance use services that the 

community relies on, such as substance use treatment and outpatient mental health clinics. There is 

growing heroin use in Anne Arundel County and another reason why there is an urgent need for an 

inpatient mental health unit. County health officials have said that on average one resident a week dies 

of an opiate overdose. 

Anne Arundel Medical Center is also developing a psychiatric day treatment hospital program to help 

meet the growing needs of our community. An inpatient mental health unit would create a more seamless 

experience for those needing this level of care and alleviate the burden of being transferred and 

experiencing detrimental delays in treatment as they wait for availability at another facility. An inpatient 

mental health unit would improve the quality and access of mental healthcare available in the community. 

I fully support this project and respectfully request the Maryland Health Care Commission approve 

AAMC's application to provide this much needed service in our community. 

Micxn~?L F. Burcz~
SPEAKER OF 9liE I'~0t7SE

3dth I_egisl<rtive Distr(ct

Anne Arundel Cc~unry

THE MARYLAND HOUSE CAF L7ELEGA'I'ES

OFFICE OF T IE SPEAKER

f~NNAPOLIB, .MARYLAND ZIq.C71-I~~I

November Z4, 2015

Kevin R. McDonald, Cf~ief

Certificate of Need

Maryland Health Care Commission

4160 Patterson Ave

Baltimore, MD 21215-2299

Dear Mr. McDonald:

C-I-701 Stace Hc~us~

Annapolis, Mar}dand 2t~a~-~99i
Rio-84t-38oc~ • 3oi-~S8-38o0

Soo-44z-7Tzz Exe. 3800

am writing to give my strong support for the Certificate of Need application submitted by Anne Arundel

Medical Center (RAMC) to establish an inpatientmental health unit. This type ofservice is critically needed

in our region.

For many years, RAMC has been providing many of the mental health and substance use services that the

community relies on, such as substance use treatment and outpatient mental health clinics. There is

growing heroin use in Anne Arundel County and another reason why there is an urgent need for an

inpatient mental health unit. County health officials have said that on average one resident a week dies

of an opiate overdose.

Anne Arundel Medical Center is a(so developing a psychiatric day treatment hospital program to help

meet the growing needs ofour community. An impatient mental health unit would create a mare seamless

experience for those needing this level of care and alleviate the burden of being transferred and

experiencing detrimental delays in treatment as they wait for availability at another facility. An inpatienC

mental health unit would improve the quality and access of mental healthcare available inthe community.

fully support this project and respectfully request the Maryland Health Care Commission approve

AAMCs applfcatian to provide this much needed service in our community.



Sincerely 

.-111Icch 

Thank you in advance for your consideration. 

cc: Anne Arundel Medical Center 

Thank you in advance for your consideration.

Sincerely r ~=
~.

~~~ ~~.

f

cc: Anne Arundel Medical Center



JOHN C. ASTLE 

30th Legislatioc District 
Anne Arundel Count; 

James Senate Office Building 
n Bladen Street, Room I2 
Annapolis, Maryland awn 
410441-3578 3ot-858,-3578 

Soo-492-7m Ext, 3578 
Fax 4to-8.41-3t56 Vice Chair 

Finance Committee 

    

`7-he Senate of Maryland 

November 30, 2015 

Kevin R. McDonald, Chief 

Certificate of Need 

Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for 

an Inpatient Mental Health Unit 

Dear Mr, McDonald: 

I am writing to offer my strong support for the Certificate of Need application submitted by 

Anne Arundel Medical Center (AAMC) to establish an inpatient mental health unit. This type of 

service is critically needed in our region. 

Anne Arundel Medical Center is my hospital of choice. For many years, AAMC has been 

providing many of the mental health and substance use services that the community relies on, 

such as substance use treatment and outpatient mental health clinics. They're also developing a 

psychiatric day treatment hospital program to help meet the growing needs of our community. 

An inpatient mental health unit would create a more seamless experience for those needing 

this level of care and alleviate the burden of being transferred and experiencing detrimental 

delays in treatment as they wait for availability at another facility. An inpatient mental health 

unit would improve the quality and-  access of mental healthcare available in my community. 

I understand and appreciate that the Maryland Health Care Commission (MHCC) must approve 

hospitals in Maryland that seek to provide inpatient mental health services. I fully support this 

J~xv {'. ns ~~~.~
_3Utb Le~,•'slrrxuic 1)isxrict
:~ntiz Arwidel Co~~3i~~~

~cr C:lrcti-,•
Fin.ancr C~auniitc~r_•

Kevin R. McDonald, Chief

Certificate of Need

Maryland Health Care Commission

4160 Patterson Ave

Baltimore, MD 21215-2299
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November 30, 2015

5ubjecfi: Letter o#Support: Anne Arundel Medical Center's Certificate of Reed Application for

an fnpatient Mental Health Unit

dear Mr, McDonald:

am writing to offer my strong support for the Certificate of Need application submitted by

Anne Arundel Medical Center (AAMC} to establish an inpatient mental health unit. This type of

service is critically needed in o ar region.

Anne Arundel Medical Center is my hospital of choice, For many years, AAMC has been

providing- many ofithe mental health and substance use services that the community relies on;

such as substance use. treatment and outpatient mental health clinics. They're also developing a

psychiatric day treatment hospital program to help meet the growing needs of our community.

An inpatient mental health unit would create a mare seamless experience for those needing

this level of care and alleviate the burden of being transferred and experiencing detrimental

delays in treatment as they wait for availability at another facility. An inpatient mental health

unit ~Nauld improve the quality and' access of mental healthcare available in my community.

1 understand and appreciate that the Maryland Health Care Commission (MHCC) must approve

hospitals fn Maryland that seek to provide inpatient mental health services, I fully support this



project, and hope the MHCC will see the value and benefit of AAMC's application to provide 

this much needed service in my community. 

Thank you in advance for your consideration. 

Sincerely, 

John C. Astle 

cc: Anne Arundel Medical Center 

project, and hope the MHCC will see the value and benefit of AAMC's application to provide

this much needed service in my community.

Thank you in advance for your consideration.

Sincerely,

~.

John C. Ast1e

cc: Anne Arundel Medical Center



EDWARD R. REILLY 

334 Legislative District 

Anne Arundel County 

James Senate Office Building 

u Bladen Street, Room 316 

Annapolis, Maryland 2.1401 
410-841-3568 • 301-858-3568 

80o-492-7122 Ea. 3568 

Fax 410-80-3067 • 30140-3067 

Edward.Reilly@senare.state,md.us Finance Committee 

   

THE SENATE OF MARYLAND 
ANNAPOLIS, MARYLAND 21401 

 

November 24, 2015 

Kevin R. McDonald, Chief 
Certificate of Need 
Maryland Health Care Commission 
4160 Patterson Ave 
Baltimore, MD 21215-2299 

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need 
Application for an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

I am writing in support of Anne Arundel Medical Center's (AAMC) Certificate of Need 
application to establish an inpatient mental health unit at their facility. 

It is unfortunate but a reality that so many citizens in our region are in need of inpatient mental 
health care. As an elected official it is my responsibility to make sure the needs of my 
constituents are met. With the addition of inpatient beds and services for mental health needs, 
patients in crisis would receive a more efficient and immediate response to their episode. It 
would create a more seamless experience and alleviate the burden of being transferred and 
experiencing detrimental delays in treatment as they wait for availability at another facility 
outside of the community. 

AAMC has been providing many of the mental health and substance use services that the 
community relies on through their substance use treatment and outpatient mental health clinics. 
The addition of inpatient services, along with a psychiatric day treatment hospital program that 
they are developing,, will be a tremendous addition to their dedicated efforts to help meet the 
growing mental health needs of our community. 

.~I}Wi1FtP K..~ILLY

3,~r~! I_tgi'slcrtiz.~e Dutrict.

Anne Aru~dcl Counq~
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Kevin R. McDonald, Chief

Gertificata of Need

Maryland Health Care Commission

4160 Patterson Ave

Baltimore, MD 21215-2299

Jams s Senate C~ifice Rtuld'uig

u Pladcn Street, 4~c~om 3i6

Annapolis, Maryland 2tgor

4ta-$4~-3S~g • 3o~-85h-~Sl>8

R~o-.}92-7iz21xt. ;SE$

Fax 4~o-84r-3~a67 •3oz-858-3067
Ed~vard.R.eillyC~scnaresraxc, mcj.us

Subject: Letter of Support: Anne Arundel Medical Center's Certificate of Need

Application for an Inpatient Mental Health Unit

Dear 1VIr. McDonald:

I am writing in support of Anne Arundel Medical Center's (RAMC) Certificate of Need
application to establish a~ inpatient mental health unit at their faeilit~.

It is unfortunate but a reality that so many citizens in ol~r region are zn deed of inpatient mental
health-care. As an elected oftcial it is my responsibility to make sure the needs of my
constituents are met. With the addition of inpatient beds and services fox mental health needs,
patients in crisis would receive a more efficient and immediate response to their episode. It
would create a more seam]ess experience and alleviate the burdan of being transferred and
expexie~lcing detrimental delays in treatment as they wait for availability at ano~aer facility
outside of the community.

AfiNIC has been providing many of the mental health and substance-use services that the
community relies on through their suUstance use treatment and outpatient mental health clinics.
The addition of inpatient services, along with a psychiatric day treatment hospital pxograzn that
they are developing,, will be a tremendous addition to their dedicated efforts to held meet the
growing mental health needs of our community.



Sincerely, 

7)2,, 

Edward R. Reilly 

Page 2. 

I appreciate your time with my request for support of AAMC' s application for an Inpatient 
Mental Health Unit and look forward of learning of your approval for these most needed 
inpatient services to a fragile and needy population. 

cc: Anne Arundel Medical Center 

Page 2.

I appreciate your time with my request for support of AAMC's application for an Inpatient

Mental Health Unit and look forward of learning of your approval for these most needed

inpatient services to a fragile and needy population.

Sincerely,

~Y r -~~-

Edward R. Reilly

cc; Anne Arundel Medical Center



HERB MCMILLAN 

Legislative District 30A 

Annc Arundel County 

The Maryland House of Delegates 

6 Bladen Street, Room 164 

Annapolis, Maryland 2.14oi 

4104141-32.11 301-858-3211 

800-492-7L22 &t. 3211 

Herb.McMiIlan@house.srate.md.us  
Health and Government 

Operations Committee 

Subcommittees 

Insurance 

Public Health and 

Minority Health Disparities 

The c.Maryland Ifo use of 'Delegates 
ANNAPOLIS, MARYLAND 2141.01 

 

December 7, 2015 

Kevin R. McDonald, Chief 

Certificate of Need Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need 

Application for an Inpatient Mental Health Unit 

Dear Mr, McDonald, 

It is critical that Anne Arundel Medical Center (AAMC) establish an inpatient mental health unit, 

therefore I strongly urge you to support the Certificate of Need application submitted by Anne 

Arundel Medical Center (AAMC). 

For many years, AAMC has been providing many of the mental health and substance use 

services that my District relies on, such as substance use treatment and outpatient mental 

health clinics. They're also developing a psychiatric day treatment hospital program to help 

meet the growing needs of our community, An inpatient mental health unit would provide 

better and more effective support for those needing this level of care and alleviate the burden 

of being transferred and experiencing detrimental delays in treatment as they wait for 

availability of another facility. An inpatient mental health unit would improve the quality and 

access of mental healthcare available in my district, Anne Arundel County, and Maryland. 

I understand and appreciate that the Maryland Health Care Commission (MHCC) must approve 

hospitals in Maryland that seek to provide inpatient mental health services. I fully support this 

project, and hope the MHCC will see the value and benefit of AAMC's application to provide 

this much needed service in my community. Thank you in advance for your consideration, 

Warm Regards, 

Cc; Anne Arundel Medical Center 

EIE~a McMti,L~~v
l.egi~littic~<r Die'erict,i(JA
Annc Aru~~d~l C~auni?r

Health and i~r~vernmcnt

l~pei•acions Cai~miccee

,SieGcninrnttteet

Inst~r'a.ncc

Puhlic Health and
MinorityHeal~h L~is~aricies

December 7, 2015

fit` a.

~: 1
,~ ~i

~.7~~4 ~ ~~ _ ~~ iI'^~iL4

~h, e ~.~Ir~~yla~~d ~ use o~' `Z~elegdtes
f\NNAPOLIS, MARXLANI7 2Ie}.(JI

Kevin R. McDonald, Chief
Certificate of Need --Maryland Health Care Commission
4160 Patterson Ave
Baltimore, MD 21215-2299

`1 he iblaryland I-louse of I~cic~ates
6 Bladen Screec> Room X64
.Annapolis, ivlaryland z~.}oa

Roo-49a-7c2z E.~x }zrt
Hcrb. McIvlillan(??kousescate.md.us

Subject: Letter of Support: Anne Arundel Medical Center's Certificate of Need
Application for an Inpatient Mental Health Unit

Dear Mr, McDonald,
It is critical that Anne Arundel Medical Center (AAMC) establish an inpatient mental health unit,
therefore I strongly urge you to support the Certificate of Need application submitted by Anne
Arundel Medical Center (AAMC).

For many years, AAMC has been providing many of the mental health and substance use
services that my District relies on, such as substance use treatment and outpatient mental
health clinics. They're also developing a psychiatric day treatment hospital program to help
meet Che growing needs of our community, An inpatient mental health unit would provide
better and more effectivesupport for those needing this level of care and alleviate the burden
of being transferred and experiencing detrimental delays in treatment as they wait far
availability of another facility. An inpatient mental health unit would improve the quality and
access of mental healthcare available in my district, Anne Arundel County, and Maryland.

understand and appreciate that the Maryland Health Care Commission (MHCC) must approve
hospitals in Maryland that seek to provide inpatient mental health services. I fully support this
project, and hope the MHCC will see the value and. benefit of AAMCs application to provide
this much needed service in my community, Thanlcyau in advance for your consideration.

Warm Regards, ,~

r~

Cc; Anne Arundel Medical Center



PAMELA G. BEIDLI?, 

CHAIR 

THEODORE J. SON LOCUMS 

VICZ CHAIR 

December .30, 2915 THE MARYLAND HOUSE OF DELEGATES 

Chair, Maryland Healthcare Commission 
4160 Patterson Ave 
Baltimore, MD 21215 

Dear Chairman Tanio; 

For years, Anne Arundel Medical Center has been providing many mental health and substance 
use services that our community needs. Pathways, AAMC's center for the treatment of 
substance use and co-occuring mental health disorders, has been faithfully serving our 
community for 23 years. Last year, AAMC opened an outpatient mental health clinic providing 
a full range of services including counseling, therapy and medication compliance consultations. 
Soon after opening, the clinic grew and providers now see 50 to 60 patients each day. Most 
recently this clinic added a child and adolescent psychiatrist, serving patients as young as 3 years 
old. 

The need for psychiatric services is great, and current services are not sufficient. In as much as 
AAMC works to provide appropriate community-based outpatient services, nearly half of the 
patients who need inpatient mental health care must wait up to five days in our emergency room 
for space to opennp in the other hospitals. In 2014, the hospital transferred more than 1,000 
people who needed this higher level of inpatient mental health care, This can't continue. 

AAMC is seeking to add. an  inpatient mental health unit to help close the gap in mental health 
and substance use treatment in Anne Arundel County. The Capital newspaper called this plan 
"welcome news" for the community and we hope that you feel the same way. It is for these 
reasons that the Anne Arundel County Delegation support the AAMC Certificate of Need 
Applieationto add an inpatient mental health unit in our County. 

Mental health and substance use continues to be a top health concern for Anne Arundel County, 
as found in our Community Health Needs Assessment, As the third busiest hospital in the state, 
and a dedicated partner in the community, AAMC feels it is their duty to improve access to these 
services. Our Delegation to the Maryland General Assembly overwhelmingly supports their 
efforts. We urge the Maryland Health Care Commission to approve the Anne Arundel Medical 
Center application. 

Sincerely, 

/ 	:)/1-e...(e.a4) L 

Delegate Theodore J. ophocleu , Chair 

The Maryland House of Delegates • 6 Bladen Street, Room x66 • Annapolis, Maryland 1/4.0I 

410-84T-3402 • 800-492)222 Ext. 3402 • Fax 420-80-3235 

ANNAPOLIS, MARYLAND 21401 

Dr. Craig Tanio, MD ANNE ARUNDEL COUNTY HOUSE DELEGATION 

~. PAMFC.A G: IIEIDLE ''' THEODORE J. SUPF[OCLEU9
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Dece~nber30, 2015 SHE MAIZYI.AND HQUSE (JF ~?ELECz~TI~S
ANNAYgLIS~ NIARY[.AND 2I.¢OZ

Dr. Czaig Tanio, MD ANNE ~.RtJtvi~~L COUNTY HOUSE DEL~GA.TIpN

Chair, Maayland Healthcare Conuniss~on
4160 Pattez~soii Ave
Baltimore, MD 21215

Dear Chairman Tanio;

for years, Anne Axundel Medical Genter has been providing lnat~y mental health and substance
use services that our comi~.unity needs. Pathways, AAMC's center for die treatment of
s~~bstauce use and co-occuring mezltal health disorders, i~as been faithfully serving ow
co~ntnunity for 23 years. Last year, AE1MC opened an outpatient z~.ental health clizuc providing
a fiill range of services incltidiilg counseling, therapy alid medication compliance consultations.
Soan after opening, the clinic grew and providers now see 50 to 60 patients each day. Mosfi
recently this clinic added a child and adolescent psychiatrist, serving patients as young as 3 years
ola.

Tie - need for psychiatric services is great, and current services are not sufficient. In as much as
AAMG wot~l~,s to provide appropriate coinnlunity-based outpatiezit sezvices, nearly half of t1~e
patients who need inpatient mental health care must wait up to five days ua our emergency room
for space to open up in the other hospitals. In 2014, the hospzfial transfexred more thali 1,000
pegple wlio needed this higher level of inpatient rnei~tal health care, This can't continue.

AAMC is seelcii~g to add. azx inpatietlt mental healeh unit to help. close ~11e gap in mental health
az~d substanoe use treatment in Arine Aaundel County. The Capital newspaper called this plan
"welcome nevus" for the corrunwuty and r~ve hope that you feel the same way. It is far these
reasons that flee ~lzvie At~undel County Delegation support the AA.MC Certificate of Need
Applic;atioti.tu add an inpatient ineiital Health unit iri e~ur Caunty.

Mental health az~d substance use contiziues to be a tap 17ea1th con.eerzl for l~.nne Arundel County,
as found in our Conl7uunity Health. Needs Assessment. As the fiord busiest hospital ire the state,
and a dedicated partner ii1 tl~e coz~►linux~ity, AAMC feels xt is their duty to improve access to these
sexvices. tour Delegation. to the Maryland General Assembly overwhelmingly supports thei~~
efforts. We large the Maryland Health Care Coznmisszon to approve the Anne Az- urldel Medical
Center application.

Sincerely, j.~ ~~~
// { ~ ~/, j~ 1

t.' !' j

Delegate Theodore r. Sophocleu` ,Chair

'T1rn, Nlar}dand House oFI?al~gates ^ 6liladen Skceet, Raoai~ ib6 ~ Annapolis, I1~Turyland~ ar4~c
4io-S4r-3r~oz ~ &aQ~q.gz-~rzz ~xt, 3.~oz ~ I~nti 4so-R4z-3~3S



STEVEN R. SCHUH 
County Executive ANNE 

ARUNDEL 
COUNTY 

M A ICY L A N 12; 

P.O. Box 2700 I Annapolis, Maryland 21404 
(410) 222-1821 I countyexecutive@aacounty.org  I www.aacountyarg 

December 11, 2015 

Kevin R. McDonald, Chief 
Certificate of Need 
Maryland Health Care Commission 
4160 Patterson Ave 
Baltimore, MD 21215-2299 

Subject: 	Letter of Support; Anne Arundel Medical Center's Certificate of Need 
Application for an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

I am writing to offer my strong support for the Certificate of Need application submitted 
by Anne Arundel Medical Center (AAMC) to establish an inpatient mental health unit. This type 
ofServiee is critically needed in our region. 

For many years, AAMC has been providing many of the mental health and substance 
abuse services on which our community relies, including treatment clinics and outpatient mental 
health clinics. AAMC is also developing a psychiatric day treatment hospital program to help 
meet the growing needs of our citizens, An inpatient mental health unit would create a more 
seamless experience for those needing this-level of care and would alleviate the burden of being 
transferred and experiencing detrimental delays in treatment as they wait for availability at 
another facility. An inpatient mental health unit would improve the quality of and access to 
mental healthcare available in our community. 

I understand and appreciate that the Maryland Health Care Commission (1V1FICC) must 
approve hospitals in Maryland that seek to provide inpatient mental health services. I support 
fully this project and hope that MHCC will see the value and benefit of AAMC's application to 
provide this much needed service. 

`Anne Arundel County: The best place to live, work and start a business in Maryland." 

~'I'EVEN hia ~~~-IIT
County Executive

.•'..~.~.

~~:
,~ ~.~1p,

.,~

P.O. Box 2700 ►Annapolis, Maryland 21404
(410) 222-1821 I countyexecative@aacounty,org I wwwaacountyorg

December 11,..2015

Kevin R, McDonald, Chief
Certificate of Need
Maxyland Health Care Conzmissian
4160 ~'atte~son Ave
Baltimore, MD 21215-2249

Srxbject: Letter of Support; Anne At•undel Medical Center's Certificate of Need
Application fox° an In~ati~nt Mental Health Unit

Dena' NLr. McDonald:

I am writing to offer my strong support far the Certificate of Need a~plieation submitted
Uy tonne Arundel Medical Center (AAMC) to establish an npafiient mental health ui~zt. This type
~~ ~ervioa is eriti~zlly izeccl~c~ ita pur ~egio~~.

Far Many years, A,~MC has been providing mazay of the mental health and substance
abuse services ozx which our community relies, including treatment clinics and out~atisnt rental
11~1I'C~l CIli1TCS. AAMC is also developing a psychiatric day treatment hospital program to help
meet the gxowing needs of our citizens, An inpatient mental l~ealtl~ unit would create a more

-- _ ~ _ _
seam es— r s experience for those needing fhis~evel of`care~aiid~would alleviate the l~t~rcl~en -~~(~emg —
t~~aizsfe~~red and expeziencing detrimeiatal delays in treatment as they wait for availability at
another facility. Ala inpatient mental health tulit would improve the quality of and access to
nnental healthcare available in our community.

I understand and a~preeiafa that the Maryland Healtiz Care Commission (IV11 XCC) must
approve hospitals in Maryland that seek to ~~rovide inpatient zne~ltal health: ser~~ices. I sitippQrt
filly this project and hope that MT~CC will see t1~e value and benefit of AAMC's applical:iot~ to
p~~ovide this much needed service.

`Anne Arundel County: The best place to Irva, wont and start a business zn Maryland."



I would also like to take this opportunity to reiterate my belief that all CON requirements 
in Maryland should be scrapped. This antiquated law stifles competition, inflates prices and 
inconveniences patients. Furthermore, research has shown definitively that CON laws do not 
save money. It is for all these reasons that most jurisdictions around the Country have 
eliminated CON requirements. 

Thank you in advance for your consideration, 

Steven R. Schuh 

cc: Anne Arundel Medical Center 

i would also like to fake this oppoxhtrufiy to reiterate my belief that all CON requirements

in ~4Tarytand should be scrapped, This an#iquated law stifles competiticin, inflafes prices and

inconveniences patients. Fttrthermora, researe1211as Shown definitively that CON lays do not
save money, It is for all dlcse reaso~ls that mast jurisdictions around the Country have
eliminated CON rec~uirements,

Thank ~otc in advance for your consideration,

Sincerely,
..^—,.-`

Steven ~„ ScituYa

cc: Anne r~ruzldel Medical Center



ANNE 
ARUNDEL 
COUNTY 

K/1 .6.-ARY LAND 

Department of Health 
J. Howard Beard Health Services Building 
3 Harry S. Truman Parkway 
Annapolis, Maryland 21401 
Phone: 410-222-7375 Fax: 410-222-4436 
Maryland Relay (TTY): 1-800-735-2258 
www.aahealth.org  

Jinlene Chan, M.D., M.P.H. 
Health Officer 

December 16, 2015 

Mr. Kevin R. McDonald, Chief 
Certificate of Need 
Maryland Health Care Commission 
4160 Patterson Avenue 
Baltimore, MD 21215-2299 

RE: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for 
An Inpatient Mental Health Unit 

Dear Mr. McDonald: 

As the Health Officer for Anne Arundel County, Maryland, I am writing to offer my strong support for the Certificate of 
Need application submitted by Anne Arundel Medical Center (AAMC) to establish an inpatient mental health unit. This 
type of service is critically needed in our region. There are currently only 14 beds available in the county at University 
of Maryland-Baltimore Washington Medical Center for our population of over 550,000 people. It is almost always at 
capacity and is not able to fully meet the growing demand for this level of care in our county. 

AAMC has been providing many of the mental health and substance use services that the community relies on, such as 
substance use treatment and outpatient mental health clinics. They are also developing a psychiatric day treatment 
hospital program to help meet the growing needs of our community. An inpatient mental health unit would create a 
more seamless experience for those needing this level of care and alleviate the burden of being transferred and 
experiencing detrimental delays in treatment as they wait for availability at another facility. 

The Anne Arundel County Department of Health (AACDOH) partners with AAMC and other Anne Arundel County 
organizations on the Healthy Anne Arundel Coalition. In 2012 a Community Health Needs Assessment was conducted 
and some key health issues were identified, including the management of mental health and substance abuse as co-
occurring disorders. AAMC's work in the areas of mental health and substance abuse are vital to the work of the 
coalition in developing actionable strategies to address this critical health issue. 

The AACDOH strongly supports AAMC's Certificate of Need Application for an Inpatient Mental Health Unit, which 
will provide much needed services for Anne Arundel County residents. 

Sincerely, 

Jinlene Chan, 
Health. Officer 

Cc: Victoria Bayless 

r~,1 ~~r~~~~Lt 

__

,. AR~INDEL
~._~ ~GC~t.JI~TY
M A F~ Y L A N n

Departmentof Health
J. Howard. Beard T-Iea(th Services Building
3 Harry S. Truman Parkway
Annapolis, Maryland 2:1401
Phone:410-222-7375 Fax:410-222-4436
Maryland Relay (7"TY): 1-800-735 2258
www:aahealth.org

Jinlene Chan, M.D., M,P:Ii.
Heaith Officer

December 16, 2015

Mr. Kev:n R,1VIcDonald, Chief
Certificate afNeed
Maryland Health Care Commission
4160 Patterson ,A.venue
Baltimore, MD 21215-2299

RE: Letter of Support: Anne A~•undel Medical Center's Certificate of Need Application for
An Iti~atient Meni~1 Health Unit

Dear Mr. McDpnald:

As the Health Officer for Anne Arundel County, Maryland, I am writing to offer my strong support for the Certificate of
Need application submitted. by Anne Arundel Medical Center (AAMC) to establish an inpatient mental 1lealth unit. This
type of service is critically needed in our region. There ax•e cui~ently only 14 beds available in the county at Un vet•sity
ofMaryland-Baltimore Washington Medical Center for our population of over 550,000 people. It is almost always at
capacity and is not able to fully meet the growing demand for this level of care in our county.

A11MC leas been providing many of the mental health and substance use services that the community relies on, such as
substance use treatment and outpatient mental health clinics. They are also developing a psychiatric day treatment
hospital program to help ~neetthe growing needs of our community. An inpatient menfal health emit would create a
mote seamless experience for those needing this level of care and alleviate the burden of being transferred and
experienci~~g detrimental delays in treatment as they wait for• availability at a~lofher facility,.

The Anne Arundel County Department of Health (AACDOH) partners with f1AMC and other Am~e Arundel County
organizations on the Healthy Anne Arundel Coalition. 7n 2012 a Community Health Needs Assessment was conducted
aid some key health issues were identified, including the management of mental health and substance abuse as co-
occunin~ disorde~•s. AAMC's work in the areas of tneirtal health and substance abuse are vital to the work of fihe
coalition in developing acti~i~able strategies to address this critical health issue.

The AACDOH strongly supports AAMC's Cet~ti~cate of Need Application for an Inpatient Mental Healtlj Unit, which
will provide ninth needed services for Anne Arundel County residents.

Sincerely,
i

~~~

Jin3ene Chan, .,
Health. Officer

Co: Victoria Bayless



Anne Arundel County Mental Health Agency, Inc 
PO Box 6675, MS 3230 	 Sponsor of Anne Arundel County's 	 Web Site; www.aamentaihealth.ore 
1 Truman Parkway, Suite 101 	information website: www.networkafcare.org 	Email: 	mhaaac@aoLeom  
Annapolis, MD 21401 	 Phone; 	410-222-7858 
Adrienne Mlckler, CPA, MS, Executive Director 	 Fax: 	410-222-7881 
Frank Sullivan, LCSW-C, Executive Director, Emeritus 

January 7, 2016 

Kevin R. McDonald, Chief 
Certificate of Need 
Maryland Health Care Commission 
4160 Patterson Ave 
Baltimore, MD 21215-2299 

Subject: 	letter of Support: Anne Arundel Medical Center's Certificate of Need Application for an 
inpatient Mental Health Unit 

Dear Mr. McDonald: 

I am writing to offer my strong support for the Certificate of Need application submitted by Anne 
Arundel Medical Center (AAMC) to establish an inpatient mental health unit. This type of service is 
critically needed in our region. 

Anne Arundel Medical Center is one of our two community hospitals serving almost 560,000 residents. 
For many years, AAMC has been providing many of the mental health and substance use services that 
the community relies on, such as substance use treatment and outpatient mental health clinics. They're 
also developing a psychiatric day treatment hospital program to help meet the growing needs of our 
community. An inpatient mental health unit would create a more seamless experience for those 
needing this level of care and alleviate the burden of being transferred and experiencing detrimental 
delays in treatment as they wait for availability at another facility. An inpatient mental health unit would 
improve the quality and access of mental healthcare available in Anne Arundel County. 

I understand and appreciate that the Maryland Health Care Commission (MHCC) must approve hospitals 
in Maryland that seek to provide inpatient mental health services. I fully support this project, and hope 
the MHCC will see the value and benefit of AAMC's application to provide this much needed service to 
our residents. 

Thank you in advance for your consideration. 

Sincerely, 

Ykkk, 

Adrienne Mickler 
Executive Director 

cc: Anne Arundel Medical Center 

Board of Directors 
Lynn Krause; Chairman; Janet Owens, Board Emeritus; Timothy Altomare; Pam Brown; Jinlene Chan; Rodney Davis; 

Ron Elfenbein; Michael Irwin; Phillip Livingstone; Michael Maher; Phyllis Marshall; Rosalie Mallonee; Sheryl Menendez; 
Kathy Miller, Yevola Peters, Livia Pazourek; Sheryl Sparer 

Anne Arund~~ County Mental Neal~h Agency, lnc
Pq BMX 6675, M5 3230 Sponsor of Anne Arundel Counfy`s Web Site; www.aamenfalhealth.orq
1 Truman Parkway, Suite 101 information website: www.networkafaare.org Email: mhaaacfa~avl,com
Annapolis, MD 21401 Phone; 410-222-7858
Adrienne Mlckier, CPA, MS, Executive Director Fax: 410-222-7881
Frank Sullivan, LGSW-C, executive birectar, emeritus

January 7, 2016

Kevin R. Mcaonald, Chief
Certificate of Need
Maryland Health Care Cammissian
4~:6a Patterson Ave
Baltimore, MD 21215-2299

Subject: letter of Support: Anne Arundel Msdicaf Center's Certificate of Need Application fcrr an
inpatient Mental Health Unit

[7ear Mr. McDonald;

am writing to offer my strong support for the Certificate of Need application submitted by Anne
Arund~f Medical Center (AAMC) to establish an inpatient mental health unit. This type of service is
critically needed in our region.

Anne Arundel Medical Center is one of our two communiCy hospitals serving almost 560,OOQ residents.
For many years, RAMC has been providing many of the mental heath and substance use services that
the community relies an, such as substance use treatmene and outpatient mental health clinics. They're
also developing a psychiatric day treatment hospital program to help meet the ~rpwing nasds of our
community. An inpatient menfial health unit wou}d create a mare seamless experience for those
needing this level of care and alleviate the burden of being transferred and experiencing detrimental
delays in treatment as they wait for avallabflity at another facility, An inpatient mental health unit would
improve the quality and access of mental healthcare available in Anne Arundel County.

i understand and appreciate that the Maryland Nealth Care Commission (MHCC) must approve hospitals
in Maryland that seek to provide inpatient mental heal#h services. I fully support this project, and hope
the MHCC will see the value and benefit of AAMC's application to prpvide #his much needed service to
our residents.

Thank you fn advance for your consideration.

Sincerely,

Adrienne Mfckler
Executive Director

cc: Anne Arundel Medical Center

Rp~rd of Directors
Lynn Krause; Chairman; Janee Owens, Board Emeritus; Timothy Altamare; Pam Brown; Jinlene Chan; Rodney pools;

Ron Elfenbein; Michael Trwin; !'hfllip Livingstone; Michael Maher•, Phyllis Marshall; Rosalie Mallonee; Sheryl Menendez;
Katfiy Miller, Yevola peters, Livia Pazourek; Sheryl Sparer



COUNTY COUNCIL OF ANNE ARUNDEL COUNTY, MARYLAND 

Legislative SesSion 2015, Legislative Day No. 40 

Resolution No. 59-15 

introduced by Mr. Trumbauer, Mr, Smith, and M. Pruski 

By the County Council, December 21, 2015 

RESOLUTION supporting Anne Arundel Medical Center's request for a Certificate of 

	

2 	Need from the Maryland Health Care Commission for an inpatient mental health unit. 
3 

	

4 	WHEREAS, Anne Arundel Medical Center (AAM.C} has submitted a request to the 

	

5 	Maryland Health Care Commission for a. Certificate ofNeed to establish an inpatient 

	

6 	mental health unit; and 
7 

	

8 	WHEREAS, in FY15, AAM.C, one of Maryland's busiest hospitals, transferred. more 

	

9 	than 1,000 patients from its emergency room for inpatient psychiatric treatment to 

	

10 	other facilities causing a disruption of care and adding stress on patients and families; 

	

ii 	and 
12 

	

13 	WHEREAS, in Anne Arundel County, the number of residents receiving mental health 

	

14 	services has increased by almost 145% since 2002; and 
15 

	

16 	WHEREAS, Anne Arundel County has witnessed a nearly three-fold increase in the 

	

17 	number of heroin-related deaths between 2010 and 2014, with co-occurring disorders 

	

18 	often going untreated due to lack of appropriate care; and 
19 

	

20 	WHEREAS, the County's most recent Healthy Anne Arundel Coalition's Community 

	

21 	Health Needs Assessment recognizes a rise in mental health issues, higher stress levels 

	

22 	among families and children, and a lack of services and service providers; and 
23 

	

24 	WHEREAS, a mental health unit will complement AAMC's existing behavioral health 

	

25 	services and provide a critical anchor for AAMC's and the County's network of 

	

26 	outpatient services for mental health; and 
27 

	

28 	WHEREAS, the Anne Arundel County Council is concerned for the physical and 

	

29 	mental well-being of County citizens; now, therefore, be it 
30 

	

31 	Resolved by the County Council of Anne Arundel Couniy, liddoiland, that the Anne 

	

32 	Arundel County Council supports AAMC's request for a Certificate of Need for an inpatient 

	

33 	mental health unit and urges the Maryland Health Care Commission to provide swift approval 

	

34 	to this request, and be it further 
35 

36 

1
2
3
A
5
h
7
8
9
10
~~
12
13
14
7S
lC
t~
i~
r~
20
2t
22
23
7d

25
?(i
27
2 fi
29
30

.31

32

.5J

~~

3a
.i 6

CC)LIN'I'Y COtTNC1L, QF A1~lNE R.RCJl`~~"1.~;IJ CC7UI~~'~'~1', IVZA.~t~:,AND

r.e~;islative ~essican ~015,1.,G~;isiative Day No. 4p

ResoluC.ion No. 5~7-15

l.ntroci~iaed by Mr. "Crumbauer, ~lt~, Smith, end IVIr. Pruski

By the County C;auncil, l3ecetnber 2 ~, 20].5

RESOLCJT.ION supporting Anne Arundel Medical Ce~7ter's rec~ue~t for a t~ertificate of
N~;~d f-om t~~e Maryland Health :are ~:ornmission for an inpatient mental healti~ unit.

t~HEREAS, t~i~ie ~.runde] Ivledic~l Center (AAM.C:}has submitted a request to the
Mary[~nd ~.ea1#.h Care Commission far a. Certifi~~tc ofNeeecj to est~.blish an inpatient
me~~tal Health unit; and

Wl-]ER~,AS, i~ FY1 S, AAM.C;, ane of Maryland's busiest hc~sp.itals, transferred. mare
than 1,000 patients from its emergency roam for in~ati~nt psyc~i.iatric treattrxer~t to
other #'a.~ilities causing a disruption ofcare and addiz~~; stress an ~aatients and f.'amilies;
and

'4~~CREAS, in Anne Arundel County, the number of7esidents re~~iving mental health .
services has increased by almost 145°/n srn~e 2002; and

WHEREfIS, ~ttne Arundel bounty has r~itnessed a nearly'three-fold increase in the
nun~b~r ofheroin-related heaths between 20l Q and 201.4, ti~vith Go-accur-ri~~; disorders
c~k~en ~,ain~ untreated due to look of ~pprapriate care; and

WI-IE~ZL;AS, the Ca~i~it~'s most recent ~~ealfny Anne Arandel Coalition's Community
Health Needs Assessment recc~~nizes a rise in mental health issues, higher stress leve}s
among families and cl~ildten, and a laclr of services and service providers; and

~IH~REAS, a mental health unit will con~~lement A~v1C's existing behaviar~al health
services and pz~ovide a critical anchor for AAM.~'s and the County's network of
outpatie~tt services fc>r mental health; and

WHEREAS, the Anne Arundel County council is concerned tc~r the physical and
mental ~~vell-being; of Cottxtty citizens; now, Chere~~re, tie it

12c~,roh>eta' by the Cott~tty C.'.~~urzcil of ~ A~~j~e ~rrr~rd~<I C_taz~r7ly, ll~crr}ll~xfrd, that the A.nrae

A.rundei County Council supports AA1vfC;'s request for a t;ertificat.e of Need i=or an impatient

mental health unit az~d urges the Ntarylar~d kiealth Care Camn~tissic~n to provide swift approval

to this rer~uest; and ~e it further



By Order: 

Eliza 	..Jones 
Administrative Officer. 

Resolution No.. 59-15 
Page No, 2 

Resolved, That a copy of this Resolution be sent to Steven R, Schuh, County Executive, 
Victoria W. Bayliss, President & CEO, Anne Arundel .Medical Center, and Kevin R. 

3 	McDonald; Chief, Certificate of Need, Maryland Health Care Commission. 

READ AND PASSED this 21' day of December, 2015 

I HEREBYCERTIF Y THAT RESOLUTION NO, 59-1515 TRUE AND CORRECT AND DULY ADOPTED 
BY THE COUNTY COUNC IL.., OF ANNE ARUNDEL COUNTY. 

Derek 1 Fink 
Chairman 

Resolution Na S9-1S
k'a~;e :~To. 2

~ IZesvlvec~, That a copy of this Reso~utibn be sent to Steven 'R, Schuh, County Executive,
~Tictoria W. Bayliss, President & C;~:O, Anne Arundel M~dieal Center, anti Kevin ~2.

3 ~lcDa~~a~~i, Chief; Certificate a~'I+Zeed, Maryland ~-iealth Care C;ammiss~usa.

r~} nn nNn Fnsst.7a cr~~~ 235 any uera~~:4~~»r, zc>> s

ray ~a~~~~r:
r

T".'}j"L.a F..CUJx~S
/administrative ()leer.

Y I II;121.]3Y CF:RT'~t~ X 'I'I~ila.'1' f21sSC)l.,lJ'I'I()i~ Nt). 5t)-15 I~ '1'kZiJt; ~NI~ GORRk"sC"i' /~.NX~ Iai.JL~' A17U1?T.F:I)
]3'Y T~-II~ C(?C7N'['Y C()iJNC;TI.., f~F A.NN~ AC~~INDisT, CC)UNTY.

~,.<.r--

Derekc J.. F'~niz
Ghairiz3an



Queen 
Anne's 
County 

County Commissioners: 
James J. Moran, At Large 
Jack N. Wilson, Jr,, District 1 
Stephen Wilson, District 2 
Robert Charles Buckey, District 3 
Mark A. Anderson, District 4 

THE COUNTY COMMISSIONERS OF 
QUEEN ANNE'S COUNTY 

The Liberty Building 
107 North Liberty Street 

Centreville, MD 21617 

Telephone: (410) 758-4098 
Fax: (410) 758-1170 

e-mail: QACCommissioners&Administratorqacorq 

County Administrator.• Gregg A. Todd 
Executive Assistant to County Commissioners: Margie A, Houck 

County Attorney: Patrick Thompson, Esquire 

December 1, 2015 

Kevin R. McDonald, Chief 

Certificate of Need 

Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need 

Application for an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

We are writing to offer our strong support for the Certificate of Need application submitted by 

Anne Arundel Medical Center (AAMC) to establish an inpatient mental health unit. This type of 

service is critically needed in our region. 

Anne Arundel Medical Center is our hospital of choice. For many years, AAMC has been 

providing many of the mental health and substance use services that the community relies on, 

such as substance use treatment and outpatient mental health clinics. They're also developing a 

psychiatric day treatment hospital program to help meet the growing needs of our community. 

An inpatient mental health unit would create a more seamless experience for those needing 

this level of care and alleviate the burden of being transferred and experiencing detrimental 

delays in treatment as they wait for availability at another facility. An inpatient mental health 

unit would improve the quality and access of mental healthcare available in our community. 

We understand and appreciate that the Maryland Health Care Commission (MHCC) must 

approve hospitals in Maryland that seek to provide inpatient mental health services. We fully 

THE COUNTY COM11111SSIONERS OF
"ES~~ Queen QUEEN ANNE'S COUNTY

The Liberty Building
./7- nne's 107 North Liberty Street

iF.~ 
bounty

Centreville, MD 21617

Cou~cy Commissi~nef~s: Telephone: (410) 758-4098

.tames 1. Moran, At Large FaX; (410) 758-117Q
Jack N, Wilson, Jr„ District l e-mail gACCammissioners&Adrninistratgr aac.ara
Stephen Wilson, District2
Robert CharlesBuckey, District - 3 County r3clministrator.• Gregg A. Todd
Mark A. Anderson, District 4 Executive Assistant to County Cornmissianers: Margie A, Hauck

Count} 14ttorney: Pah^ick Thompson, Esquire

December Z, 2015

Kevin. R. McDonald, Chief

Certificate- of Need

Maryland Health Care Commission

4160 Patterson Ave

Baltimore, MD 21215-2299

Subject: Letter of Support: Anne Arundel Medical Center's Certificate of Need

Application for an Inpatient Mental Health Unit

Dear Mr. McDonald:

We are writing to offer our strong support for the Certificate of Need application submitted by

Anne Arundel IVledical Center (RAMC) to establish an inpatient mental health unit. This type of
service is critically needed in our region.

Anne Arundel Medical Center is our hospital of choice. For many years, RAMC has been

providing many of the mental health and substance use services that the community relies on,

such as substance use treatment and outpatient mental health clinics. They're also developing a
psychiatric day treatment hospital program to help meet the growing needs of our community.
An inpatient mental health unit would create a more seamless experience for those needing
this level of care and alleviate the burden of being transferred and experiencing detrimental
delays in treatment as they wait for availability at another facility. An inpatient mental health
unit would improve the quality and access of mental healthcare available in our community.

We understand and appreciate that the Maryland Health Care Commission (MHCC) must
approve hospitals in Maryland that seek to provide inpatient mental health services. We fully



QUEEN 	S COUNTY 

James President 

Mar 

Ock N. Wilson, Jr. 

j.t  

support this project, and hope the MHCC will see the value and benefit of AAMC's application 

to provide this much needed service in my community. 

Thank you in advance for your consideration. 

Sincerely 

THE COUNTY COMMISSIONERS OF 

Robert Charles Buckey 

cc: Anne Arundel Medical Center 

support this project, and hope the MHCC will see the value and benefit of AAMCs application

to provide this much needed service in my community.

Thank you in advance for your considerafiion.

Sincerely

THE' COUNTY COMMISSIONERS OF

~~ ~~ ~~

~.cl~ N. Wilson, Jr. ~~''~~
.~ ~~'~,

f~ .,

Robert Charles Bucl<ey

cc: Anne Arundel Medical Center



Michael Pantefides., Mayor 
160 Duke of Gloucester Street 
Annapolis, MD 21401-2517 

Chartered 170$ 

 

November 23, 2015 

Kevin R. McDonald, Chief 
Certificate of Need 
Maryland Health Care Commission 
4160 Patterson Ave 
Baltimore, MD 21215-2299 

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for an 
Inpatient Mental Health Unit 

Dear Mr. McDonald: 

I am writing to offer my strong support for the Certificate of Need application submitted by Anne Arundel 
Medical Center (AAMC) to establish an inpatient mental health unit. This type of service is critically needed in 
our region. 

For many years, AAMC has been providing many of the mental health and substance use services that the 
community relies on and inpatient mental health unit would create a more seamless experience for those 
needing this level of care while alleviating the burden of being transferred or waiting for availability at another 
facility. An inpatient mental health unit would improve the quality and access of mental healthcare available in 
our community. 

I understand and appreciate that the Maryland Health Care Commission (MHCC) must approve hospitals in 
Maryland that seek to provide inpatient mental health services. I fully support this project, and hope the MHCC 
will see the value and benefit of AAMC's application to provide this much needed service in my community. 

Thank you it advance for your consideration. 

Sincerely, 

01146 

4 

 .14Pc 
Michael Pantel ides 
Mayor 

Michael Panteiides, Mayor
160 Dulce of Gloucester Street.
Annapolis, MD 21401 2517

AtJ~ AIYILIS

Chnrtrrrd 170A

November 23, 2015

Kevin R.1VIcDonald, Chief
Certificate of Need
Margland Hearth Care Commission
4160 Patterson Ave
Baltimore, MD 2121.52299

Subject: I,ettei• of Support: Axx►~e Arundel 1VIedical Center's Certificate of Need Application for an
Inpatient iVlental Health Unit

Dear N1r. MoDonald:

I am writing to offer my strong support for the Cei-~ificate of Need application submitted by Anne Arandel
1VIedical Center (AAMC) to establish an inpatient mental health unit. This type of service is critically needed in
otu region.

For many years, RAMC has been providing many ofthe 1ilental Health and substalice use services that the
community relies an and inpatient mental health unit would create a more seamless experience I'or those

.needing this level of care while alleviating the burden of being tra~isferred or waiting for availability at another
facility. An ui~atient mental health unit would improve the quality and access of mental healfihcara available iii
out• caminunity.

i unde['stand and a~~preciate that the Maryland Health. Care Commission (M~ICC) mush approve hospitals in
Maryland that seek to provide inpatient mental health services. I .fully sit~~port this ~~i`oject, -and hope the MHCC
will see the value aid benefit of AAMC's application to provide this much needed service in my community,

Thank you iii advazace foz~ yourconsideration.

Sincerely,

~~ft~ ~~try.~~t.~t
Michael Pantel ides
Mayor



ANNE 
ARUNDEL 
COUNTY 

MARYLAND 
County Executive John R. Leopold 

Arnie Arutndel County fiartiership 
for Children,Youth & Families 

November 23, 2015 

Kevin R. McDonald, Chief 

Certificate of Need 
Maryland Health Care Commission 
4160 Patterson Ave 
Baltimore, MD 2121-5-2299 

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need Application 
for an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

On behalf of the Anne Arundel County Partnership for Children, Youth and Families, I am offering my 
support for Anne Arundel Medical Center's (AAMC) Certificate of Need application to establish an 
inpatient mental health unit. 1 am aware of AAMC's longstanding commitment to providing critically-
needed mental health and substance use treatment services to our community. Establishing an inpatient 
mental health unit to complement these existing quality services will help meet a growing need. 

As you know, AAMC is one of the busiest hospitals in Maryland. In 2014, more than 1,000 
people who came to AAMC's emergency room needing inpatient mental health care were 
transferred to other Maryland facilities. Because of the overwhelming shortage of this type of 
care, patients often are forced to wait for space to become available, causing delays in care. 

According to the community health needs assessment's conducted in 2012 and -2015, there are not 
enough inpatient mental health services available in Anne Arundel County—a critical piece for 
coordinated care. The rates for suicide and binge drinking are higher in Anne Arundel County as 
compared to state and national averages. AAMC is working to address this by increasing access 
to integrated mental health and substance use treatment for county residents. An inpatient mental 
health unit is one important piece of this. 

Anne Arundel Co. Partnership for Children, Youth & Families 
Pamela M. Brown, Ph.D,, Executive Director 

1 Harry S, Truman Parkway, Suite 103 4,  Annapolis, MD 21401 + Ph: 410-222-7423 Fax: 410-222-7674 
www.aacounty.orq/Partnershio/index,cfm 

for Childi•en,Youth &Families

N~ve~l~bez~ 23, 2015

Kevin R. McDonald, Chief

Cet~tificat~ of Need

Maryl-and Health Care Commission

4160 Pattecsoil Ave

Baltiillore, MD 21215 2299

~' 
~ 

EL
COLJ~~

M A R Y L A N D
County EsecatfvaJohn R: Leopold

~ul~,ject: L;e~tea• of Sup~o~-~:.~nnje Aa.e•unclel I~eciica] Centea-'~ Ce~-ti~cate o~I~leecl Application

for aaa inpatient 19~e~zta~ ~eaZ~h ~J~it

Dear Mi•. McDo~~ald:

On E~ahalf of the Anne Arundel Ca~tnty Partnershi,3 foc Cfrildren, Youth and families, I a1~~ offer ing my

su~po~-t fat' Aruie Arluidel Medical Center's (AAMC) Ceiti$eate of Need ap~~lication to establish an

inpatient mental health unit. 1 am a«ai~e of AAMC's Irnlgstanding con~mitrnenl to providing c~•iticalIy-

needei~ it~ental health and sub5tai~ce use treatment services tca our community. Estab1is11iiig an inpatient

uleiltal liealfh unit to complement these existing quality sea-~ices viii help meet a growing need.

A:s you ic~iow, RAMC is oi~e of the busiest IZospitals in Maryland.. I712Q14, more than 1,000
people who carne to ~1lLMC's emer~eticy room needing in~aatient mental health care ~vece

tra~zsferred to other Maryland facilities. Because of the overwhelii~ing shortage oti this tyke of

care, patients often are forced to wait for space to become available, causing delays in care.

Accordinb to t11c community health deeds assessments conducted in 2012 ~tnd -201 S, there a~~e ~~.at
enougl~z znpatiez~t ineiatal health services availavie in Arnie Ariuidel County--a critical piece for
coordinated care. The rtes for suicide and binge drii~l<ing are llighei ii1 Ai1ne ~lrurldal County as
com~asecl to state aisd national averages. ~1~1MC is working to address this by inereasin~ access
tv i1lCegrated mental 1zealtli and substail~c. use treatment for county resicicnts. An inpatient u~etltal
health unit is o~z~ inlpartal~t piece of this.

Anne Arundel Co. ~a~~tnership foi~ Children, Youth &Families
Pamela M. Brown, Ph.D,, Executive Direcfo►•

1 Han~y S. Truman Parkway, Suite 103 a Annapolis, MD 21401 ~ Ph. 410-222-7423 ~ Fax: 410-222-7674
www. aacounty.orglParknershiplindex.cfm



ANNE 
ARUNDEL 
COUNTY 

MAR YLANli 
County Executive John R. Leopold 

Amite Arundel Noll learttlership 
for Children,Youth & Families 

Given the outstanding reputation of A AMC and Anne Arundel County's critical lack of access to 
inpatient mental health programs, I urge the Maryland Health Care Commission to approve AAMC's 
application to provide inpatient mental health care as soon as possible. 

Thank you for your consideration of this very important matter. 

Sincerely, 

Pamela M. Brown Ph.D. 
Executive Director 
Anne Arundel County Partnership for Children, Youth and Families (Local Management Board) 

Cc Anne Arundel Medical Center 

Anne Arundel Co. Partnership for Children, Youth & Families 
Pamela M. Brown, Ph.D., Executive Director 

1 Harry S. Truman Parkway, Suite 103 Annapolis, MD 21401 Ph: 410-222-7423 Fax: 410-222-7674 
www.aacounty,oro/Partnership/index.cfm 	• 

~~~~

~'~~ ARUNDEL
~, ~ COUNTY

~,°~~"~ .~.~lQU,:.`~t~~°;i'Shl M A R Y ~L A N~D
for Ghildren,Youth &Families cou~~tyax~ourive~o~,ntt.Luopo~a

Given Elie ou standing reputation ~f AAMC and Anne Acunciel County's critical lack o.f access to

inpatient mental health pra~;t~ams, I urge tine Macylaiid Health Care Coillinission to a.l~pcove AAMC's

application Ca provide inpatie»t mental health care as s~oEi as possible.

Thank you for your consideration of t11is very important ~i~atter.

Sincerely,

1'amcla M. Bro~tni Ph.D.
Exec~:ttive Direetat~
At e ~1.runtlel County Partnerslli~ for Children, Yauth and Families (Local Management Board}

Cc An~~e Arundel Medical Center

Anne Arue~d~l Co. Pa~tnershi~ for Ghildre~l, Youth ~ families
Pamela M. ~rov✓n, Ah.9., F_xecutive Director

1 Harry S. Truman Parkway, Suite 103 ~ Annapolis, MD 21401 ~ f'h: 41Q-222-7423 ~ Fax: 410-222-7674
www.aacount~orglPartnersh p(index.cfm
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Sincerely, 

Tracey Myers-Preston 
Executive Director, MADC 

December 18, 2015 

Kevin R. McDonald, Chief 
Certificate of Need 
Maryland. Health Care Commission 
4160 Patterson Ave. 
Baltimore, MD 21215 

Subject: 	Letter of Support for Anne Arundel Medical Center's Certificate of Need Application 
for an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

I am writing to offer MADC's strong support for the Certificate of Need application submitted by Anne 
Arundel Medical Center to establish an inpatient mental health unit. MADC is a state-wide nonprofit association 
of behavioral health professionals that advocates for quality addiction services to promote healthy individuals, strong 
families and thriving communities. MADC initiates, facilitates and supports advocacy, outreach, research, publication and 
educational activities that improve access to quality substance use disorder (SUD) services. It has a membership of 
public, private, nonprofit and for-profit programs. 

Anne Arundel County residents experiencing mental health and substance use as co-occurring disorders 
confront a local health delivery system that is fragmented and disconnected, according to Healthy Anne Arundel 
Coalition's Community Health Needs Assessment, Emergency room patients needing inpatient mental health 
care currently confront significant delays in waiting for available beds or must be transferred to other Maryland 
facilities. Establishing an inpatient mental health unit at AAMC will fill a significant gap in the continuum of 
mental health care in Anne Arundel County. 

AAMC has earned a reputation for providing high-quality healthcare, including mental health and substance use 
services through its Pathways treatment facility and programs. In 2014 Pathways earned Platinum award 
designation from Optum (formerly United Behavioral Health) for delivering highly effective, cost-effective 
inpatient substance abuse treatment. AAMC seeks to further its vision to provide coordinated, evidence-based 
care plans that put mental health and substance use patients on the path to healing and recovery and an inpatient 
mental health unit would fill a critical missing piece to the continuum of care at AAMC. 

An inpatient mental health unit, which is expected to receive philanthropic support, will ensure that adults and 
teens facing crises in mental health and substance use in Anne Arundel County have full access to appropriate 
levels of care, which ultimately will reduce lengths of stay and the total cost of care. 

We are pleased to offer our support to Anne Arundel Medical Center and look forward to the continued 
important contribution they make to our community. 

1206 Brook Meadow Drive ■ Towson, MD 21286 ■ 443.834.5866 

December 18, 2015

Ifevin R. iVIaDonald, Chief
Ge~~tificate of Need
Maryland. Health Cara Comrnissioii
A~16Q Patterson Ave.
Baltimore, MD 21215

subject; Letter of Support for Aune Arundel Medical Center's Certificate of Need Application
fat' an Inpatient iVlental Health ~:Tnit

Dear 1VIr. McDonald:

I am writing to offer MADC's strong support far the Certificate of Need application sub~x~itted by Anne
Arundel Medical Center to establish an inpatient mental Health unit. MADC is a state-wide nonproftt association
of behavioral health professionals that advocates for quality addiction services to promote healthy individuals, strong
families and thriving communities. MADC initiates, facilitates a~}d supporks advaeacy, outreach, research, publication and
educational activities that improve access to quality substance use disorder (SUD) services. It has a membership of
public, private, nonprofit and foi~-profit programs.

Anne Arundel County residents experiencing mental health and substance use as co-accuz7ring disorders
confront a local health. delivery system that is fragmented and disconnected, according to Healthy Anne Arundel
Coalition's Community Health Needs Assessment, Emergency room patients needing inpatient mental health
care currently confront significant delays in waiting for available beds or must be trazisfei~red to other Maryland
facilities. Establishing an inpatient mental health unit at RAMC will fill a significant ~;ap in the continuum of
mental health care in Anne Arundel County.

AAMC has earned a reputation Por providing high-quality healthcare, including mental health mid substance use
services through its Pathways treatment facility and programs. In 2014 Pathways earned Platinum award
designation from Opium (formerly United Behavioral Health) for delivering highly effective, cost-effective
inpatient substance abuse treatment. RAMC seeks to further its vision to provide coordinated, evidence-based
care plans that put mental health and substance use patients on flee path to healing and recovery and an inpatient
mental health unit would fill a.c~itical missing piece to the continuum of care at AAMC.

An inpatient rnenfal health unit, which is expected to receive philanthropic support, will ensure that adults and
teens facing crises in mental health and substance use in Anne Arundel County have fitll access to appropriate
levels of care, which ultunately will reduce lengths of stay and the total cost of care.

We are pleased to offer our support to Anne Arundel Medical Center and look forward to the continued
important .contribution they make to our community.

Sincerely, ` 

J-
Tracey My rs-Preston
Executive Director, MADC

1206 Break Meadow Drive ■Towson, MD 212$6 443.834.5866



MARYLAND ADVOCACY & POLICY CENTER 

Friday, November 27, 2015 

Kevin R. McDonald, Chief 
Certificate of Need 
Maryland Health Care Commission 
4160 Patterson Ave 
Baltimore, MD 21215-2299 

Subject: 	Anne Arundel Medical Center's Certificate of Need Application for an Inpatient Mental 
Health Unit 

Dear Mr. McDonald: 

Living in Anne Arundel County since 1998, I have grown confident in knowing Anne Arundel Medical Center is 
there to serve the health care needs of my family and our community, Community service is my life work and that of 
my family. My wife and our daughter teach in Anne Arundel County public schools, our oldest son works in the arts 
community, and our youngest son serves our nation in the United States Navy. All three of our children are 
graduates of Broadneck High School and, throughout the years, AAMC has been an intricate part of our lives 
providing the highest quality in health care. 

My confidence in AAMC motivates me to offer support for their request for a Certificate of Need application to 
establish an inpatient mental health unit. As a former pastor for almost 16 years in Annapolis, a member of the 

CareFirst Board, and active in community service, I am keenly aware of AAMC's longstanding commitment to offer 
mental health and substance abuse treatment services. On countless occasions I have dealt directly with individuals 
and families affected by serious mental health issues. Awareness of the quality mental health care AAMC offers 
made it easy for me to refer these individuals and families to use their services. Establishing an inpatient mental 
health unit to complement these existing services will help meet the ever growing need. 

In 2014, as one of the busiest hospitals in Maryland, more than 1,000 people admitted to AAMC's emergency room 
needing inpatient mental health care were transferred to other facilities. Anyone dealing with families experiencing 
mental health or substance abuse crisis is aware of the overwhelming shortage for this type of care. Patients often 
are forced to wait for space to become available, causing delays in care with greater costs to the families and 
community. 

Responding to the community health needs assessment conducted in 2012, the vision for AAMC's mental health and 
substance use program includes coordinated, individualized, evidence-based care plans that put patients on the path 
to healing and recovery. There are not enough inpatient mental health services available in Anne Arundel County. 
This is a critical and essential piece for coordinated care to the individuals and families in crisis. 

According to Healthy Anne Arundel Coalition's Community Health Needs Assessment, the treatment for mental 
health and substance abuse is fragmented and disconnected in our County. Additionally, suicide and binge drinking 
rates are higher in Anne Arundel County as compared to state and national averages. AAMC works to address this 
by increasing access to integrated mental health and substance abuse treatment for county residents. An inpatient 
mental health unit will help meet our growing need. 

The reputation of AAMC is stellar and they are prepared to meet the challenges before us. I respectfully urge the 
Maryland Health Care Commission to approve AAMC's application to provide inpatient mental health care. 

Thank you for your kind consideration to this request. 

Sincerely, 

Green, Director 
cc: Anne Arundel Medical Center 

191 Main Street, Third Floor, Annapolis, Maryland 21401 

henry(Witiarvlandane.org  — (443) 534-3414 

Friday, November 27, 2015

Kevin R, McDonald, Chief
Certificate of Need
Maryland Health Care Commission
416Q Patterson Ave
Baltimore,: MD 21215-2298

Subjects Anne Arundel lViedical Center's Certificate of Need Application for Rn Inpatient Mental
Health Unit

Dear Mr. McDonald:

Living in Anne Anxnclel County since 1998, I have grown cadent in knowing Anne Arundel Medical Center is
there to serve. the health Dare needs of my family and our cariununity, Coininuxiity service is my life work and that of
my family. M,y wife and our daughter teach in Anne Arundel County public schools, our oldest son works in the arts
community, and our youngest son serves our nation in the United States Navy. All three of our children are
graduates of.Broadneck High School and, throughout the years, RAMC has been an intricate part of our lives
providing the highest quality in health care.

My confidence in AAMC motivates me to offer support for their request for' a Certificate of Need application to
establish an inpatient mental health unit. As a farmer pastor for almost I6 years in Annapolis, a member of the

CareFirst Beard, and active in community service, I am keenly aware of r1t1MG's longstanding commitment to offer

mental health and substance abuse treatment services. On countless occasions I have dealt directly with individuals
and families affected by serious mental health issues. Awareness ofthe quality mental health care AAMC offers
made it easy for ma to refer these individuals and families to use their services. Establishing an inpatient mental
health unit to complement these existing services will help meet the ever growing need.

In 2014, as one bf the busiest hospitals in Maryland, mole than 1,OOQ people admitted to AAMC's emergency room

needing inpatient mental health care were transferred to other facilities, Anyone dealing with families experiencing
mental health ar substance abuse crisis is aware of the overwhelming shortage for this type of care. Patients oftett
are forced to wait far space to becotue available, causing delays in care with greater costs to the families and
community.

Responding to the community health needs assessment conductedui 2012, the vision for AAMC's mental health and

substance use program includes coordinated, individualized, evidence-based care plans that put patients on the path
to healing and recovery. There are not enough inpatient mental health services available in Anne Arundel County.
This is a critioal and essential piece for coordinated care to the individuals and families in crisis.

According to Healthy Anne Arundel Coalition's Community Health Needs Assessment, the treatment for mental
health and substance abuse is fragmented and disconnected in our County. Additi~naUy, suicide and binge drinking
rates are higher in Anne Arundel County as compared to state and national averages. AAMC works to addxess this
by increasing acoess to integrated mental health and substaace abuse treahnent for county residents. An inpatient
mental health. unit will help meet our growing need.

The reputation of AAMC is stellar and they are prepared to meet the challenges before us, I respectfully urge the
Maryland Health Cara Commission to approve AAIvIC's application to provide inpatient mental health care.

Thatilc you for your kind consideration to this request.

Sincer.~ly,

G~-~------̀ ~-

H Green, Director
cc: Anne Arundel Medical Center

191 Main Street, Third Floor, Annapolis, Maryland 21401

hen►~S~)mar lxndnpc.nr~- (q43) 534-341A
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Care. Connect. Contribute. 

community foundation 
of anne arundel county 

December 14, 2015 

Kevin McDonald, Chief 

Certificate of Need Division 

Maryland Health Care Commission 

4160 Patterson Ave. 

Baltimore, MD 21215-2299 

Subject: 	Letter of Support for Anne Arundel Medical Center's Certificate of Need Application 

for an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

On behalf of the Community Foundation of Anne Arundel County, I am writing to offer my strong 

support for the Certificate of Need Application submitted by the Anne Arundel Medical Center (AAMC) 

to establish an inpatient mental health unit. Mental illness and addiction impacts every public and 

private system across all populations — individual, family, medical, education, employment, and criminal 

justice to name a few. There is an urgent need for increased inpatient mental health and substance use 

services in Anne Arundel County. 

According to 2015 data from the Anne Arundel County Mental Health Agency, there was an 11 percent 

increase in the number of residents seeking mental health services in 2014 — almost double the increase 

from 2012 to 2013. The 2014 increase is 145 percent greater than the comparable number in 2002. 

There is also a critical need for co-occurring mental health and substance abuse integrated treatment. 

AAMC is working to address these needs by increasing access to integrated mental health and substance 

use treatment for county residents. 

Given the outstanding reputation of AAMC and Anne Arundel's critical lack of access to inpatient mental 

health programs, I urge the Maryland Health Care Commission to approve AAMC's application to 

provide inpatient mental health care as soon as possible. 

Thank you for your consideration in this very important matter. 

Sincerely, 

Melissa H. Curtin 

Executive Director 

cc: Anne Arundel Medical Center 

914 Bay Ridge Road Suite 220 Annapolis, MD 21403 

410,280.1102 VVVVIN cfa a c.o rg 

- ~..-- ~ Care. 4o~in~ct. Goriu~il~ut~..

'< ~~..c~rr~r~unity faur~atir~
of anr~~ arundel county

December 14;2015

Kevin McDonald, Chief
Certificate of Need Division
Maryland Health Care Commission
4160 Patterson Ave.
Baltimore, MD 21225-2299

5ubjecfi: Letter o$ Support for Anne Arundel Medical Center's Certificate of Need Appiicafiion
for an Inpatient Mental Health Unit

Dear Mr. McDonald;

On behalf of the Community Foundation of Anne Arundel County, I am writing to offer my strong
support forthe Certificate of Need Application submitted by the Anne Arundel Medical Center (AAMC)
to establish an inpatient mental health unit. Mental illness and addiction impacts every public and
private system across all populations —individual, family, medical, education, employment,. and criminal
justice to name a few. There is an urgent need for increased inpatient mental health and substance use
services in Anne Arundel County.

According to 2015 data from the Anne Arundel County Mental Health Agency, there was an 11 percent
increase in the number of residents seeking mental health services in 2014 —almost double the increase
from 2012 to 2013. The 2014 increase is 145 percent greater than the comparable number in 2002.
There is also a critical need for co-occurring mental health and substance abuse integrated treatment.
AAMC is working to address these needs by increasing access to integrated mental health and substance
use treatment for county residents.

Given the outstanding reputation of AAMC and Anne ArundePs critical lack of access to inpatient mental
health programs, I urge the Maryland Health Care Commission to approve AAMCs application to
provide inpatient mental health care as soon as possible.

Thank you for your consideration in this very important matter.

Sincerely,.

Melissa H. Curtin
Executive Director

cc: Anne Arundel Medical Center
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' 	Kart Alperovit-tichell, Mb, MP•14 

. CCirnrnunity liesith.Cehtif al the MorriS 1114141 Apartments 
701 GlenwooO Street 

Annapolis, rtlarviand 21101 

date 1118/15. 

• Kevin It. McDonald., Chief 

	

. 	Certificate of Need, :Maryland Health Care Commission 

4160 Patterson Ave, •BaltImpli, Mb 212.1.5-2290 

SUbilutr. 	Licitttr otSdptidrtr 	Atundti.Medkal Centeet CtrtificAu of Need ApptiQtticiri for an: 
Inpaltinit 	Health Unit 

	

. . 	gear ME. NIctionald: 

aim writing to e•xpress re  y strong supporttx the Certificate of Need application submitted by Anne Arundel.  
Medic:41A Center (AMC) to es.11.ablish an i.npetient El-metal iieaith Unit. (140-,Ima has a great need for this *ma! 

I am a primary care physiciartWOrking in tqlonturyity health rAtsterin 	 have rhariV palients who 
• mare significant" psychiatric Oiiease, arid 'Mani do requite tnpatlent psychialtrIC 'services. Anne Arundel. NW.  AOloi 

Center is the hospital the-se patients rely Upon, When they have ptythiatric decompentirrldryir 	ktd•IO 
AAMC's Elt, where staff' competently evaluate them_ However;  they tilef!ci waft in the ER,. Vgnetirors.tqf da0, for 
ti 	avalt4kle:rfighi'Mtif: le patient betiosculnewitere in hluyiand. 'finaily, the get transferred to an inpatient unit, 
often nliirrYrYdies from btime.:When they are discharged form that unit, the plan for tiallOW• up Skrifices is often 

M:311-riptirlial or lettorilective, siOte Staff ipt the 04terit facility are not integrated with Annapolis area outpatient 

resources. This SitigatiOn if very (Or Win ideal for psychialrir.ally frail patients. 

ror.YearS,,AAPAC has been prqiiidIng litany of the ntental.health arid Substance abuse services that our 

community requires (e:g. substance use treatment and outpatient mer4a I health clittid)., tkety understanding is,  

that they are also develnpinia in.uch-needed'fitithiatrit day trealireern hospita.ipeogram. An Inpatiatit mental 

healttitrnit would create a much Fetter acres ib needed inPatierit seltriCe r  end more SearitessfolioW up plan. 

befiettle-that would improve t r qua' ity 	patients' the mental lietalut4.  ore (Old acc,es4 $1gnIficantly. 

t understand and appreciate Iliat the Maryland Health Care Coretelssive [M t3CC) RilAt approve tosphao's In 

Marylard that seek to,  On:midi inpatient nvntat health services_ Tor the abOVe reUriOU'i, 'MY 1.0,1i304))1 014 

fr7. 	project, and hope the 4.44HCC viral AIPPrtsvtl ii • 

4 	
Thank you for your COn5itteralgort of thli 

ig7ce 

Kiari Alp‘ovitz•gichell„ MD, rpFPH 
t• 
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SEVERNA PARK 
COMMUNITY CENTER 

(II Maim)! 

Kevin R. McDonald, Chief 

Certificate of Need 

Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

December 17, 2015 

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for 

an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

I am writing to offer my strong support for the Certificate of Need application submitted by Anne 

Arundel Medical Center (AAMC) to establish an inpatient mental health unit. This type of service is 

critically needed in our region. 

Anne Arundel Medical Center is my hospital of choice. For many years, AAMC has been providing many 

of the mental health and substance use services that the community relies on, such as substance use 

treatment and outpatient mental health clinics. They're also developing a psychiatric day treatment 

hospital program to help meet the growing needs of our community. An inpatient mental health unit 

would create a more seamless experience for those needing this level of care and alleviate the burden of 

being transferred and experiencing detrimental delays in treatment as they wait for availability at 

another facility. An inpatient mental health unit would Improve the quality and access of mental 

healthcare available in my community. 

At the Severna Park Community Center, we provide a "healthy, vibrant, connected, community 

gathering place whose purpose is to provide positive recreation. learning and to be proactive in good 

mental health activities. But some individuals need more than we can offer. 

Thus, we support AAMC's effort to establish an inpatient mental health unit to help individuals to 

recover from the debilitating effects of mental illness. 

623 Baltimore-Annapolis Boulevard Severna Park, Maryland 21146 
spcoinmunitycenter.org  410,647.5843 
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Kevin R. McDonald, Chief December 17, 2015

Certificate of Need

Maryland Health Care Commission

4160 Patterson Ave

Baltimore, MD 212T5-2299

Subject: Letter of Support: Anne Arundel Medical Center's certificate of Need Appficatia~n far

en lnpatien~ Mental Health Unit

Dear Mr. McDonald:

1 am wrfting to offer my strong support fQr the Certificate of Need application submi#ted by Anne

Arundel Medical Center (AAMC) to establish an inpatient mental health uniC. This type of service is

critically needed in our region.

Anne Arundel Medical Center is my hospital of choice. For many years,. RAMC has been providing many

of fihe menCal health and substance use services that the community relies on, such as substance use

treatment and outpat4ent mental health clinics. They're also developing a psychiatric ~aytreatment

hospital program to help meet the growing needs Qf our community. An inpatlenf mental health unit

would create a more seamless experience for those needing this level of care and alleviate the burden of

being transferred and experiencing detrimental delays in treatment as they wait for availability at

another facility. An inpatient mental health unit would improve the quality and access of mental

healehcare available in my community.

At the Severna Park Community Center, we provide a "healthy, vibrant, connected, community

gathering place whose purpose is to provide positive recreation. learning and to be proactive in good

mental health activities. eut some individuals need mare than w~ can offer.

Thus, we support AAMC's effort to establish an inpatient mental health unit to help individuals to

recover from the debNitating effects of mental illness,

623 Baltunote-flnnapolis I3oalevaxd Severna Paik, ~Iarylnnd 21146

sl~communit~~center,org 410,647.5843



Kevin R. McDonald, 

Page 2 

I understand and appreciate that the Maryland Health Care Commission (MHCC) must approve hospitals 

in Maryland that seek to provide inpatient mental health services. I fully support this project, and hope 

the MHCC will see the value and benefit of AAMC's application to provide this much needed service in 

my community. 

Thank you in advance for your consideration. 

Newth Morris 

Executive Director 

Severna Park Community Center 

cc: Anne Arundel Medical Center 

Kevin R. McDpnald,

Page 2

understand and appreciate that the Maryland Health Care Commission (fvIHC~) must approve hospitals

in Maryland that seek to pPovide inpatient m~ntat health services, i fully support this project, and hope

the MHCC wi11 see the value and benefit of AAMC's application to provide this much needed service ire

my community,

ThankNou in advance foryourcans(deration.

Stncsrely

I ~ r

Newth Morris

Executive Director

Sev~ma Park Community Center

cc: Anne Arundel Medical Center
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December 14, 2015 

Kevin R. McDonald, Chief 

Certificate of Need 

Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

Subject: Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for 

an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

As the Executive Director of Arundel Lodge, I am writing to offer my strong support for the Certificate of 

Need application submitted by Anne Arundel Medical Center (AAMC) to establish an inpatient mental 

health unit. This type of service is critically needed in our region. 

Arundel Lodge is a CARF- accredited and community-based community behavioral health center 

providing a comprehensive continuum of treatment and support services for individuals diagnosed with 

mental health and substance use disorders, Arundel Lodge operates a Residential Rehabilitation 

Program (RRP) that services 110 individuals in 32 homes; a Psychiatric Rehabilitation Program that 

includes a Day Program with an average daily attendance of over 100, home-based Supportive Living 

services for persons living in their own housing, Peer Support Specialists who call upon their lived 

experience to assist our consumers with their Wellness and Recovery Planning, an Evidence-based 

Supported Employment Program, and a Health Home. These services are in addition to our Mental 

Health and Substance Use Disorders Outpatient Clinics for children, adolescents and adults that are 

treating 3000 persons per year and offer same day access. 

Arundel Lodge has established important partnerships with the AAMC inpatient units and the AAMC 

Community Health Center through our Health Home, Arundel Lodge and AAMC work closely together to 

achieve patient satisfaction, improve health outcomes, reduce healthcare costs, and prevent 

unnecessary hospitalizations. This seamless partnership includes the AAMC Community Health Center 

2600 5olomons Island Rd • Edgewater, MD 21037 

main 443.433.5900 • fax 410.841.6045 • video ph 443.569.7132 
www.ArundelLodge.org  
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December 14, 2015

Kevin R. McDonald, Chief

Certificate of Need

Maryland Health Care Commission

4160 Patterson Ave

Baltimore, MD 21215-2299

Subject: Letter of Support; Anne Arundel Medical Center's Certificate of Need Application for

an Inpatient Menta) Health Unit

Dear Mr. McDonald:

As the Executive Director of Arundel Lodge, I am writing to offer my strong support for the Certificate of

Need application submitted by Anne Arundel Medical Center (RAMC) to establish an inpatient mental

health unit. This type of service is critically needed in our region.

Arundel Lodge is a CARF-accredited and community-based community behavioral health center

providing a comprehensive continuum oftreatment and support services for individuals diagnosed with

mental health and substance use disorders, Arundel Lodge operates a Residential Rehabilitation

Program (RRP) that services 110 individuals in 32 homes; a Psychiatric Rehabilitation Program that

includes a Day Program with an average daily attendance of over 100, home-based Supportive Living

services for persons living in their own housing, Peer Support Specialists who call upon their lived

experience to assist our consumers with their Wellness and Recovery Planning, an Evidence-based

Supported Employment Program, and a Mealth Home. These services are in addition to our Mental

Health and Substance Use Disorders Outpatient Clinics for children, adolescents and adults thafi are

treating 3000 persons per year and offer same dey access.

Arundel Lodge has established important partnerships with the AAMC inpatient units and hhe AAMC

Community Health Center through our Health Hame. Arundel Lodge and RAMC work closely together to

achieve patient satisfaction, improve health outcomes, reduce healthcare costs, and prevent

unnecessary hospitalizations. This seamless partnership includesthe AAMC Community Health Center

2600 Salamans Island Rd •Edgewater, Mt7 21037
main 443.433.590Q ~ fax 41Q.841.6Q45 > video ph 443.565,7132

www.ArundelLodge.arg



Sincerely, 

Michael J. Drummond, LC 

Executive Director 

as a consultant to our Health Home and AAMC Community Health Center providing primary care in our 

facility for the individuals we serve through our PRP. 

Arundel Lodge will partner with AAMC by leveraging our same day access, health home, case 

management, treatment and outreach services to develop programs that will engage those who are not 

receiving outpatient treatment and support services. We believe that the initiatives that we develop 

with AAMC will prevent unnecessary hospitalizations and help ensure that these proposed inpatient 

resources provide high quality treatment for individuals who need this level of care. 

I understand and appreciate that the Maryland Health Care Commission (MHCC) must approve hospitals 

in Maryland that seek to provide inpatient mental health services. I fully support this project, and hope 

the MHCC will see the value and benefit of AAMC's application to provide this much needed service in 

our community. 

Thank you in advance for your consideration. 

cc: Anne Arundel Medical Center 

2600 Solomons Island Rd • Edgewater, MD 21037 
main 443.433.5900 • fax 410.841.6045 • video ph 443.569,7132 

www.ArundelLodge.org  

as a cansuftant to our Health Home and AAMC Community Health Center providing primary care in our

facility for the individuals we serve through our PRP.

Arundel Lodge will partner with AAMC by leveraging our same day access, health home, case

management, treatment and outreach services to develop programs that will engage those who are not

receiving outpatient treatment and support services. We believe that the initiatives that we develop

with AAMC will prevent unnecessary hospitalizations and help ensure that these proposed inpatient

resources. provide high quality treatment for individuals who need this level of care.

understand and appreciate that the Maryland Health Care Commission (MHCC) must approve hospitals

in Maryland that seek to provide inpatient mental health services. I fully support this project, and hope

the MHCC will see the value and benefit of AAMCs application to provide this much needed service in

pur community.

Thank you in advance far your consideration,

Sincerely,

Michael J. Drummond, LC -C

Executive Director

cc: Anne Arundel Medical Center

2600 Solomons Island Rd a Edgewater, MD 21037
main 443.433.5900 •fax 410.841.6045 • video ph 443.569,7132

www.ArundelLodge.org



623 Lakeland Road South Severna Park 21146 

Date 12/01/15 

Kevin R. McDonald, Chief 

Certificate of Need 

Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

Subject: Letter of Support: Anne Arundel Medical Center's Certificate of 
Need Application for an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

As a volunteer/AAMC Auxillian), I appreciate the opportunity to offer my 
support for Anne Arundel Medical Center's (AAMC) Certificate of Need 
application to establish an inpatient mental health unit. I am aware of 
AAMC's longstanding commitment to providing critically-needed mental 
health and substance use treatment services to our community. Establishing an 
inpatient mental health unit to complement these existing quality services will 
help meet a growing need. 

As you know, AAMC is one of the busiest hospitals in Maryland. In 2014, 
more than 1,000 people who came to AAMC's emergency room needing 
inpatient mental health care were transferred to other Maryland facilities. 
Because of the overwhelming shortage of this type of care, patients often are 
forced to wait for space to become available, causing delays in care. 

In response to the community health needs assessment conducted in 2012, the 
vision for AAMC's mental health and substance use program includes 
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Date 12/01/15

Kevin R. McDonald, Chief

CerCi~icate of Need

Maryland Health Care Cozni~~ission

4160 Patterson Ave

Baltimore, MD 21215-2299

Subject: Lettex of Support: Arnie Arundel Medical Center's Certificate of
Need Application for an Inpatient Mental Health Unit

Dear Mr. McDonald:

As a volunteer/AANIC Au~illian}, I appreciate the opportunity to offer my
suppoxt fox Anne Ar~zndel Medical Center's (~-1AMC) Certificate of Need
application to establish an inpatient mental health unit. I am aware of
AAMG's longstanding commitment to providing critically-needed mental
health as~d substance use treatment services to our community. Estat~lishing an
inpatient mental health unit to complement these existing quality services will
help meet a growing need.

As you icnovsr, RAMC is one of the busiest hospitals i~ Maxyland. 7n 2014,
more than 1,000 people who came to AAMC's emergency room needing
i~zpatient ~neiltal health care were transfeixed to other Maryland facilities.
Because of the ovexwl7elming shoxtage of this type of care, patients often are
forced to wait fox space to become available, causing delays in care.

In response to the community health needs assessment conducted zn 2Q12, the
vision for t1AMC's ~nentaX health and substance use program includes

2



coordinated, individualized, evidence-based care plans that put patients on the 
path to healing and recovery. There are not enough inpatient mental health 
services available in Anne Arundel County—a critical piece for coordinated 
care. 

According to Healthy Anne Artmdel Coalition's Community Health Needs 
Assessment, the treatment for co-occurring disorders (mental health and 
substance use) has been fragmented and disconnected. In fact, it is the top 
disparity in Anne Arundel County. The rates for suicide and binge chinking 
are higher in Anne Arundel County as compared to state and national 
averages. AAMC is working to address this by increasing access to integrated 
mental health and substance use treatment for county residents. An inpatient 
mental health unit is one important piece of this. 

Given the outstanding reputation of AAMC and Anne Arundel County's 
critical lack of access to inpatient mental health programs, I urge the 
Maryland Health Care Commission to approve AAMC's application to 
provide inpatient mental health care as soon as possible. 

Thank you for your consideration in this very important matter. 

Sincerely, 

Rodney J. Hobbs 

cc: Anne Arundel Medical Center 
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coordinated, individualized, evidence-based care plans that put patients on the
path to healing and recovery. There are not enough inpatient mental health
services available in Anse ~1~nde1 County—a critical piece for coordinated
care.

According to Healthy Anne Artuidel Coalition's Community Health Needs
Assessment, the treatment far co-occuzring disorders (mental health and
substance use) has been fragmented and disconxiected. Tn fact, it is the top
disparity in Anne Arundel County. The rates for suicide and binge drinking
are higher in Anne Arundel County as compared to state and national
averages. RAMC is workzn~; to address this by increasing access to integrated
mental health and substance use treatment for county residents. An inpatient
mental health unit is one important piece of this.

Criven the outstanding reputation of RAMC and Anne Arundel County's
critical lack of access to inpatient mental health programs, I urge the
Maryland Healtk~ Care Commission to approve AAMC's application to
provide impatient mental health care as soon as possible.

Thank ~~u for your consideration in this very important matter.

Sincerely,

-~.~:.~/
l

Rodney J. Hobbs

cc: Anne Arundel Medical Center
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Natimml Alliance en Mental Illness I AvIne Anlndef COunty 

P.O. Box 309 • Arnotd, MD 21012 

www.namiaac.org  

443-569-3498 

January 28, 2016 

Kevin R. McDonald, Chief 

Certificate of Need 

Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for 

an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

As a resident of Anne Arundel County, as a longtime caregiver for my son with mental illness, as a very 

concerned county citizen, and as the Executive Director of the National Alliance on Mental Illness for the 

Anne Arundel County, MD affiliate, I appreciate the opportunity to offer my support for Anne Arundel 

Medical Center's (AAMC) Certificate of Need application to establish an inpatient mental health unit. I 

am aware of AAMC's longstanding commitment to providing critically-needed mental health and 

substance use treatment services to our community. Establishing an inpatient mental health unit to 

complement these existing quality services will certainly help meet a growing need. 

As a resident caregiver for my own son who has the need to be hospitalized at various times and as the 

Executive Director of NAMI Anne Arundel County, I see up close how our county does not have enough 

psychiatric beds for our population and urgent needs for this devastating illness. Time and time again 

suffering people have to be transferred over 50 miles away for a psychiatric acute center bed. Families, 

caregivers, and those with mental illness call us at our helpline over and over crying out for help to find 

acute psychiatric beds. The people with the mental illness in our county sit in a hospital emergency 

room for days and hours until a bed can be found many miles away. Their families and caregivers do not 

understand what to do and how to get them the acute care and bed they need quickly. People and 

families are stung with the already existing stigma and then they find out there are not enough beds in 

Anne Arundel County when their loved ones need immediate acute psychiatric care. We in NAMI AACO 

have been urging for more beds to be established at AAMC for years and now we urge you to make the 

decision to move ahead and to approve the AAMC Certificate of Need application to make an inpatient 

mental health unit happen. 

Page 1 of 2 
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Nafia,~a~ Alliance on tdentei fHness ~ A~tne AnirtAef Catinty

P.O. Box 309 •Arnold, MD 2112

www.namiaac.org
443-569-3498

January 2$, 2Q16

Kevin R. McDonald, Chief

Certificate of Need

Maryland_Health Care Commission

4160 Patterson Ave

Baltimore, MD 21215-2299

Subject: Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for

an Inpatient Mental Health Unif

Dear Mr. McDonald:

As a resident of Anne Arundel County, as a longtime caregiver for my son with mental illness, as a very

concerned county citizen, and as the Executive Director of the National Alliance on Mental Illness for the

Anne Arundel County, MD affiliate, i appreciate the opportunity to offermy support far Anne Arundel

Medical Center's (AAMC) Certificate of Need application to establish an inpatient mental health unit.

am aware of AAMC's longstanding commitment to providing critically-needed mental health and

substance use treatment services to our community. Establishing an inpatient mental health unit to

complement these existing quality services will certainly help meet a growing need.

As a resident caregiver for my own son who has the need to be hospitalized at various times and as the

Executive Director of NAMI Anne Arundel County, I see up close how our county does not have enough

psychiatric beds for our population and urgent needs far this devastating illness. Time and fiime again

suffering people have to be transferred over 50 miles away for a psychiatric acute center bed. families,

caregivers, and those with mental illness call us at our helpline aver and over crying out for help to find

acute psychiatric beds. The people with the mental illness in our county sit in a hospital emergency

room for days and hours until a bed can be found many miles away. Their familiss and caregivers do not

understand what to do and how to get them the acute care and bed they need quickly. People and

families are stung with the already existing stigma and then they find out there are not enough beds in

Anne Arundel County when their Roved ones need immediate acute psychiatric care. We in NAMI AACO

have been urging far more beds to be established at AAMC for years and now we urge you to make the

decision to move ahead and to approve the AAMC Certificate of Need application to make an inpatient

mental health unit happen.

Page 1 of 2



As for further evidence of this need, AAMC is one of the busiest hospitals in Maryland. In 2014, more 

than 1,000 people who came to AAMC's emergency room needing inpatient mental health care were 

transferred to other Maryland facilities. Because of the overwhelming shortage of this type of care, 

patients often are forced to wait for space to become available, causing delays in care. Then they have 

to be transferred to other county mental health inpatient facilities several miles away making it more 

difficult for families. 

In response to the community health needs assessment conducted in 2012, the vision for AAMC's 

mental health and substance use program includes coordinated, individualized, evidence-based care 

plans that put patients on the path to healing and recovery, There are not enough inpatient mental 

health services available in Anne Arundel County—a critical piece for coordinated care. 

According to Healthy Anne Arundel Coalition's Community Health Needs Assessment, the treatment for 

co-occurring disorders (mental health and substance use) has been fragmented and disconnected. In 

fact, it is the top disparity in Anne Arundel County. We at NAM! AAC see it all the time. The rates for 

suicide and binge drinking are higher in Anne Arundel County as compared to state and national 

averages. AAMC is working hard to address this by increasing access to integrated mental health and 

substance use treatment for county residents. An inpatient mental health unit is one important piece of 

this. We at NAMI AAC support them 100% and are there to help in every way. 

Given the outstanding reputation of AAMC and Anne Arundel County's critical lack of access to inpatient 

mental health programs, I urge the Maryland Health Care Commission to approve AAMC's application to 

provide inpatient mental health care as soon as possible. 

Thank you for your consideration in this very important matter. 

Sincerely, 

Fre4/ Pato,  
Fred Delp, Executive Director 
NAMI Anne Arundel County, a 501c(3) corporation 
info@namiaac.org  

As for further evidence of this need, AAMC is one of the busiest haspitais in Maryland. In 2014, more
than 1,pp0 people who came to AAMC's emergency room needing inpatient mental h~afth care were
transferred to other Maryland facilitEes, Because of the overwhelming shortage of this type of care,
patients often are forced to wait for space to become available, causing delays in care, Then they have
to be transferred to other county mental health inpatient facilities several miles away making it more
difficult far families.

In response to the community health needs assessment conducted in 2012, the vision for AAMC's
mental health and substance use program includes coordinated, individualized, evidence-based care
plans that put patients on the path to healing and recovery, There-are not enough inpatient mental
health services available in Anne Arundel County—a critical piece for coordinated care,

According to Healthy Anne Arundel Coalition's Community Health Needs Assessment, the treatment for
co-occurring disorders (mental health and substance use) has been fragmented and disconnected. In
fact, it is the top disparity in Anne Arundel County. We at NAM{ AAC see it all the time. The rates for
suicide and binge drinking are higher in Anne Arundel County as compared to state and national
averages, AAMC is working hard to address this by increasing access to integrated mental health and
substance use treatment for county residents. An inpatient mental health unit is one important piece of
this. We at NAMI AAC support them 100% and are there to help in every way.

Given the outstanding reputation of AAMG and Anne Arundel County's critical lack of access to inpatient
mental health programs, I urge the Maryland Health Care Commission to approve AAMCs application to
provide inpatient mental. health care as soon as possible.

Thank you for your consideration in this very important matter.

Sincerely,

Fr~eo~ L~ e~
Fred Delp, Executive Director
NAMI Anne Arundel County, a 501c(3) corporation
info@nan~iaac.or~



Sandy Monck 

NAA-1 ClitA 

Chief Impact Officer 

cc: Anne Arundel Medical Center 

Sinc 

M r 	Furst 
Presid nt & CEO 

United Way 
of Central Maryland 

100 South Charles Street 
5th Floor, P.O. Box 1576 
Baltimore, MD 21203-1576 
tel 410.547.8000 
fax 410.547.5640 
www.uwcm.org  

January 27, 2016 

Kevin R. McDonald, Chief 

Certificate of Need 
Maryland Health Care Commission 
4160 Patterson Ave 

Baltimore, MD 21215-2299 

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for 
an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

On behalf of the United Way of Central Maryland (UWCM), I welcome the opportunity to offer my 
support for Anne Arundel Medical Center's (AAMC) Certificate of Need application to establish an 

inpatient mental health unit. UWCM is focused on the health and wellness of all of our partner 

communities and recognizes that mental heath and substance use care is a critical factor to overall 
health. The increasing need in Anne Arundel County for mental services supports establishing inpatient 

mental health units to complement the existing quality services and will help meet a documented 

growing need. 

UWCM is embarking on a strategic plan which includes the analysis of needs in our region. Our research 

indicates that mental and behavioral health needs are growing in every jurisdiction, including Anne 

Arundel County. Mental health related calls from Anne Arundel County to the 2-1-1 Maryland call 
center increased 14% from 2013 to 2015. The community health needs assessment conducted in 2012, 
clearly documented the deficit of inpatient mental health services available in Anne Arundel County—a 

critical piece for coordinated care. 

According to the recently released "Poverty Amidst Plenty V: Striving to Achieve Progress for All, 5th 

edition 2015" by the Community Foundation of Anne Arundel County, there was an '1.1% recorded 
increase in the number of residents seeking mental health services in 2014 almost double the increase 

from 2012 to 2013." 

Given the outstanding reputation of AAMC and Anne Arundel County's critical lack of access to inpatient 
mental health programs, I urge the Maryland Health Care Commission to approve AAMC's application to 

provide inpatient mental health care as soon as possible. 

Than, you for your consideration in this very important matter. 

#:

IOU South Charles Street
5Sh ftaor, F.O, 6ox 1576
Baltimore, MD 21203-1576
tel 4aQ.S47.8000
lax 410.547.561~Q

www.uwcm.arg

January 27, 2016

Kevin R. McDonald, Chief
Certificate of Need
Maryland Health Care Commission
4160 Patterson Ave
Baltimore, MD 21215-2299
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Subject: Letter of Support: Anne Arundel R/I~dical Center's C~r~ifi~ate of iVeed Application far
an inpatient fVl~ntal Health lJnit

Dear Mr. McDonald;

On behalf of the United Way of Central Maryland (UWCM}, I welcome the opportunity to offer my

support for Anne Arundel Medical Center's {AAMC) Certificate of Need application to establish an

inpatient mental health unit. UWCM is focused on the health and wellness of-all of our partner

communities and recognizes that mental heath and substance use care is a critical factor to overall
health. The increasing need in Anne Arundel County far mental services supports establishing inpatient
mental health units to complement the existing quality services and will help meet a documented
growing need.

UWCM is embarking on a strategic plan which includes the analysis of needs in our region. fur research

indicates that mental and behavioral health needs aregrowing in everyjurisdiction, including Anne
Arundel County. Mental health related calls from Anne Arundel County t4 khe 2-1-1 Maryland call
center increased 14% from 2013 to 2025. The community health needs assessment conducted in 2012,
clearly documented the deficit of inpatiEnt mental health services available in Anne Arundel County—a

critical piece for coordinated care.

According to the recently released "Poverty Amidst Plenty V: Striving to Achieve Progress far AIl, Srn

edition 2415" by the Community Foundation of Anne Arunde(County, there was an "11%recorded
increase in the number of residents seeking mental health services in 2014 —almost double the increase
from 2012 to 2013:'

Given the outstanding reputation of RAMC and Anne Arundel County`s critical lack of access to inpatient
mental health programs, I urge the Maryland Health Gare Commission to approve AAMC's application to
provide inpatient mental health care as soon as possible.

Than you for your consideration in this very important matter.

Sinc i ely,

M r .Furst
Presid nt &CEO

ec: Anne Arundel Medical Center

Sandy IVlonck
Chief Impact Officer



1-%rorr1: Kathy Miller kali"rjrnin.erstia(4:,a01 cOrii 

Sub!ect: Letter of Support for Inpatient Mental Health Unit 
Date: December 27, 2015 at 6:32 PM 

To: gfusco@aahs.org  
Cf.:: Kathy Miller kathyrnillerma@aoLoom 

Oasis The Center For Mental Health 

175 Admiral Cochrane Drive 

Annapolis, MD 21401 

Kathy Miller, MA LCPC 

President, Oasis 

12/18/15 

Kevin R McDonald, Chief 

Certificate of Need 

Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

Subject: Letter of Support: Anne Arundel Medical Center's Certificate of Need 

Application for 

An Inpatient Mental Health Unit 

Dear Mr. McDonald: 

I am the owner of an urgent care mental health clinic in Annapolis. I have worked 

very closely with AAMC emergency department and with Pathways for the past 11 

years. Oasis has provided care to patients referred from Pathways and the 

emergency department of the hospital. 

Oasis has also referred patients to Pathways and to the ED as well. It has been an 

excellent partnership. As one of the participants on the CON committee and as a 

provider of behavioral healthcare, it gives me a particular vantage point to support 

AAMC in their drive to add an inpatient psychiatric unit to our regional hospital. 

!~~~:,rr;: Kathy Miller i:Fifi':;̀.ftli!'•~j'ririe:': %~.r~l i.~:riti
`~•cci~,ir-:::F- Letter of Support for Inpatient Mental Health Unit

i~s;~i=~: December 27, 2015 at 6;32 PM
'~'ca: gfusco@aahs.arg
rt.=: Kathy Miller ii2l:~ly 17lllic;i'ilic~lY l!~.+.;'p!}

Oasis The Center for Mental Health

175 Admiral Cochrane Drive

Annapolis, MD 21401

Kathy Miller, MA LCPC

President, Oasis

12/18/i5

Kevin R McDonald, Chief

Certificate of Need

Maryland Health Care Commission

4160 Patterson Ave

Baltimore, MD 2'1215-2299

Subject: Utter of Support: Anne Arundal Medical Center's Certificate of Need

Application fior

/fin inpatient Mental Health Unit

Dear Mr. McDonald:

am the owner of an urgent care mental health clinic in Annapolis. I have worked

very closely with RAMC emergency department and with Pathways far the past ~ 1

years, Oasis has provided care to patients referred from Pathways and the

emergency department of the hospital.

Oasis has also referred patienfis to Pathways and to the ED as well. It has been an

excellent partnership. As one of the participants on the GON committee and as a

provider of behavioral healthcare, it gives me a particular vantage paint to support

RAMC in their drive to add an inpatient psychiatric unit to our regional hospital.



We have been in the difficult position of having to refer Anne Arundel County 

patients to other counties since we have had so few beds in our county. It has 

been a drawback to our otherwise excellent care delivery system between AAMC 

and community providers of mental health in our county. 

AAMC has been providing many of the mental health and substance use services 

that the community has come to depend upon in our county. AAMC is also 

developing a psychiatric day treatment program planned to open February 2016. 

An inpatient mental health unit would create a more seamless experience for those 

patients needing this additional level of care. It would improve the quality and 

access of mental healthcare in our community. 

I fully support the project adding inpatient mental health beds at AAMC and hope 

the MHCC will see the value and benefit, therefore approving our application for 

the beds. 

Thanks in advance for your consideration. 

Sincerely, 

I 
Kathy Mill  MA LCPC 

Sent from my iPad 

We have been in the difficult position of having to refer Anne Arundel County

patients to other counties since we have had so few beds in our county. It has

been a drawback to our otherwise excellent care delivery system between RAMC

and community providers of mental health in our county.

RAMC has been providing many of the mental health and substance use services

that the community has come to depend upon in our county. RAMC is also

developing a psychiatric day treatment program planned to open February 2016.

An inpatient mental health unit would create a more seamless experience for those

patients needing this additional level of care. It would improve the quaEity and

access ~f mental healthcare in our ~ommurity.

fully support the project adding inpatient men#al health beds at AAMG and hope

the MHCC will see the value and benefit, therefiore approving our application for

the beds.

Thanks in advance for your consideration.

Sincerely, '~

1'' j~~~~'`-
Kathy Mill , MA LCPC

Sent from my iPad



First 
Presbyterian 

Church ANN„,,,.,, Ni„ 

December 2, 2015 

Kevin R. McDonald, Chief 

Certificate of Need 

Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for 

an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

I am writing to offer my strong support for the Certificate of Need application submitted by Anne 

Arundel Medical Center (AAMC) to establish an inpatient mental health unit. This type of service is 

critically needed in our region. 

Anne Arundel Medical Center is the closest hospital to our congregation and most frequently used by 

our members. After watching our membership flounder to find quality mental health care, I strongly 

recommend an inpatient mental health unit at AAMC. It would alleviate the traumatic burden of being 

transferred to another facility and the experience of detrimental delays in treatment as people wait for 

a bed to open up at other facilities, An inpatient mental health unit would improve the quality and 

access of mental healthcare available to our community. 

I understand and appreciate that the Maryland Health Care Commission (MHCC) must approve hospitals 

in Maryland that seek to provide inpatient mental health services. I fully support this project, and hope 

the MHCC will see the value and benefit of AAMC's application to provide this much needed service in 

my community. 

Thank you in advance for your consideration. 

Sincerely, 

Attek,-,  

Rev. Dr. H a her G. Shortlidge 

cc: Anne Arundel Medical Center 

William L. Hathaway, Pastor 	171 Duke of Gloucester Street, Annapolis, MD 21401 
	

410.267.8705 
Heather G. Shortlidge, Associate Pastor 	office@annapolls-presbyterian.com 

	
Fax: 410,268.9643 

wmcantapolis-presbyterian.com  

U ~~~~rSt«x.,
f~resbyterian

hur~h
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December 2, 2015

(<evin R. McDonald, Chief

Certificate of Need

Maryland Health Care Commission

4160 Patterson Ave

Baltimore, MD 21215-2299

Subject: Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for

an Inpatient Mental Health Unit

Dear Mr. McDonald:

am writing to offer my strong support Forthe Certificate of Need application submitted by Anne

Arundel Medical Center (AAMC) to establish an inpatient mental health unit. This type of service is

critically needed in our region.

Anne Arundel Medical Center is-the closest hospital to our congregation and most frequently used by

our members. After watching our membership flounder to find quality mental health care, I strongly

recommend an inpatient mental health unit at RAMC. It would alleviate the traumatic burden of being

transferred to another facility and the experience of detrimental delays in trea#merit as people wait for

a bed to open up at other facilities, An inpatient mental health unit would improve the quality and

access of mental healthcare available to our community.

understand and appreciate that the Maryland Health Care Commission (MHCC) must approve hospitals

in Maryland that seek to provide inpatient mental health services. I fully support this project, and hope

the MHCC will see the value and benefit of AAMCs application to provide this much needed service in

my community.

Thank you in advance for your consideration.

Sincerely,

Rev. dr. N other G. Shortlidge

cc: Anne Arundel Medical Center

Wflliai~i 1.. Ft~4hatvey, C'as(or 171 Duke of Glaucesler Street, Annap<~Ils, MCA 21401 ~dlt).2b7.87Q5
HE~ather Ci. Sharllidgz, Auociatr Pastor ~~((icc@armapoiis-presbyterian.cam Fax: ~iIQ,7,f,t3.9fi~+3

~v~~v.annapulis-~rrsl~yterfan.cc,m



The Rev. Steven H rman 

Saint Stephen's Episcopal Church 
1110 ST. STEPHEN'S CHURCH ROAD 

CROWNSVILLE, MD 21032 
PHONE: (410) 721-2881 

FAX: (410) 721-0043 

 

SEVERN PARISH 

   

November 23, 2015 

Kevin R. McDonald, Chief 

Certificate of Need Division of the MD Health Care Commission 

4160 Patterson Avenue 

Baltimore, Maryland 21215-2299 

Subject: Letter of support for Anne Arundel Medical Center's Certificate of Need Application 

for an Inpatient Mental Health Unit. 

Dear Mr. McDonald, 

As a resident of Anne Arundel County and a clergyman serving for almost 12 years in the 

county, I appreciate the opportunity to offer my support for Anne Arundel Medical Center's 

Certificate of Need application to establish an inpatient mental health unit. 

Having previously served as Vice-President of the Board of Directors of East Bay Mental Health 

in Rhode Island, I have been deeply aware of the ongoing need to establish good community 

mental health services in the wake of the closing of many large state institutions several years 

ago. 

I often encounter mental health needs in my work and believe that an inpatient mental health 

unit at AAMC would serve an important growing need in our community. 

I have also worked for the Good News Prison Ministries Program at the Jennifer Road Detention 

Center in Annapolis for the past 10 years. My focus has been the A 3 unit where mental health 

and substance abuse needs are prominent. I believe improved community services will help 

decrease the need for mental health matters to be dealt with in our overly stressed criminal 

justice system, 

Many members of my church and family have been well served in a variety of medical needs by 

AAMC and I believe it would be very good for our community for an inpatient mental health 

unit to be established there. 

Sincerely, 

Rector, St. Stephen's Episcopal Church 

1 7 1 O ST. STEPHEN~B CHURCI-i ROAD

Saint Stephen's Episcopal Church C R QW N 8 V 1 LLE, M D 2 I 092
~ ' PHONE: (410) 7?_t-2881
~\ SsVeRN PARISH FAX: (4(0) 721-OOAS
~\

November 23; 2015

Kevin► R. McDonald, Chief
Certificate of Need Division of fhe MD Health Care Commission

4160 Patterson Avenue

Baltimore, Maryland 21215-2299

Subject: Letter of support for Anne Arundel Medical Center's Certificate of Need Application
far an Inpatient Mental Neaith Unit.

year iii-. iVic~c~naid,

As a resident of Anne Arundel County and a clergyman serving for almost 12 years in the

county, I appreciate the opportunity to offer my support for Anne Arundel Medical Center's

Certificate of Need application to establish an inpatient mental health unit.

Having previously served as Vice-President of the Board of Directors of East Bay Mental Health

in Rhode Island, I have been deeply aware of the ongoing need to establish good community

mental health services in the wale of the closing of many large state institutions several years

ago.

often encounter mental health needs in my work and believe that an inpatient mental health

unit at AAMC would serve an important growing need in our community.

have also worked for the Good News Prison Ministries Program at the Jennifer Road Detention

Center in Annapolis for the past 10 years. My focus has been the A 3 unit where mental health

and substance abuse needs are prominent. I believe improved community services will help

decrease the need for mental health matters to be dealt with in our overly stressed criminal

jUSiiC:c Sj~Sietit,

Many membees of my church and family have been well served in a variety of medical needs by
AAMC and I believe it would be very good for our community for an inpatient mental health
unit to be established there,

Sincerely,

-.

~~~
The Rev. Steven H rman

Rector., St: Stephen's Episcopal Church
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Sincerely, 

Byron P. Brought 

s 

Rev. Ron Foster 
Pastor 

rfoster@severnaparkumc.org  

Rev. Nicole C. Houston 
Executive Pastor 

nchristopher@severnaparkumc.org  

Rev. Byron Brought 
Minister of Pastoral Care 

bbrought®seventaparkumc.org  

Rev. Lee S. Ferrell 
Minister of 

Education and Youth 
lferrell@sevemaparkumc.org  

Erica Benjamin 
Director of 

Children's Ministries 
ebenjamin@severnaparkume.org  

Jon Brewer 
Director of Music & 

Worship Arts 
jbrewer@severnaparkumc.org  

Beth Frank 
Office Manager/ 

Ministry Coordinator 
bfrank@severnaparkunic.org  

Ryan Hertnesy 
Director of Communications 

rhenriesy@sevemaparkumc.org  

David McKinney 
Facilities Manager 

dinckinney@seventaparkumc.org  

Nicola Patterson 
Organist 

npatterson severnaparkumc.org  

731 Benfield Road 
Severna Park, MD 21146 

(410) 987-4700 Phone 
(410) 987-6040 Fax 

www.severnaparkumc.org  

EVERNA P K 
United Methodist Church 

November 23, 2015 

Kevin R. McDonald, Chief 

Certificate of Need 

Maryland Health Care Commission 

4160 Patterson Avenue 

Baltimore, Maryland 21225-2299 

Dear Mr. McDonald: 

I write in strong support of an inpatient mental health unit at Anne Arundel 

Medical Center. 

As a clergyperson serving in Anne Arundel County I frequently come in contact with 

persons in need of mental care and also care for substance abuse. Currently there is 

a need for additional inpatient care in this area, and I believe that an inpatient care 

unit at Anne Arundel Medical Center could be extremely helpful in meeting this need. 

Thank you for your consideration of this letter of support. 

Rev. Ron Foster
Pastor November 23, 2015

rfoster@severnaparkumc.org

Rev. Nicole C. Houston
Executive Pastor '

nchristopher@severnaparkumic.org E Kevin R. McDonald, Chief

Certificate of Need
Rev. Byron Brought f Maryland Health Care Commission

Minister of Pastoral Care
bbrought@sevemaparkumc.org 41G0 Patt~cson Avenue

Baltimore, Maryland 21225-2299
Rev. Lee S. Ferrell

Minister of `
Education and Youth

Ifenell@severnaparkumc.org p~~r Mr. MCQortald:

Erica Benjamin
I write in strong support of an inpatient mental health unit at Anne ArundelDirector of

Children's Ministries Medical Center.
ebenjamin@savernaparkumc.org '~

As a clergyperson serving in Anne Arundel Counfiy I frequently come in con#act with
Jon Brewer :, persons in need of mental care and also care for substance abuse. Currently there is

Director of Music &
Worship Arts ~ a need for additional inpatient care in this area, and I believe that an inpatient care

jbrewer@severnaparkumc.org unit at Anne Arundel Medical Center could be extremely helpful in meeting this need.

Beth Frank 1'hanlc you for your consideration of this letter of support.
Office Manager/

Ministry Coordinator
bfrank@severnaparlcumc.org

Ryan Hennesy SIflCefely,

Director of Communications '.
rhennasy@severnaparkumc.org ~

r
~~.`,~____~,., ..

~ ,
~~.,,~''"~~~

David McKinney Byron P, Brought
Facilities Manager

dmckinney@severnaparkumc.org `.

Nicola Patterson
Organist

npatterson@severnapar]<uma org

731 Benfield Road
Severna Park, MD 21246
(41Q} 987-4700 Phone
(410) 987-6040 Fax

www.severz~aparkumc.org J



November 22, 2015 

it 	ticV-  Out') 

Kevin R. McDonald, Chief 

Certificate of Need 

Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need 

Application for an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

This letter is to state our strong support for the Certificate of Need application submitted by 

Anne Arundel Medical Center (AAMC) to establish an inpatient mental health unit. This type of 

service is critically needed in our region. 

Anne. Arundel Medical Center is my hospital of choice. For many years, AAMC has been 

providing many of the mental health and substance use services that the community relies on, 

such as substance use treatment and outpatient mental health clinics. They're also developing a 

psychiatric day treatment hospital program to help meet the growing needs of our community. 

An inpatient mental health unit would create a more seamless experience for those needing this 

level of care and alleviate the burden of being transferred and experiencing detrimental delays 

in treatment as they wait for availability at another facility. An inpatient mental health unit 

would improve the quality and access of mental healthcare available in my community. 

I understand and appreciate that the Maryland. Health Care Commission (MHCC) must approve 

hospitals in Maryland that seek to providesinpatient mental health services; Ours is a 

congregation of people seeking to live out Jesus' call to care for those in need. As Interim 

Pastor of Heritage Baptist Church I fully support this project, and hope the MHCC will see ̀ flie 

value and benefit of AAMC's application to provide this much needed service in my corrimunibl7; 

Thank you in advance for your consideration. 

Shalom, 

r / 
16)  

Rev. Stephen G. Price, M.A., M.S. 

cc: Anne Arundel Medical Center 

1740 Forest Drive * Annapolis, MD 21401 * 410-263-6680 * 410-263-0996-Fax 
www.heritagebaptistonliine.com  

_~

~y ~ ~~ a h~ ~ ~~a's'~

November 2Z, 2D15

Kevin R. McDonald, Chief

Certificate of Need

Mary{and Health Care Commission

4160 Patterson Ave

Baitimare, MD 21215-2299

5ubjact: Letter of Support: Anne Arundel Medico! Center's Cetfiificate of Need

Applicatian for an Inpatient Mental Health Unit

bear Mr. McDonald:

1"his letter es to state our strong support for the Certificate of Need application submitted by

Anne Arundel Medical Cen#er (AAMG) to establish an inpatient mental health unit. This type of

service is critically needed in our region.

Anne Arundel MedicaE Center is my hospital of choice. For many years, RAMC has been

providing many of the mental health and substance use services that the community relies on,

such as substance use treatment and outpatient mental health clinics. They're also developing a

psychiatricday treatment hospital program to help meet the growing needs of our community.

An inpatient mental health uniC would create a more seamless experience for ihQse needing this

level of care and alleviate the burden of being transferred and experiencing detrimental delays

in treatment as they wait for availability at another fiaciiity. An inpatient mental health unit

would improve the quality and access of mental healthcare available in my community.

understand and appreciate that the Maryland. Health Care Commission [MHCCy must approve

hospitals in Maryland that seek to: prauide~npatient manta! he~ith services; Ours is a

congregation of people sesicing to live out Jesus' call to care for those in need. As intenr~ ''~`~ `

Pastor of Heritage Bapfist Church I fully support this project, and hope the MHCC will set ~l~e•`~. ~~
value and benefit of AAMC's application to provide this much needed service in my community;;

Thank you in advance for your consideration.

Shalom,
~-f~

~ ~, ~ ,..

Rev. Stephen G. Price, M.A., M.S.

~c: Anne Arundel Medical Center

4. 
,t, ~~;~~~ 3= f~



124 Park Avenue 
Edgewater, MD 21037 
26 November 2015 

Mr. Kevin McDonald, Chief 
Certificate of Need 
MD Healthcare Commission 
4160 Patterson Avenue 
Baltimore, MD 21215 

Re: Letter of Support: Anne Arundel Medical Center's Application for Certificate of Need 
Inpatient Mental Health Unit 

Dear Mr. McDonald: 

As a volunteer member of the Anne Arundel Medical Center's Mental Health and Substance 
Abuse Council plus a family member of one who is dual diagnosed, I offer unqualified support 
and urgently request approval for Anne Arundel Medical Center's (AAMC) Certificate of Need 
application to establish an inpatient mental health unit. I 

I am a member of a local women's philanthropy circle, Anne Arundel Women Giving Together, 
www.givingtoether.org. We have studied the issue of mental health and substance use 
treatment services and had several programs to educate ourselves over the past two year. 
To our horror, we've learned about the existing gap of services in our community. Some 
members have been affected directly by this gap. While Anne Arundel Medical Center has 
expanded its valued services, establishing an inpatient mental health unit to complement these 
existing quality services will help meet a rapidly growing need, 

As you know, AAMC is one of the busiest hospitals in Maryland. In 2014, more than 1,000 
people who came to AAMC's emergency room needing inpatient mental health care were 
transferred to other Maryland facilities. Because of the overwhelming shortage of this type of 
care, patients often are forced to wait for space to become available, causing delays in care. 

In response to the community health needs assessment conducted in 2012, the vision for 
AAMC's mental health and substance use program includes coordinated, individualized, 
evidence-based care plans that put patients on the path to healing and recovery. There are not 
enough inpatient mental health services available in the Greater Baltimore area including 
Anne Arundel County. This remains a critical piece for coordinated care. 

According to Healthy Anne Arundel Coalition's Community Health Needs Assessment, the 
treatment for co-occurring disorders (mental health and substance use) has been fragmented 
and disconnected. In fact, it is the top disparity in Anne Arundel County. The rates for suicide 
and binge drinking are higher in Anne Arundel County as compared to state and national 
averages. AAMC is working to address this by increasing access to integrated mental health 
and substance use treatment for county residents. An inpatient mental health unit is one 
important piece. 

124 Park Avenue
Edgewater, MD 21037
26 November20~5

Mr. Kevin McDonald, Chief
Certificate of Need
MD Healthcare Commission
4164 Patterson Avenue
Baltimore, MD 21215

Re: ~.etter of Support: Anne Arundel Medical Center's Application for Certificate of Need
Inpatient Mental Health Unit

Dear Mr. McDonald:

As a volunteer member of the Anne Arundel Medical Center's Mental Health and Substance
Abuse Council plus a family member of one wha is dual diagnosed, I offer unqualified support
and urgently request approval for Anne Arundel Medical Center's (RAMC} Certificate of Need
application to establish an inpa#ient mental health unit.

am a member of a local women's philanthropy circle, Anne Arundel Women Giving Together,
www.givingtoefher.org. We have studied the issue of mental health and substance use
treatment services and had several programs to educate ourselves over the past two year.
To our horror, we've learned about the existing gap of services in our community. Some
members have been affected directly by this gap. While Anne Arundel Medical Center has
expanded its valued services, establishing an inpatient mental health unit to complement these
existing qualify services will help meet a rapidly growing need,

As you know, RAMC is one of the busiest hospitals in Maryland. In 2014, more than 1,000
people who came to AAMCs emergency room needing inpatient mental health care were
transferred to other Maryland facilifi~s. Because of the overwhelming shortage of this type of
care, patienfs often are forced to wait for space to become available, causing delays in care.

In response to the community health needs assessment conducted in 2012, the vision for
AAMC's mental health and substance use program includes coordinated, individualized,
evidence-based care plans that put patients an the path to healing and recovery. There are not
enough inpatient mental health services available in the Greater Baltimore aria including
Anne Arundel County. This remains a critical piece for coordinated carp.

According to Nealthy Anne Arundel coalition's Community Health Needs Assessment, the
treatment for co-occurring disorders (mental health and substance use) has been fragmented
and disconnected. In fact, it is khe tap disparity in Anne Arundel County. The rates for suicide
and binge drinking are higher in Anne Arundel County as compared to state and national
averages. RAMC is working fo address this by increasing access to integrated mental health
and substance use treatment for county residents. An inpatient mental health uni# is one
important piece.



Mr. Kevin McDonald 
November 26, 2015 
Page -2- 

Please give careful and swift consideration to the request by Anne Arundel Medical Center. 

Very truly yours, 

Tara Balfe Clifford 

cc: Gina Fusco, AAMC 

Mr. Kevin McDonald
November 26, 2015
Page -2-

Pleasegive careful and swift consideration to the request by Anne Arundel Medical Center.

Very truly yours,

Tara Balfe Clifford

cc: Gina Fusco, RAMC



O'Neill 
621 Harbor Dr 

Annapolis, MD 21403 
Date 11/23/2015 

Kevin R. McDonald, Chief 
Certificate of Need 
Maryland Health Care Commission 
4160 Patterson Ave 
Baltimore, MD 21215-2299 

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for an Inpatient 
Mental Health Unit 

Dear Mr. McDonald: 

As a pastoral care visitor, I appreciate the opportunity to offer my support for Anne Arundel Medical Center's (AAMC) Certificate 
of Need application to establish an inpatient mental health unit. I am aware of AAMC's longstanding commitment to providing 
critically-needed mental health and substance use treatment services to our community. Establishing an inpatient mental health 
unit to complement these existing quality services will help meet a growing need. 

As you know, AAMC is one of the busiest hospitals in Maryland. In 2014, more than 1,000 people who came to AAMC's 
emergency room needing inpatient mental health care were transferred to other Maryland facilities. Because of the 
overwhelming shortage of this type of care, patients often are forced to wait for space to become available, causing delays in 
care. 

In response to the community health needs assessment conducted in 2012, the vision for AAMC's mental health and substance 
use program includes coordinated, individualized, evidence-based care plans that put patients on the path to healing and 
recovery. There are not enough inpatient mental health services available in Anne Arundel County—a critical piece for 
coordinated care. 

According to Healthy Anne Arundel Coalition's Community Health Needs Assessment, the treatment for co-occurring disorders 
(mental health and substance use) has been fragmented and disconnected, In fact, it is the top disparity in Anne Arundel 
County. The rates for suicide and binge drinking are higher in Anne Arundel County as compared to state and national 
averages. AAMC is working to address this by increasing access to integrated mental health and substance use treatment for 
county residents. An inpatient mental health unit is one important piece of this. 

Given the outstanding reputation of AAMC and Anne Arundel County's critical lack of access to inpatient mental health 
programs, I urge the Maryland' Health Care Commission to approve AAMC's application to provide inpatient mental health care 
as soon as possible. 

Thank you for your consideration in this very important matter, 

Sincerely, 

,,3.114;,...0.?it. 	rr 

Blanche O'Neill 
Eucharistic Minister Form St. Mary's Catholic Church in Annapolis 

cc: Anne Arundel Medical Center 

O'Neill
621 Harbor Dr

Annapolis, MD 21403
Date 11!23/2015

Kavin R. McDonald, Chief
Cert9ficate of Need
Maryland Flealth Care Commission
416Q Patterson Ave
Baltimore, MD 21215-2299

Subject: LetEer of Support: Anne Arundel Medical Center's Certificate of Need Application for an Inpatisnk
Mental Health Unit

Dear Mr. McDonald:

As a pastoral care visitor, I appreciate the opportunity to offer my support for Anne Arundel Medical Genter's {RAMC) Certificate
of Need application to establish an inpatient mental health unit. I am aware of AAMC's longstanding commitment to providing
critically -needed manta! heath and substance use treatment services to our community. Establishing an inpatient mental healfh
unit to complement these existing quality services will help meet a growing need.

As you know, RAMC is one of the busiest hospitals in Maryland. In 2014, more than 1,000 people who came to AAMC's
emergency room needing inpatient mental health care were transferred to other Maryland facilities. Because of the
overwhelming shortage of this type of care, patients often are fared to wait for space to become available, causing delays in
care.

In response to the community health needs assessment conducted in 2012, the vision for AAMC's mental health and substance
use program includes coordinated, individualized, evidence -based care plans That put patients on the path to healing and
recovery. There are not enough inpatient mental health services available in Anne Arundel County—a critical piece for
coordinated care.

According to Healthy Anne Arundel Caalifion's Community Health Needs Assessment, the treatrnent far co-occurring disorders
(mental health and substance use) has been fragmented and disconnected, In fact, it is the top disparity in Anne Arundel
County. The rates for suicide and binge drinking are higher in Anne Arundel County as compared fa state and national
averages. RAMC is working to address this by increasing access to integrated mental health and substance use treatment for
county residents. An inpatient mental healfh unit is one important piece of this.

Given the outstanding reputation of RAMC and Anne Arundel County's critical lack of access to inpatient mental health
programs, I urge the Maryland' Health Care Commission to approve AAMC's application to provide inpatient mental health care
as soon as possible.

Thank you for your consideration in this very important matter,

Sincerely,

' <_; ~,~

Blanche O'Neill
~ucharisfic Minister Form St. Mary's Catholic Church in Annapolis

co: Anne Arundel Medical Center



O'Neill 
621 Harbor Dr 

Annapolis, MD 21403 
Date 11/23/2015 

Kevin R. McDonald, Chief 
Certificate of Need 
Maryland Health Care Commission 
4160 Patterson Ave 
Baltimore, MD 21215-2299 

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for an Inpatient 
Mental Health Unit 

Dear Mr. McDonald: 

As a pastoral care visitor, I appreciate the opportunity to offer my support for Anne Arundel Medical Center's (AAMC) Certificate 
of Need application to establish an inpatient mental health unit. I am aware of AAMC's longstanding commitment to providing 
critically-needed mental health and substance use treatment services to our community. Establishing an inpatient mental health 
unit to complement these existing quality services will help meet a growing need. 

As you know, AAMC is one of the busiest hospitals in Maryland. In 2014, more than 1,000 people who came to AAMC's 
emergency room needing inpatient mental health care were transferred to other Maryland facilities. Because of the 
overwhelming shortage of this type of care, patients often are forced to wait for space to become available, causing delays in 
care. 

In response to the community health needs assessment conducted in 2012, the vision for AAMC's mental health and substance 
use program includes coordinated, individualized, evidence-based care plans that put patients on the path to healing and 
recovery. There are not enough inpatient mental health services available in Anne Arundel County—a critical piece for 
coordinated care. 

According to Healthy Anne Arundel Coalition's Community Health Needs Assessment, the treatment for co-occurring disorders 
(mental health and substance use) has been fragmented and disconnected, In fact, it is the top disparity in Anne Arundel 
County. The rates for suicide and binge drinking are higher in Anne Arundel County as compared to state and national 
averages. AAMC is working to address this by increasing access to integrated mental health and substance use treatment for 
county residents. An inpatient mental health unit is one important piece of this. 

Given the outstanding reputation of AAMC and Anne Arundel County's critical lack of access to inpatient mental health 
programs, I urge the Maryland Health Care Commission to approve AAMC's application to provide inpatient mental health care 
as soon as possible. 

Thank you for your consideration in this very important matter. 

Sincerely, 

John O'Neill 
Eucharistic Minister Form St. Mary's Catholic Church in Annapolis 
Spiritual Care Advisory Committee member 

cc: Anne Arundel Medical Center 

O'Neill
621 Harbor Dr

Annapolis, Mb 21303
date 11 /23/2015

Kevin R. McDonald, Chief
Certificate of Need
Maryland Health Care Commission
4160 Patterson Ave
Baltimore, MD 21215-2299

Subject: Letter of Support: Anne Arundel Medical Center's Certificate of Need Application far an Inpatient
Mental Health Unit

Dear Mr. McDonald:

As a pastoral care visitor, I appreciate the opportunity to offer my support for Anne Arundel Medical Center's (RAMC) Certificate
of Need app{ication to establish an inpatient mental health unit. I am aware of AAMC's longstanding commitment fo providing
critically-needed mental health and substance use treatment services to our community. Establishing an inpatient mental health
unit to complement these existing quality services will help meet a growing need.

As you Know, RAMC is one of fhe busiest hospitals in Maryland. (n 2014, more than 1,000 people who came to AAMC's
emergency room needing inpatient mental health care were transferred to other Maryland facilities. Because of the
overwhelming shortage of this type of care, patients often are forced to wait for space to become available, causing delays in
care,

In response to the community health needs assessment conducted in 2012, the vision for AAMC's mental health and substance
use program includes coordinated, individualized, evidence-based care plans that put patients on the path to healing and
recovery. There are not enough inpatient mental health services available in Anne Arundel County—a critical piece for
coordinated care.

According to Healthy Anne Arundel Goalition's Community Health Needs Assessment, the treatment far co~occurring disorders
(mental health and substance use) has been fragmented and disconnected. In fact, it is the top disparity in Anne Arundel
County. The rates for suicide and binge drfnking are higher in Anne Arundel County as compared to state and national
averages. AAMC Is working to address this by increasing access to integrated mental health and substance use treatment for
county residents. An inpatient mental health unit is one important puce of this.

Given the outstanding reputation of RAMC and Anne Arundel County's critical lack of access to inpatient mental health
programs, I urge the Maryland Health Dare Commission to approve AAMC's application to provide inpatient mental health care
as soon as possible.

Thank you for your consideration in this very important matter.

Sincerely,

John O'Neill
Eucharistic Minister Form St. Mary's Catholic Church in Annapolis
Spiritual Care Advisory Committee member

cc: Anne Arundel Medical Center
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March 24, 2016 

Kevin R. McDonald, Chief 

Certificate of Need 

Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for an 

Inpatient Mental Health Unit 

Dear Mr. McDonald: 

I am writing on behalf of the Board of Directors for the Annapolis and Anne Arundel County Chamber of Commerce 

to offer our strong support for the Certificate of Need application submitted by Anne Arundel Medical Center 

(AAMC) to establish an inpsatient mental health unit. This type of service is critically needed in our region. 

Anne Arundel Medical Center is the hospital of choice for many businesses and their employees in the Chamber of 

Commerce service area. For many years, AAMC has been providing many of the mental health and substance use 

services that the business community relies on, such as substance use treatment and outpatient mental health 

clinics. They're also developing a psychiatric day treatment hospital program to help meet the growing needs of 

our community. An inpatient mental health unit would create a more seamless experience for those needing this 

level of care and alleviate the burden of being transferred and experiencing detrimental delays in treatment as 

they wait for availability at another facility. An inpatient mental health unit would improve the quality and access 

of mental healthcare available in our community. 

I understand and appreciate that the Maryland Health Care Commission (MHCC) must approve hospitals in 

Maryland that seek to provide inpatient mental health services. The Annapolis and Anne Arundel County Chamber 

of Commerce fully supports this project, and hope the MHCC will see the value and benefit of AAMC's application 

to provide this much needed service in our community. 

Thank you in advance for your consideration. 

Sincerely 

114 
Bob Burdon Burdon 

President/CEO 

134 Holiday Court, Suite 316, Annapolis, MD 21401 Ph: 410-266-3960 website: aaaccc.org  
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March 24, 2016

Kevin R. McDonald, Chief

Certificate of Need

Maryland Health Care Commission

4160 Patterson Ave

Baltimore, MD 21215-2299

Subject: letter of Support: Anne Arundel Medical Center's Certificate of Need Application for an

Inpatient Mental Health Unit

Dear Mr. McDonald;

am writing on behalf of the Board of Directors for the Annapolis and Anne Arundel County Chamber of Commerce

to offer our strong support for the Certificate of Need application submitted by Anne Arundel Medical Center

(AAMC) to establish an inpatient mental health unit. This type of service is critically needed in our region.

Anne Arundel Medical Center is the hospital of choice for many businesses and their employees in the Chamber of

Commerce service area. For many years, AAMC has been providing many of the mental health and substance use

services that the business community relies on, such as substance use treatment and outpatient mental health

clinics. They're also developing a psychiatric day treatment hospital program to help meet the growing needs of

our community. An inpatient mental health unit would create a more seamless experience for those needing this

level of care and alleviate the burden of being transferred and experiencing detrimental delays in treatment as

they wait for availability at another facility. An inpatient mental health unit would improve the quality and access

of mental healthcare available in our community.

understand and appreciate that the Maryland Health Care Commission (MHCC) must approve hospitals in

Maryland that seek to provide inpatient mental health services. The Annapolis and Anne Arundel County Chamber

of Commerce fully supports this project, and hope the MHCC will see the value and benefit of AAMC's application

to provide this much needed service in our community.

Thank you in advance for your consideration.

Sincerely

Bob Burdon

President/CEO

134 Holiday Court, Suite 316, Annapolis, MD 21401 Ph:410-266-3960 website: aaaccc.org



_ ANNE ARUNDEL COMMUNITY COLLEGE 
101 College Parkway I Arnold, Maryland 21012-1895 I 410-777-AACC (2222) I www.aacc.edu  

March 23, 2016 

Kevin R. McDonald, Chief 

Certificate of Need 

Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need 

Application for an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

I am writing to offer my strong support for the Certificate of Need application submitted by 

Anne Arundel Medical Center (AAMC) to establish an inpatient mental health unit. This type of 

service is critically needed in our region. 

I understand the key role that Anne Arundel Medical Center has in the community and 

as President of Anne Arundel Community College I am grateful that AAMC also is a 

critical part of the support network the college uses to train students in health 

professions. 

For many years, AAMC has been providing mental health and substance use services 

that the community relies on, such as substance use treatment and outpatient mental 

health clinics. They're also developing a psychiatric day treatment hospital program to 

help meet the growing needs of our community. An inpatient mental health unit would 

create a more seamless experience for those needing this level of care and alleviate the 

burden of being transferred and experiencing detrimental delays in treatment as they 

wait for availability at another facility. An inpatient mental health unit would improve 

the quality and access of mental healthcare available in this community. 
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March 23, 2016

Kevin R. McDonald, Chief
Certificate of Need
Maryland Health Care Commission

4160 Patterson Ave

Baltimore, MD 21215-2299

Subject: Letter of Support: Anne Arundel Medical Center's Certificate of Need

Application for an Inpatient Mental Health Unit

Dear Mr. McDonald:

j
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am writing to offer my strong support for the Certificate of Need application submitted by

Anne Arundel Medical Center (AAMC) to establish an inpatient mental health unit. This type of
service is critically needed in our region.

1 understand the key role that Anne Arundel Medical Center has in the community and

as President of Anne Arundel Community College I am grateful that AAMC also is a

critical part of the support network the college uses to train students in health

professions.

For many years, AAMC has been providing mental health and substance use services
that the community relies on, such as substance use treatment and outpatient mental
health clinics. They're also developing a psychiatric day treatment hospital program to
help meet the growing needs of our community. An inpatient mental health unit would
create a more seamless experience for those needing this level of care and alleviate the
burden of being transferred and experiencing detrimental delays in treatment as they
wait for availability at another facility. An inpatient mental health unit would improve
the quality and access of mental healthcare available in this community.



I understand and appreciate that the Maryland Health Care Commission (MHCC) must 

approve hospitals in Maryland that seek to provide inpatient mental health services. I 

fully support this project, and hope the MHCC will see the value and benefit of AAMC's 

application to provide this much needed service in our community. 

Thank you in advance for your consideration. 

Sincerely, 

1/vNtkul,_ 

Dr. Dawn Lindsay 

President 

cc: Anne Arundel Medical Center 

i understand and appreciate that the Maryland Health Care Commission (MHCC) must

approve hospitals in Maryland that seek to provide inpatient mental health services.

fully support this project, and hope the MHCC will see the value and benefit of AAMC's

application to provide this much needed service in our community.

Thank you in advance for your consideration.

Sincerely,

~v~~

Dr. Dawn Lindsay

President

cc: Anne Arundel Medical Center
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John and jiliDePaora 

2511 Cax,shire Lane 
DavidsonvilTh, 511D 21035 

December 18, 2015 

Kevin R. McDonald, Chief 

Maryland Health Care Commission 

4160 Patterson Ave. 
Baltimore, MD 21215 —2299 

Dear Mr. McDonald, 

We are writing in support of the Certificate of Need Application submitted by Anne Arundel Medical 

Center (AAMC) to establish an inpatient mental health unit in our community. Sadly, my wife and I 
know firsthand how desperately this is needed in our community. 

Our child struggled with bipolar disorder and addiction way before we ever understood what any of this 

was. We were never sure what was truly going on and had very few answers since mental illness or 

addiction does not run in our family. 

What we do know is that when our son was having a manic episode in November of 2014 there was not 

a hospital bed in the state of Maryland available for him. We sent him to Father Martin's Ashley's and 
two dual-diagnosis programs in California over a three week period because there were not beds in 
Anne Arundel County or the State of Maryland during this time. What else do we know? We know that 

these places are not equipped with weekend Psychiatrist staff to care for anyone in a manic episode 

especially where mental illness supersedes the addiction. Our son was released from each center on a 

Friday because none of them had weekend resources in place. We as a family were left with no medical 

care for him during his most critical time of need. 

What we also know is how important an inpatient mental health unit is in time of crisis. When we 

brought him home while in the middle of a manic episode, there was no inpatient mental health units in 

Anne Arundel County. Once home it took four weeks to get an appointment with a Psychiatrist at the 
AAMC outpatient program. Of course, we could not wait four weeks in a crisis situation for a doctor 
who accepted insurance so our only course was to seek out a doctor who did not accept insurance to 
get an earlier appointment and get our son on a medicine regime to manage the manic episode. We 

also know that most families do not have this luxury and most have to wait for a doctor who accepts 

insurance. This is contrary to proper healthcare. 

When someone is in a manic episode that is an emergency situation. Often, the family is not equipped 

with the medicines or expertise to understand or handle the patient. We were fortunate to find a 

Psychiatrist who could take us within the week of our emergency. He was available because he was 
expensive. He did not accept insurance. An inpatient program could have been a life saver for us and 
our child at that time. He did well for about 5 months and then just stopped taking his medicine and 
sought self-medication. Sadly, he passed in our home from an overdose. 

~o~in and~~iEC~e~ctoCa
2.511 Coxshire Gane

Ir3avidsonviCfe, .~K~ 21035

December 18, 2015

Kevin R. McDonald, Chief

Maryland Health Care Commission
4160 Patterson Ave.

Baltimore, MD 21215 — 2299

Dear Mr. McDonald,

W~ are writing in support of the Certificate of Need Application submitted by Anne Arundel Medical

Center (AAMC} to establish an inpatient mental health unit in our community. Sadly, my wife and

know firsthand how desperately this is needed in our community.

fur child struggled with bipolar disorder and addiction way before we ever understood what any of this

was. We were never sure what was truly going on and had very few answers since mental illness or

addiction does not run in our family,

What we do know is that when our son was having a manic episode in November of 20~ 4 there was not

a hospital bed in the state of Maryland available for him. We senfi him to Father Martin's Ashley's and

two dual-diagnosis programs in California over a three week period because there were not beds in

Anne Arundel County or the State of Maryland during this time. What else do we know? We know that

these places are not equipped with weekend Psychiatrist staff to care far anyone in a manic episode

especially where mental illness supersedes the addiction. Our son was released from each center on a

Friday because Wane of them had weekend resources in place. We as a family were left with no medical

care for him during his mast critical time of need.

What we also Know is haw important an inpatient mental health unit is in time of crisis. When we

brought him home while in the middle of a manic episode, there was no inpatient mental health units in

Anne Arundel County. Once home it tpok four weeks to get an appointment with a Psychiatrist at the

AAMC outpatient program. Of course, we could not wart four weeks in a crisis situation for e doctor

who accepted insurance so our only course was to seek out a doctor who did not accept insurance to

get an earlier appointment and get our son on a medicine regime to manage the manic episode. We

also know that most f~mtlies da not have this luxury and most have to wait for a doctor who accepts

insurance. This is contrary to proper healChcare,

When someone is in a manic episode that is an emergency situation. Often, the family is not equipped

with the medicines or expertise to understand or handle the patient. W~ were fortunate to find a

Psychiatrist who could take us within the week of our emergency. He was available because he was
expensive. He did not accept insurance. An inpatient program could have been a life saver for us and
our child at that time. He did well for about 5 months and then just stopped taking his medicine and
sought selfi-medication. Sadly, he passed in our home from an overdose.



We believe if we had gotten him in a proper inpatient program for an extended period of time rather 

than a weekly Psychiatrist visit, we may have gotten the proper education needed to understand his 

illness and move him towards a cure. With the proper facilities present in our community we could have 

gotten familiar with what was going on a lot quicker and found him the right team of doctors and 
specialists to deal with his mental illness. 

After a lot of research we found NAMI. This organization helped our family the best they could with the 

limited resources they had. At NAMI, we learned that his addictions were a direct result of his mental 
illness. We also learned that 65% of those with addiction have some form of mental illness. 

If a Crisis Navigator was available to help us get a diagnosis early and help us evaluate our options, we 
believe our son could be here with us today on a path to recovery. There was just too much delay and 

too much confusion to help him. The navigator would have helped us with a master plan to help him 
get back to health. We also needed the resources at our local hospital to care for him and treat him. 

We are obviously not alone in this serious epidemic. 

Thank you for listening and please seriously consider granting this Certificate of Need. Lives are at stake 

and the opportunity to create a community of resources is right before us. Although there is no 

guarantee that our situation would have turned out any differently, it would have given us awareness 

and a fighting chance much earlier in our son's illness. Many of the components currently exist within 

our county. The opportunity exists to bring these resources together with the goal of a comprehensive 
approach to mental illness. We will be working to help facilitate these resources in our area. We are 

committed to doing our part. We ask for your careful consideration as the pattern of AAMC is to do a 

terrific job with any illness they decide to address. So few are willing to take this on and we are hopeful 

you will help facilitate the combined efforts of AAMC and the community to attack this serious medical 

challenge by approving the application before you. 

Thank you so much for your consideration. 

In support, 

John and Jill DePaola 

We believe if we had gt~tten him in a proper inpatient program for an extended period of time rather

than a weekly Psychiatrist visit, we may have gotten the proper education needed to understand his

illness and move him towards a cure, With the proper facilities present in our community we could have

gotten familiar with what was going on a lot quicker and found him the right team of doctors and

specialists tp deal with his mental illness.

After a lot of research we found NAMI. This organization helped our family the best they could with the

limited resources they had. At NAMI, we learned that his addictions were a direct result of his mental

illness, We also learned that 65%of those with addiction have some form of mentalillness.

If a Crisis Navigator was available to help us get a diagnosis early and help us evaluate our options, we

believe our son could be here with us today on a path to recovery. There was just too much delay and
too much confusion to help him. The navigator would have helped us with a master plan fio help him
get back to health. We also needed the resources a#our local hospital to care far him and treat him.

We are obviously not alone in this serious epidemic.

Thank you for listening and please seriously consider granting this Certificate of Need. Lives are at stake
and the opportunity to create a community of resources is right before us. Although there is na
guarantee that our situation would have turned out any differently, it would have given us awareness
and a fighting chance much earlier in our son's illness. Many of the components currently exist within
our counfiy, The opportunity exists to bring these resources together with the goal of a comprehensive
approach to mental illness. We will be working to help facilitate these resources in our area. We are

committed to doing our part. We ask for your careful consideration as the pattern of RAMC is to do a

terrific job with any illness they decide to address. So few are willing to take this on and we are hopeful
you will help facilitate the combined efforts of AAMC and the community to attack this serious medical

challenge by approving the application before you.

Thank you so much for your consideration.

In support,

John and Jill pePaola



Rock Creek 

12/14/2015 

Kevin R. McDonald, Chief 

Certificate of Need 

Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for 

an Inpatient Mental Health Unit 

Dear Mr. McDonald; 

As a lifelong advocate for accessible mental health services for the people of Maryland, I recently 

learned through a friend that Anne Arundel Medical Center (AAMC) Is applying for a Certificate of Need 

(CON) to establish an inpatient mental health unit. With this letter I affirm my strong support for this 

CON and urge the Maryland Health Care Commission to grant a favorable response to AAMC's 

application. 

In the years since I worked for the citizens of our state from Annapolis, AAMC has become one of our 

state's busiest hospitals. Its reputation for high quality services and its responsiveness to its community 

are well known. AAMC has highlighted a need for an inpatient mental health service to connect with 

and complement the growing network of outpatient services in its area. Apparently, this past year more 

than 1,000 individuals had to be transferred from AAMC's emergency department for lack of inpatient 

mental health beds. 

Research clearly underlines the need for this type of service. Mental health and substance abuse 

disorders require a coordinated approach to ensure the most effective diagnosis and treatment. Anne 

Arundel County ranks higher than the state average in suicide rates and binge drinking. Deaths from 

heroin overdose are averaging nearly one a week. These statistics are frightening and clearly demand 

the state's attention, Establishing an inpatient mental health unit to complement AAMC's existing 

quality services will help to meet this growing need. 

Given AAMC's outstanding reputation and Anne Arundel County's critical lack of access to inpatient 

mental health programs, I urge the Maryland Health Care Commission to approve AAMC's application to 

provide inpatient mental health care as soon as possible. 

Sintgrel, 

Kathleen Kennedy Townsend, Managing Director 

Cc: Anne Arundel Medical Center 

1133 Connecticut Avenue NI,W i Washington, D,C. 20036 I Telephone; (202) 331-3400 I Facsimile: (202)331-3420 
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Kevin R. McDonald, Chief
Certifiicate of Need

Maryland Health Care Commission

4160 Patterson Ave
Baltimore, MD 21215-2299

Subject: Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for

an InpatienC Mental Health Unit

Dear Mr. McQonald;

As a lifelong advocate for aceessible mental health services for the people of Maryland, i recently

learned through a friend that Anne Arundel Medical Center (AAMC} is applying for a Certificate of Need

(CON) to establish an inpatient mental Health unit. With this letter I affirm my strpng support for this

CON and urge the Maryland Health Care Commission to grant a favorable response to AAMC's

application.

In the years since f worked for the citizens of our state from Annapolis, AAMC has become one Qf our

state's busiest hospitals. Its reputation for high quality services and its responsiveness to its community

are well known. AAMC has highlighted a need for an inpatient mental health service to connect with
and complement the growing network of outpatient services in its area. Apparently, this past year mare

than 1,000 individuals had to be transferred from AAMC's emergency department for lack of inpatient

menfial health beds.

Research clearly underlines the need for this type of service. Mental health and substance abuse

disorders require a coordinated approach to ensure the most effective diagnosis and treatment. Anne
Arundel County ranks higher than the stafie average in suicide rates and binge drinking. Qeaths from

heroin overdose are averaging nearly one a week. These statistics are frightening and dearly demand
the slate's attention, Establishing an inpatient mental health unit to complement AAMC's existing
quality services will help to meet this growing need.

C iv~n AAMCs outstanding reputation and Anne Arundel County's critical lack of access to inpatient
mental health programs, I urge the Maryland Health Care Cnmrnission to approve AAMC's appifcatfon to
provide inpatient mental health care as soon as possible.

5incgr~(y~,

Kathleen Kennedy Townsend, Managing Director

Cc; Anne Arundel Medico! Center

1133 Connecticut Avenue N.W. ~ Washington, D,C. 2p036 ~ Telephone; X202) 331-3400 ~ Facsimile: (202) 331.342D



3320 Old Point Road 

Edgewater, Maryland 21037 

November 29, 2015 

Kevin R. McDonald, Chief 
Certificate of Need 

Maryland Health Care Commission 
4160 Patterson Avenue 

Baltimore, MD 21215-2299 

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for 
An Inpatient Mental Health Unit 

Dear Mr. McDonald: 

As a retired social worker and psychotherapist and board member of Arundel Lodge Behavioral Health 
Center in Edgewater, Maryland, I am writing to offer my strong support for the Certificate of Need 

application submitted by Anne Arundel Medical Center (AAMC) to establish an inpatient mental health 
unit. 

Anne Arundel County has a critical shortage of inpatient mental health services, In 2014, Anne Arundel 
Medical Center transferred more than 1,000 people who came to the emergency room needing 

inpatient mental health care to other Maryland facilities. Because of the need for this care, patients 
often are forced to wait for available beds, causing delays in care. An inpatient mental health unit 

would improve the quality and access of mental healthcare available where it is needed. The ability to 
transition among levels of care provided would reduce lengths of stay and the total cost of care. 

Given the outstanding reputation of AAMC and Anne Arundel's critical lack of access to inpatient mental 
health programs, I urge the Maryland Health Care Commission to approve AAMC's application to 
provide inpatient mental health care as soon as possible. 

Thank you for your consideration of this matter. 

Sincerely, 

Beverly Marcus 

3320 Old Point Road
Edgewater, Maryland 21037
November 29, 2015

Kevin R. McDonald, Chief
Certificate of Need
Maryland Health Care Commission
416p Patterson Avenue
Baltimpre, MD 21215-2299

Subject: Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for
An Inpatient Mental Health Unit

Dear Mr, McDonald:

As a retired social wark~r and psychotherapist and board member of Arundel badge Behavioral Mealth
Center in Edgewater, Maryland, I am writing to offer my strong support for the Certificate of Need
application submitted by Anne Arundel Medical Center (AAMC) to establish an inpatient mental health
unit.

Anne Arundel County has a critical shortage of inpatient mental health services, In 207.4, Anne Arundel
Medical Center transferred more than 1,000 people who came to the emergency room needing
inpatient mental health care to other Maryland facilities. Because of the need fqr this care, patients
often are forced to wait for available beds, causing delays in care. An inpatient mental health unit
would improve the quality and access Qf mental healthcare available where it is needed. The ability to
transition among levels of care provided would reduce lengths of stay and the total cost of care,

Given the outstanding reputation of AAMC and Anne Arundel's critical lack of access tq inpatient mental
health programs, !urge the Maryland Health Care Commission to approve AAMC's applicatipn to
provide inpatient mental health care as soon as possible,

Thank you for your consideration of this matter,

Sincerely,
Beverly Marcus



December 7, 2015 

Kevin R. McDonald, Chief 

Certificate of Need 

Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

Subject: Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for an Inpatient Mental 

Health Unit 

Dear Mr. McDonald: 

As an AAMC Volunteer, I appreciate the opportunity to offer my support for Anne Arundel Medical Center's 

(AAMC) Certificate of Need application to establish an inpatient mental health unit. I am aware of AAMC's 

longstanding commitment to providing critically-needed mental health and substance use treatment services to 

our community. Establishing an inpatient mental health unit to complement these existing quality services will 

help meet a growing need. 

As you know, AAMC is one of the busiest hospitals in Maryland. In 2014, more than 1,000 people who came to 

AAMC's emergency room needing inpatient mental health care were transferred to other Maryland facilities. 

Because of the overwhelming shortage of this type of care, patients often are forced to wait for space to become 

available, causing delays in care. 

In response to the community health needs assessment conducted in 2012, the vision for AAMC's mental health 

and substance use program includes coordinated, individualized, evidence-based care plans that put patients on 

the path to healing and recovery. There are not enough inpatient mental health services available in Anne Arundel 

County—a critical piece for coordinated care. 

According to Healthy Anne Arundel Coalition's Community Health Needs Assessment, the treatment for co-

occurring disorders (mental health and substance use) has been fragmented and disconnected. In fact, it is the top 

disparity in Anne Arundel County. The rates for suicide and binge drinking are higher in Anne Arundel County as 

compared to state and national averages. AAMC is working to address this by increasing access to integrated 

mental health and substance use treatment for county residents. An inpatient mental health unit is one important 

piece of this. 

Given the outstanding reputation of AAMC and Anne Arundel County's critical lack of access to inpatient mental 

health programs, I urge the Maryland Health. Care Commission to approve AAMC's application to provide inpatient 

mental health care as soon as possible. 

Thank you for your consideration in this very important matter. 

Sincerely, 

Suzanne Rapin 
1309 Bristol Ridge Place 
Crownsville, MD 21032 

Cc: Anne Arundel Medical Center 

December 7, 20.5

Kevin R. McDonald, Chief

Certificate of Need

Maryland Health Care Commission

x160 Patterson Ave

Baltimore, MD 21215-2299

SubJect: Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for an Inpatient Mental

Health Unit

Dear Mr. McDonald;

As an AAMC Volunteer, I appreciate the opportunity to offer my support for Anne Arundel Medical Center's

(AAMC) Certificate of Need application to establish an inpatient mental health unit. i am aware of AAMC's

longstanding commitment to providing critically-needed mental health and substance use treatment sere{ces to

our community. establishing an inpatient mental health unit to complement these existing quality services will

help meet a growing need.

As you know, AAMC is one of the busiest hospitals in Maryland. In 2014, more than 1,000 people who came to

AAMCs emergency room need€ng inpatient mental health care were transferred to other Maryland fiacilities.

Because of Che overwhelming shortage of this type of care, patients often are forced to wait for space to become

available, causing delays in care.

In response to the community health needs assessment conducted in 7012, the vision for AAMC's mentat health

and substance use prpgram includes coordinated, individualized, evidence-based care plans that put patients on

the path to healing and recovery. There are not enough inpatient mental health services avaiEabie in Anne Arundel

County---a critical piece for coordinated care.

According to Healthy Anne Arundel Coalition's Community Health Needs Assessment, the treatment far co-

accurringdisorders (men#al health and substance use) has been fragrrtented and disconnected. In fact, it is the top

disparity in Anne Arundel County. The rates for suicide and binge drinking are higher in Anne Arundel County as

compared to state and national averages. AAMC is working to address this by increasing access to integrated

mental heath and substance use treatment for county residents. An inpatient mental health unit is one important

piece of this.

Given the outstanding reputation pf AAMC and Anne Arundel County's critical lack of access to inpatient mental
health programs, I urge the Maryland Heaith.Care Commission to approve AAMC's application to provide inpatient

mental health care as soon as passible.

Thank you far your consideration in this very important matter.

Sincerely,

Suzanne R~pin
1309 Bristol Ridge Place
Crownsville, MD 21032

Cc: Anne Arundel Medical Center



Cindy & Tim O'Neill 
463 Honering Trail 

Annapolis, MD 21401 

December 16, 2015 

Mr. Kevin R. McDonald, Chief 
Certificate,  of Need 
Maryland Health Care Commission 
4160 Patterson Ave. 
Baltimore, MD. 21215.2299 

Subject: Letter of Support: Anne Arundel Medical Center's Certificate of Need Application 
for an Inpatient Mental Health Unit 

Dear Mr. McDonald; 

We are writing to offer our strong support for the Certificate of Need Application submitted by Anne 
Arundel Medical Center (AAMC) to establish an inpatient mental health unit. This service is critically 
needed in our region, 

We are personally acquainted with several citizens in our community who have had to seek in-
patient mental health care services for family members at facilities outside of Maryland due to the 
lack of available services and capacity in our state, This causes delays in treatment and additional 
stress and hardship to patients and families during an already difficult time. We are convinced that 
many of these patients could have been successfully treated at AAMC if inpatient mental health care 
had been available during their time of need, 

Anne Arundel Medical Center has a proven history of providing successful treatment for 
substance abuse and outpatient mental health needs, They are planning to add a psychiatric day 
treatment hospital program to meet the growing needs of our community, An inpatient mental 
health unit would create a more seamless experience for thos6 needing this level of care and 
alleviate the burden of being transferred and experiencing delays in treatment while waiting far 
availability at another facility. An inpatient mental health unit would improve the quality and 
access of mental healthcare available in our community, 

We understand and appreciate that the Maryland Health Care Commission (MHCC) must give 
approval to hospitals in Maryland that seek to provide inpatient mental health services. We fully 
support this project, and hope the MHCC will see the value and benefit of AAMC's application to 
provide this much needed service in our community. 

Thank you in advance for your consideration, 

Sincerely, 

Cindy and and Tim O'Neill 

cc: Anne Arundel Medical Center 

Cindy &Tim O'Neill
463 Hovering Tram
A~na.polis, MD ~ 14~ 1

Mr. Kevin 1~., McDonald, Chief
Certificate aElVeed
Marpland Health Care C~rnmissi~n
416 Patterson Ave.
Baltimore, MD. 21215•Z299

December 16, 2015

Subject: Letter of Suppo~•t: Anne Arundel Medical Cet~Cer's Certi~c~te ofT~eed Apptjca.tian
far an inpatient Mental Hea1tC~ Unit

Dear Mr. Mcnonald;

We are writing to ofFer olir strong support f.'or rho Certificate of Need Application submitted by Anne
Arundel 1'vtedical Center (AAMC'} ea establish an inpatient mental health unit. This s~rvire is critically
needed in our region,

We ire perspnally acquainted with sevez~al citizens in our community ~vho have had to seek in-
patient ~nenta~ k~ealth care services for family tnemhers at facil9ties outside of Maryland due to the
].ackoPavailable services and capacity in our state, This causes delays in treatment and additional
stress and ha►~dship to patients aiad Families during an alreaciy difficult tim~.'VVe are convinced that
many of these patients could have been successfully treated at RAMC if in~aatiez~t mental Health care
had been available during their time of need,

Anne Arundek Medical Center has a proven histaa'y' a£ providing successful trealanent for
substance abuse and ouCpatient mental health needs, They are ~~lannin~; to adci a psgch.iatric day
treatrnene hospiCal program to meet the growing needs of our coinmuttity, An lzipatient rz~ental
health unit wou3d create a more seamless experience fo~~ tl~os~ needinK this level of care and
alleviate the burden of beiczg transferred and experiencing delays in treatment while waiCing far
avaiIabil[ty at another facility. An inpatient mental health unit vlauld improve the gaality axed
access oFmental healthcare available to our commtulity,

We understand and appreciate thaC tl7e Maryland Health Care ̀Cpmmissio~~ (MHC~} musC give
approval to k~ospitals in Maryland tt7at seek to provide inpatient' mental lze~lth services. We fully
sup~at-t this project, and hope t1~e M.HCC will see the value and benefit of AAMCs application ko
provide this much needed service in au~- communil'y,

Thank you in advance fc~ryour consideratfan,

/ ~-~ ~
Sincerely,

Cind.q and Tim U'Neill

cc: Anne Arundel Medical Center



December 10, 2015 

Kevin R. McDonald, Chief 

Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

Letter of Support: Anne Arundel Medical Center's Certificate of Need 
Application for an Inpatient Mental Health Unit 

Dear Mr. McDonald 

I am writing this letter to offer my strong support for the 
certificate of need application submitted by Anne Arundel Medical 
Center (AAMC) to establish an inpatient mental health unit. This type 
of service is critically needed in our region. 

My name is Steven T. Brown Jr. I am an employee at Clifton T. Perkins 
Hospital Center and Anne Arundel Medical Center (AAMC). Since I work 
in the mental health field, I see the overwhelming shortage and demand 
for mental health care, Patients are forced to wait for care, because 
of lack of space. Anne Arundel County not only needs to address 
co-occurring disorders, but also needs to address psychological 
disorders such as schizophrenia. The state hospitals stay at full 
capacity at all times making them unable to accommodate patients whom 
are in need of treatment, which causes a delay in care. This is why I 
am expressing my concern and support towards this project. 

Sincerely, 

Steven T. Brown Jr 

December 10, 2Q15

Kevin R. McDonald, Chief

Maryland Nealth Cary Commission

4160 Patterson Ave

Baltimore, MD 21215-2299

Letter of Su~por~: Anne Arundel Medical Genter'~ Certificate of Need
Application far an lnpatienfi Mental Health Unit

Dear Mr. McDonald

am writing this letter to offier my strong support for the
certificate of need application submitted by Anne Arundel Medical
Center (RAMC) to establish an inpatient mental health unit. This type
of service is critically needed in our region.

My name is Steven T. Brown Jr. I am an employes at ~liftan T. Perkins
Hospital Center and Anne Arundel Medical Center (RAMC}. Since I work
in the mental heal#h field, I see the overwhelming shortage and demand
for mental health care, Patients are forced to wait for care, because
of lack of space. Anne Arundel County not only needs to address
co-occurring disorders, but alsa needs to address psyahoingical
disorders such as schizophrenia The state hospitals stay at full
capacity at a1) times making them unable to accommodate patients wham
are in need of treatment, which causes a delay in care, This is why 1
am expressing my concern and support towards this prflject.

Sincerely,

Steven T. Brawn Jr



Crow. 

Z07 5covaload& Cowtt 

arv.vefre044,, 'MD ergo., 
December 7, 2015 

Kevin R. McDonald, Chief 
Certificate of Need 
Maryland Health Care Commission 
4160 Patterson Avenue 
Baltimore, MD 21215-2299 

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need 
Application for an Inpatient Mental Health Unit 

Dear Mr, McDonald: 

We are writing to offer our strong support for the Certificate of Need application submitted by 
Anne Arundel Medical Center (AAMC) to establish an inpatient mental health unit. We are 
parents of a young man diagnosed with Schizophrenia and know first hand how very much this 
program is needed locally. 

When our son first became sick were advised by our family doctor (office is on AAMC campus) 
to forgo AAMC because AAMC did not have psych beds and head straight to North. Arundel 
Hospital, now named Baltimore Washington . Then when we arrived at North Arundel they were 
so overcrowded with psych patients that our son was placed in a tiny conference area and told to 
get comfortable on a short couch and that his chances of being admitted to a psych bed that day 
were extremely slim. We will never be able to erase the terrible image in our minds of our son 
curled in a fetal position, laying on a tiny couch, asking for us to help him get help. We knew he 
needed immediate help and realized he was not going to get the help he needed without 
immediate treatment. Consequently, we chose to forgo local treatment and transferred him to 
Shepherd Pratt where he was promptly diagnosed and treated. 

Anne Arundel Medical Center is our hospital of choice and it is unconscionable to force those 
suffering a mental health crisis to go to private facilities or out of the area-public facilities that are 
all too often overcrowded and not available. 

An inpatient mental health unit at AAMC is long overdue, People suffering from mental illness 
need a seamless experience. They cannot afford detrimental delays in treatment as they wait for 
availability at another facility. An inpatient mental health unit would improve the quality and 
access of mental healthcare available in my community. 

We urge the Maryland Health Care Commission (MHCC) to approve AAMC's application to 
provide inpatient mental health services. This is a much needed service in this area of Maryland. 

-) 

Joyce P. Conley 

', I

i/AWc~

Dece~a6er 7, 2015

Kevin R. McDanaid, Chief
eerkificate of Need
Maryland Health Dare Cammissian
4160 Patterson Avsnue
Baltimore, MD 21215-2299

~ubjec#: Letter of Suppa~t: Anne Arundel Medical Center's ~ea~hi~c~te of Need
application for an T~g~~tieat IVlental d~~lth Uni4

Dear Mr. McDonald:

We acre wwtxting to offer ow' strong support for the Certificate of Need application submitted by

Anne Arundel Medical Center (AAMC) to establish an inpatient nnental health unit. We a~~e

parents of a young znan diagnosed with Schizophrezua and know first hand how very much this

program is needed lacaily.

Wien our son first became sick were advised by our family doctor (office is on AAMC campus)

to forgo AAMC because AAMC did not have psych beds and -head straight to North. Arundel

Hospital, uow named Baltimore Washington . 'Then when we an'ived at North Ai'andel they ware

so overcrowded with psych patients that our son was pYaced in a tiny conference area and told fa

get comfortable on a short couch and that his chances of being admitted to a psych bed that day
were extremely s1i1a1. We will never be able to erase the terrible image in our minds of our son
curled in a fetal position, laying o~i a tiny couch, asking for us to help him get help. We knew he
needed immediate help and realized he was not going to get the help he needed without
u~runediate treatment. Consequently, we chose to forgo local t~•eatment and hansfeired him to
Shepherd Pratk where he was promptly diagnosed and treated.

Anne Anwdel Medical Centex is our b~ospital of choice and zt is unconscionable to force those
suffering a mental. health crisis to go to private facilities or out of the area -public facilities that acre
all too pften overcrowded and not available,

An inpatient mental health unit at AAMC is long overdue, People sut~ering from mental illness
need a seamless experience. They cannot afford detc`imental delays in treatYnent as they wait for
availability at another facility, An uipatient mental health wtut would improve the quality and
access of mental healthcare available in my community,

We urge the Maryland Health Care Commission (M~ICC) to approve AAMC's application to
provide inpatient mental health services. This is a much needed senrice in this area of Maryland.

~, incerely, i ~ ~ ~ , ''

~_— ~,. __.,~
~`

ffrey B. Cot~iey Joyce P, Conley `



Yvette C. Garity 

1731 Forestville Road 
Edgewater, Maryland 21037 
December 7, 2015 

Kevin R. McDonald, Chief 
Certificate of Need 
Maryland Health Care Commission 
4160 Patterson Avenue 
Baltimore, Maryland 21215-2299 

Re: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for 
an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

I write to offer my support for the Certificate of Need application being submitted by 
Anne Arundel Medical Center to establish an inpatient mental health unit. 

I have resided in Anne Arundel County since 1969 and have been a patient at Anne 
Arundel Medical Center from time to time for medical tests, surgeries, delivery of babies, caring 
for elderly parents, and a terminally ill spouse. I am currently a member of the volunteer 
auxiliary and a patient advisor. As a result of my experiences with the hospital, I see a genuine 
need for an inpatient mental health unit because of the growing needs in our County. Having a 
family member in need of treatment is difficult enough without having to search for treatment 
availability and traveling outside the immediate area. Family participation in the treatment of 
these patients will improve success of treatment. 

I fully support this project and sincerely hope that MHCC will approve AAMC's 
application to provide this needed service. 

Thank you for your consideration. 

Very truly yours, 

I73 I Forestville Road
Edgewater', Maryland 21037
December 7, 201 S

Kevilt R. MCDoi~ald, Chief
Certificate of Need
Maryland N.eal.th Care Conunissiorl
41.6Q Pattersali Avenue
Balti.~no~~e, Maayland 21215-2299

lie: Leifer of Support: Anne Arundel Medical Center's Gerlifcate of Need Application for
an I3rpatie~t Mental Health Unit

Dea~~ Mr. McDonald:

I ~~vrite to offer my support for the Certificate of Need application being submitted b}~

Anne Arundel Medical Center to establish an inpatient ~nez~ta~ health. unit.

I have resided in Anne Arundel County since 19b9 and have been a patient at Anne

Arundel Medical Center fxozzi tinne tc~ ta.r~ze for medical tests, surgeries, delivery of babies, caring

for elderly parents, and a tez~minal~y ill spouse. I am currently a member of the volunteer

auxiliary a~1d a patient advisor. As a result of my experiences with the hospital, I see a genuine

need for an inpatient mental health unit because of the gra~ring needs in oue County. Having a

family iiiember in need of treatment is difficult enough without laving to search for treatment

availability and traveling outside the immediate area. ~'am.ily pa~ticipatio~ in the treats~~ent of

these patients will improve success of treatment,

I fully support this pxoject and sincerely hope th~.t MHCC will approve AAMC's
appiica~ion to provide this needed service.

Thar~lc you for your consideration.

Very truly yours,

~,

Yvette C. Garity



1011 Upton Road 
Glen Burnie, Maryland 21060 
December 7, 2015 

Kevin R. McDonald, Chief 
Certificate of Need 
Maryland Health Care Commission 
4160 Patterson Avenue 
Baltimore, Maryland 21215-2299 

Re: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for 
an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

I am writing to offer my strong support for the Certificate of Need Application submitted by 
Anne Arundel Medical Center (AAMC) to establish an inpatient mental health unit. This type of service 
is critically needed in our area. From 1911 until its closure in 2004, Crownsville Hospital Center was the 
predominant inpatient psychiatric facility in Anne Arundel County. Upon closing, approximately 200 
patients were moved to other facilities in two different counties (Spring Grove Hospital Center in 
Catonsville, Baltimore County, and Springfield Hospital Center in Sykesville, Carroll County). Having 
worked as a psychiatric nurse for 22 years, I understand the importance of this vulnerable population 
being heard; that patient teaching be on-going regarding medications; the importance of refraining from 
illicit drugs/alcohol use; and that family participation be encouraged in their care. Family participation is 
problematic for working families having to travel to different counties. 

I was employed at Crownsville Hospital Center from 1993 until its closure in 2004. As a result, 
some of the patients that I cared for at Crownsville and Spring Grove are now being treated at Clifton T. 
Perkins Hospital Center, the State's only forensic psychiatric facility where I currently work. Many of 
these patients have had numerous admissions and are considered dual diagnoses, i.e., a history of 
alcohol/substance abuse as well as mental illness. When these patients stop taking all or some of their 
psychiatric medications, or start to use alcohol or drugs, the need inpatient treatment becomes necessary 
because they become symptomatic, unpredictable and a potential danger to themselves and/or others. 

An inpatient mental health unit would create a more seamless experience for those needing this 
level of care and alleviate the burden of transferring them out of the County causing detrimental delays in 
treatment as they wait for availability at another facility. When the mentally ill are unstable, they require 
more extensive care than what an outpatient clinic or day program can provide. Statistics have shown that 
the rate for suicide and binge drinking are higher in Anne Arundel County as compared to State and 
national averages. When the mentally ill can get expedient care, their lives and the lives of others can be 
drastically improved. In addition, when the mentally ill have family that are in the area, family members 
can encourage compliance with care. 

Thank you for your consideration in this matter. 

Sincerely, 

Regina Acton, RN, BSN 

Ipl ]Upton Road
Glen Burnie, Maryland 210&0
December 7, 201 S

Kevni R. McT]onald, Chief
Certificate of Need
Maryland Health Ca~•e Commission
4160 Patterson Avenue
Baltiix~ore, Mayyla~ld 21215-2299

Re: Letter of Support: Am~e Arundel Medical Center's Certificate ofNeed Application for
an .I~~patient Mental Health Unit

Dear Mr. McDonald:

I am writii~.g to 4~fer nny strong support for the Certificate of Naed Application submitted by
Anne Arundel Medical Center (RAMC) to establish an inpatient mental health unit. This type of service
is critically i7eeded in our area. Prom 1911 until its closure in 2004, Crownsvi([e Hospital Center was the
predajni.~ant. inpatient psychiatric facility in Ai1ne Arundel Counh%. Upon closing, approximately 200
patients were moved to other facilities in two differenfi counties (Spring Grove Hospital Center in
Catonsville, Baltimore County, and Springfield Hospital Center in Sykesville, Carrell County). Having
worked as a psychiatric nurse for 22 years, r understand the importance of this j~tthierab]e population
6eirzg heard; that patient teacllifig be on-going regarding medications; the importance of refraining from
illicit drugs/alcohol use; and that faaxr.ily participation be ~ilcoura~;ed u~ their care. Family participation is
pxablematic for working families laving to travel to different counties.

I was employed at Crownsville Hospital Center from 1993 until its cic~sure in 2004. As a result,
same oftl~e patients that I cared for at Crownsville and Spring Grove are now being; tr~at~d at Clifton T.
Perkins Hospital Center, the State's only forensic psychiatric facility where I currEntly work. Many of
these patients have had numerous admissions and are considered dual diagnoses, i.e., a I~istory of
alcohol/s«bstance abase as well as mental illness. When these patients stop taking alb or some of their
psychiatric medications, or start to use alcohol or drugs, the need inpatient treatment becomes necessary
because they become symptomatic, unpredictable anti a potential dander to themselves andlor others.

An inpatient mental I~ealth unit would create a more seamless experience for those ~~eeding this
level of care and alleviate the burden of transferring them out of the County causing detrimental delays i.n
treatment as they wait for availability at another facility. When the me~~ttaliy iIl are unstable, they t•equire
more extensive care t11an what an outpatient clinic or day program can provide. Statistics have shown that
the rate for suicide curl binge drinl:in~ are higher in Arnie Arundel County as compared to State and
nationa3 averages. When the mentally ill can get expedient care, their lives and the lives of others can bs
drastically improved. In addition, when the mentally ill have family that are in the area, family ~nembers
caii encourage compliance with care.

Thank you for your consideration i~~ thrs matter.

Sincerely,

Regina Acton, RN, BSN



Marc T. Wirig 
710 Americana Drive, #58 
Annapolis, Maryland 21403 

December 2, 2015 

Kevin R. McDonald, Chief 
Certificate of Need 
Maryland Health Care Commission 
4160 Patterson Ave 
Baltimore, MD 21215-2299 

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need 
Application for an Inpatient Mental Health Unit 

Dear Mr. McDonald: 
I am writing to offer my strong support for the Certificate of Need application submitted by 
Anne Arundel Medical Center (AAMC) to establish an inpatient mental health unit. This type of 
service is critically needed in our region. 
Anne Arundel Medical Center is my hospital of choice. I am also a member of the AAMC 
Volunteer Auxiliary. For many years, AAMC has been providing many of the mental health and 
substance use services that the community relies on, such as substance use treatment and 
outpatient mental health clinics. They're also developing a psychiatric day treatment hospital 
program to help meet the growing needs of our community. An inpatient mental health unit 
would create a more seamless experience for those needing this level of care and alleviate 
the burden of being transferred and experiencing detrimental delays in treatment as they 
wait for availability at another facility. An inpatient mental health unit would improve the 
quality and access of mental healthcare available in my community. 

I understand and appreciate that the Maryland Health Care Commission (MHCC) must approve 
hospitals in Maryland that seek to provide inpatient mental health services. !fully support this 
project, and hope the MHCC will see the value and benefit of AAMC's application to provide 
this much needed service in my community. 

Thank you in advance for your consideration. 

Sincerely, 

7110" 	 

Marc Wirig 
cc: Anne Arundel Medical Center 

Marc T. Wiri~
71p Americana Drive, #58
Annapolis, Maryland 21403

December 2, 2015

Kevin R. McDonald, Chief
Certificate of Need
Maryland Health Care Commission
4160 Patterson Ave
Baltimore, MD 21215-2299

Subject: Letter of Support: Anne Arundel Medical Center's Certificate of Need
Application for an Inpatient Mental Health Unit

Dear Mr. McDonald:
am wriking to offer my strong support for the Certificate of Need application submitted by

Anne Arundel tuledical Center {RAMC) to establish an inpatient, men~aE health unit. This type of
service is critic~liy needed in our region.
Anne Arundel Medical Center is my hospital of choice. l am also a member of the AAMC
Volunteer Auxiliary. for many years, AAMC has been providing many of the mentat health and
substance use services that the community relies on, such as substance use treatment and
outpatient mental health clinics. They're aCso developing ~ psychiatric day treatment hospital
program to help meet the growing needs of our community. An inpatient mentaC health unit
would create a more seamless experience for those needing this level of care and alleviate
the burden of being transferred and experiencing detrimental delays in treatment as they
wait for availability at another facilifiy. An inpatient mental health unit would improve the
quality and access of mental healthcare available in my community.

understand and appreciate that the Maryland Health Care Commission (MhICC) must approve
hospitals in Maryland that seek to provide inpatient mental health services. l fully support tihis
project, and hope the MHCC wilt see th+e value and benefit of AAMC's application to provide
this much needed service in my community.

Thank you in advance for your consideration,

5incerety,

~~~~~
Marc Wiri~
cc: Anne Arundel Medical Center



Pastor Stan Cardwell 

Community United Methodist Church 

1690 Riedel Road, Crofton, MD 21114 
410/21.9129 Fax: 410.721.9997 

www.CUMC.net  

https://www.facebook.com/CUMC.Crofton  

Pastor Stan Cardwell 
Lead Pastor 

scardwell@cumc.net  

December 1, 2015 

Kevin McDonald, Chief 

Certificate of New Division 

Maryland Health Care Commission 

4160 Patterson Avenue 

Baltimore, MD 21215 

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for an 

Inpatient Mental Health Unit 

Dear Mr. McDonald: 

It is my pleasure write a letter in support for the Certificate of Need application submitted by Anne 

Arundel Medical Center (AAMC) to establish an inpatient mental health unit. 

Nearly half of the patients who need inpatient mental health care must wait up to five days in AAMC's 

emergency room for space to open up in other hospitals. In 2014, AAMC transferred more than 1,000 

people who needed this higher level of inpatient care. An inpatient mental health unit at AAMC will 

help close the gap in mental health and substance use treatment in Anne Arundel County. 

In conclusion, I fully support the efforts of Anne Arundel Medical Center as they seek to meet the 

critical need of a major health concern for Anne Arundel County. Thank you for your consideration. 

Blessings, 

Lead Pastor 

Cc: Anne Arundel Medical Center 

Our Mission... 

"We are God's witnesses in this church, our surrounding communities, to the lost, and the last, and to the least of the world and to the ends of the earth." 

Community United MethodNst Ci~urch
1690 Riedel Road, Crofton, MD 21114

410.721.9129 +Fax: 410.721.9997
www.CUMC.net

hops://www.facebaok.com/CUMC.Croftan

Pastor Stan Cardwell
Lead Pastor

scardweli C~ cumc.net

December 1, 201,5

Kevin McDonald, Chief
Certificate of New Division
Maryland Health Care Commission
4160 Patterson Avenue
Baltimore, MD 21215

SubJect: letter of Support; Anne Arundel Medical Center's Certificate of Need. Application far an
Inpatient Mental Heatth Unit

Dear Mr, McDonald;

It is my pleasure write a letter in support for the Certificate of Need application submitted by Anne
Arundel Medical Center (AAMC} to establish an inpatient mental health unit.

Nearly half of the patients who need inpatient mental health care must wait up to five days in AAMC's
emergency room tar space to open up in other hospitals. In 2014, RAMC transferred more than 1,OOp
p~aple who needed this higher level of inpatient care. An inpatient rriental health unit at AAIVIC will
help close the gap in mental health and substance use treatment in Anne Arundel County.

In conclusion, I fully support the efforts of Anne Arundel Medical Center as they seek to meet the
critical need of a major health concern far Anne Arundel County. Thank you for your consideration.

Blessings,
~.-- _

Pastor Stan Cardwell
Lead Pastor

GG: Anne Arundel Medical Center

Our Mission...
"We are God's witnesses in this church, our surrounding communities, to the lost and the last, and to the least of the world and to the ends of the earth."



Sin erely, 

au a Loomis 
3505 Horseman Way 
Davidsonville, MD 21035 

December 3, 2015 

Kevin R. McDonald, Chief 
Certificate of Need 
Maryland Health Care Commission 
4160 Patterson Ave 
Baltimore, MD 21215-2299 

Subject:Letter of Support: AAMC's Certificate of Need Application for an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

As a resident of Anne Arundel county and volunteer with the AAMC Auxilliary, I appreciate the opportunity 
to offer my support for Anne Arundel Medical Center's (AAMC) Certificate of Need application to establish 
an inpatient mental health unit. I am aware of AAMC's longstanding commitment to providing critically-
needed mental health and substance use treatment services to our community. Establishing an inpatient 
mental health unit to complement these existing quality services will help meet a growing need. 

As you know, AAMC is one of the busiest hospitals in Maryland. In 2014, more than 1,000 people who 
came to AAMC's emergency room needing inpatient mental health care were transferred to other 
Maryland facilities. Because of the overwhelming shortage of this type of care, patients often are forced to 
wait for space to become available, causing delays in care. 

In response to the community health needs assessment conducted in 2012, the vision for AAMC's mental 
health and substance use program includes coordinated, individualized, evidence-based care plans that 
put patients on the path to healing and recovery. There are not enough inpatient mental health services 
available in Anne Arundel County—a critical piece for coordinated care. 

According to Healthy Anne Arundel Coalition's Community Health Needs Assessment, the treatment for 
co-occurring disorders (mental health and substance use) has been fragmented and disconnected. In 
fact, it is the top disparity in Anne Arundel County. The rates for suicide and binge drinking are higher in 
Anne Arundel County as compared to state and national averages. AAMC is working to address this by 
increasing access to integrated mental health and substance use treatment for county residents. An 
inpatient mental health unit is one important piece of this. 

Given the outstanding reputation of AAMC and Anne Arundel County's critical lack of access to inpatient 
mental health programs, I urge the Maryland Health Care Commission to approve AAMC's application to 
provide inpatient mental health care as soon as possible. 

Thank you for your consideration in this very important matter. 

cc: Anne Arundel Medical Center 

December 3, 2015

Kevin R. McDonald, Chief
Certificate of Need
Maryland Health Care Commission
4160 Patterson Ave
Baltimore, MD 21215-2299

Subject:Letter of Support: AAMC's Certificate of Need Application for an Inpatient Mental Health Unit

Dear Mr. Mcponald:

As a resident of Anne Arundel county and volunteer with the RAMC Auxilliary, I appreciate the opportunity
to offer my support for Anne Arundel Medical Center's (RAMC) Certificate of Need application to establish
an inpatient mental health unit. I am aware of AAMCs longstanding commi#ment to providing critically-
needed rrtental health and substance use treatment services to our community, Establishing an inpatient
menial health unit to con7~,l~n~ent These existing quality services will help meet a growing need.

As you know, RAMC is one of the busiest hospitals in Maryland. In 2014,. more than 1,000 people who
came to AAMCs emergency room needing inpatient mental health care were transferred to other
Maryland facili#ies. Because of the overwhelrr►ing shortage of this type of care, patients often are forced to
wait for space to become available, causing delays in care.

In response to the community health needs assessment conducted in 2Q12, the vision far AAMG's mental
health and substance use program includes coordinated, individualized, evidence-based care pia~s that
put patients on the path to healing and recovery. There are not enough inpatient mental health services
available in Anne Arundel County—a critical piece for coordinated care,

According to Healthy Anne Arundel Coalition's Community Health Needs Assessment, the treatment far
co-occurring disorders (mental health and substance use) has been fragmented and disconnected. In
fact, it is the tap disparity in Anne Arundel County. The ra#es for suicide and binge drinking are higher in
Anne Arundel County as compared to state and national averages. RAMC is working to address this by
increasing access to integrated mental health and substance use treatment for county residents. An
inpatient mental health unit is one important piece of this.

Given the outstanding reputation of AAMC and Anne Arundel County's critical lack of access to inpatient
menial health programs, I urge the Maryland Health Care Commission #o approve AAMCs application to
provide inpa#lent mental health care as soon as possible.

Thank you for your consideration in this very important matter.

~t
Sin erely, ~

au a Loomis
3505 Horseman Way
Davidsonville, MD 21035

cc: Anne Arundel Medical Center



Date 12/2/2015 

Kevin R. McDonald, Chief 

Certificate of Need 

Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

Subject 	Letter of Support Anne Arundel Medical Center's Certificate of Need Application for 

an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

I am writing to offer my strong support for the Certificate of Need application submitted by Anne 

Arundel Medical Center (AAMC) to establish an inpatient mental health unit. This type of service is 

critically needed in our region. 

Anne Arundel Medical Center is my hospital of choice. For many years, AAMC has been providing many 

of the mental health and substance use services that the community relies on, such as substance use 

treatment and outpatient mental health clinics. They're also developing a psychiatric day treatment 

hospital program to help meet the growing needs of our community. An inpatient mental health unit 

would create a more seamless experience for those needing this level of care and alleviate the burden of 

being transferred and experiencing detrimental delays in treatment as they wait for availability at 

another facility. An inpatient mental health unit would improve the quality and access of mental 

healthcare available in my community. 

I understand and appreciate that the Maryland Health Care Commission (MHCC) must approve hospitals 

in Maryland that seek to provide inpatient mental health services. I fully support this project, and hope 

the MHCC will see the value and benefit of AAMC's application to provide this much needed service in 

my community. 

Thank you in advance for your consideration. 

Sincerely 

Chuck and JoAnn Rohan 

Date 12/2/2015

Kevin R. McDonald, Chief

Certificate of Need

Maryland Health Care Commission

4160 Patterson Ave

Baltimore, MD 21215-2299

Subject: Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for
an inpatient Mental Health Unit

Dear Mr. McQonald:

am writing to offer my strong support for the Certificate of Need application submitted by Anne

Arundel Medical Center (RAMC) to establish an inpatient mental health unit. This type of service is
critically needed in our region.

Anne Arundel Medical Center is my hospital of choice. For many years, AAMC has been providing many

of the mental health and substance use services that the community relies on, such as substance use
treatment and outpatient mental health clinics. They're also developing a psychiatric day treatment
hospital program to help meet the growing needs of our community. An inpatient mental health unit

would create a more seamless experience for those needing this level of care and alleviate the burden of
being transferred and experiencing detrimental delays in treatment as they wait for availability at
another facility. An inpatient mental health unit would improve the quality and access of mental
healthcare available in my community.

understand and appreciate that the Maryland Health Care Commission (MHCC) must approve hospitals
in Maryland that seek to provide inpatient mental health services. I fully support this project, and hope
the MNCC will see the value and benefit pf AAMCs application to prpvide this much needed service in
my community.

Thank you in advance for your consideration.

Sincerely

Chuck and JoAnn Rohan



:1915 Towne Centre Boulevard 
Unit 410 

Annapolis, Maryland 21401-3583 

Kevin R. McDonald, Chief 
Certificate of Need 
Maryland Health Care Commission 
4160 Patterson Avenue 
Baltimore, Maryland 21215-2299 

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need 
Application for an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

I am writing in support of the Certificate of Need application submitted by Anne Arundel 
Medical Center (AAMC) for establishment of an inpatient mental health unit. Based on my own 
experience, I cannot advocate too strongly for the need to have such a service available for 
residents of this region. 

After my husband, a retired cardiologist, became ill with Alzheimer's (concurrently with several 
episodes of syncope that required emergency room treatment), he received excellent care at 
AAMC whenever needed—with the exception of two very stressful occasions. 

When he required a level of physical care that I could not provide at home, I moved my husband 
to a local dementia residential facility, but one whose staff—inadequately trained in redirection 
and diversion—proved unable to accommodate his combination of cognitive impairment and 
continued mobility. 

On two separate occasions, my husband was taken to the emergency at AAMC with the 
requirement that he be hospitalized in a facility that could provide a psychiatric evaluation of his 
condition and recommendations for medication. On the first occasion he was transferred to 
Maryland General Hospital and on the second to Sheppard Pratt Health System, each time 
remaining in Baltimore for a period of five days to a week. 

My daily visits thus required not a twenty-minute round trip but an hour's drive each way. I was 
fortunate to have lived in Baltimore during the time that my husband was in medical school and 
post-graduate training and was therefore familiar with the city. And because his was borderline 
early onset Alzheimer's, I was young enough to be able to make the trip without having to call 
on friends (no family member lives nearby) for assistance with the driving. This was, 
nonetheless, a stressful addition to an already stressful situation. 

~91~ Ts~~,~~~ti.~ C:~~t~°~ ~c~~~~~n~°~~

(Jr~it ~"~tD

Kevin R. McDonald, Chief
Certificate of Need
Maryland Health Care Commission
X160 Patterson Avenue
Baltimore, Maryland 21215-2299

Subject: Letter of Support: Anne Arundel Medical Center's Certificate of Need
Application for an inpatient Mental Health Unit

Dear Mr. Mc~.7onald:

I am writing in support of the Certificate of Need application submitted by Anne Arundel
Medical Center {RAMC) for establishment of an inpatient mental k~ealth unit. Based an my own
expexzence, I cannot advocate too strongly foz~ the need to have such a service available for
residents of this region.

After my husband, a retired cardiologist, became ill wztk~ Alzheimer's (concurrently with several
episodes of syncope that required ezx~ergency room treatm.e~t), he received excellent care at
RAMC whenever needed—with the exception of two very strass~'ul occasions.

When he required a level of physical care that I could not provide at home, I tz~oved my husband
to a local dementia residential facility, but one whose sta~'f inadequately trained in redirection
and diversion—proved unable to aecom:rz~odate his combination of cognitive impairment aid
continued mobility.

On two separate occasions, ~.y husband was taken to the emergency at A.AMC with the
requirement that he be hospita~zzed in a facility that could provide a psychiatric evaluation of his
conditzan and recommendations fox medication. On fik~e first occasion he was transferred to
Maryland General Hospital and an the second to Sheppard Pratt Health Systezzl, each time
remaining in Baltxmioxe for a period of five days to a week.

My daily visits thus required not atwenty-minute round trip but az~ k~our's drive each way. I was
fortunate to knave lived in Baltimore during the time that my husband was in medical school and
post-graduate training and was therefore familiar wifih the city. And because his was box~der~ine
early onset Alzk~eimer's, I was young enough to be able to make the trip without having to call
on friends {no farnxly member lives nearby} for assistance with the driving. This was,
nonetheless, a stressful addition to an already stressful sXtuatian.



Russo/2 

As our population ages and more and more elderly adults develop Alzheimer's, this scenario will 
undoubtedly become more and more common. Many of the family members affected by it will 
be less able to cope with the additional burden than I could do. Nor will the present resources of 
the referral institutions be able to accommodate the additional patient load without expansion of 
space and personnel. Surely it is more efficient (green, if you will) to provide this vital care 
within the community where it is and will increasingly be needed. 

My husband died at AAMC in May 2012. He received excellent care during his last stay there 
and my children and I experienced nothing but sympathetic and attentive concern for our needs 
as well as his. I would have greatly valued the same level of care and concern at AAMC when 
he needed psychiatric, as opposed to medical, help. I hope that the Maryland Health Care 
Commission will see the value and benefit of AAMC's application to provide this much needed 
service to the community already so well-served by AAMC in other ways. 

Thank you for your consideration of my views, 

j'ea44/13. weso- 

Jean B. Russo 

cc: 	Anne Arundel Medical Center 

Russo/2

As our population ages and rxiore and mare elderly adults deve~o~ Alzheimer's, this scenario will
undoubtedly become more and more comxnan, Many of the family z~embers affected by it will
be less abbe to cope with the additional burden than I could da. Nor will the pxesent resources of
the referral institutions be able to accommodate the additzoz~al patient load without expansion of
space and personnel. Surely it is more efficient (green, if you will) to provide this vital care
within the community where it is aid will increasingly be needed.

My husband died at AAMC in May 2012. He r-ecaived excellent care during his last stay there
and my children az~d I experienced nothing but sympathetic and attentive concern fox otu needs
as well as his, I would have greatly valued tk~e same level of care and concern at AAMC when
ha needed psychiatric, as op~ased to medical, help. I hope that the Maryland Health Care
Commission will see tlae value and benefit of AAMC's application to provide this nnuch needed
service to the community already so well-served by RAMC in other ways.

Thank you for youx consideration of my views,

,Je~.Y.vv1~. l~w~cr

Jean B. Russo

cc: Anne Arundel Medical Center



Fusco, Gina 

From: 	 BetteAnn Kennedy <betteann313@comcast.net> 

Sent: 	 Thursday, December 03, 2015 4:59 PM 

To: 	 Fusco, Gina 

Subject: 	 Inpatient Mental Health 

December 2, 2015 

Kevin R. McDonald, Chief 

Certificate of Need 

Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215.2299 

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

We are writing to offer our strong support for the Certificate of Need application submitted by Anne Arundel Medical Center (AAMC) to 
establish an inpatient mental health unit. This type of service is critically needed in our region. I, BetteAnn Kennedy, worked for 25 years of 
a 45 year career in an ED serving those in need of behavioral health services. Everyday, I became acutely aware of the the need in 
community and the lack of resources available. On a daily basis, we are made aware of the dangers of the untreated mentally ill in the 
world. 

Anne Arundel Medical Center is our hospital of choice. For many years, AAMC has been providing many of the mental health and substance 
abuse services that the community relies on, such as substance abuse treatment and outpatient mental health clinics. They are also 
developing a psychiatric day treatment program to help meet the growing needs of our community. An inpatient mental health unit 
would alleviate the burden of a patient being transferred causing detrimental delays in treatment while they wait for an "out of community 
bed" and occupy valuable space in an already over burdened ED. An inpatient mental health unit also would facilitate the participation and 
support of family and friends and provide an easier transition to outpatient care in their community. Their success and stabilization in a 
timely manner is a win for everyone. 

We understand and appreciate that the Maryland Health Care Commission (MHCC) must approve hospitals in Maryland that seek to provide 
inpatient mental health services. We fully support this project, and hope the MHCC will see the value and benefit of AAMC's application to 
provide this much needed service in our community, 

Thank you for your consideration. 

Respectfully, 

BetteAnn and Steve Kennedy 
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Fusco, Gina

From: BetteAnn Kennedy <betteann313@comcast.net>
Sent: Thursday, December Q3, 2015 4:59 PM
To: Fusco, Gina
Subject: Inpatient Mental Health

December 2, 2015

Kevin R. McDonald, Chief

Certificate of Need

Maryland Heath Care Commission

460 Patterson Ave

Baltimore, MD 21215.2299

Subject; Letter of Support: Anne Arundel Medical Cenker's Certificate of Need Application for an inpatient Mental Health Unit

bear Mr. McDonald;

We are writing to offer our strong support for the Certificate of Need application submitted by Anne Arundel Medical Center (AAMC} to
eseablish an inpatient mental heaFth unit. This type of service is critically needed in our region. I, setteAnn Kennedy, worked far 25 years of
a 45 year career in an ~D serving those in need of behavioral health services. Everyday, I became acutely aware of ehe the need in
community and the lack of resources available. On a daily basis, we are made aware of the dangers of the untreated mentally ill to the
world.

Anne Arundel Medical Center is our hospital of choice. For many years, AAMC has been providing many of the mental healkh and substance
abuse services that the community relies on, such as substance abuse Creatmene and outpatient mental health clinics, They are also
developing a psychiatric day ereatment program to help meet the growing needs of our community. An inpatient mental health unit
would alleviate the burden of a patient being transferred causing detrimental delays in ereaement while they wait for an "out of community
bed" and occupy valuable space in an already over burdened ~D, An inpatient meneat health unik also would facil9tare the parkicipation and
support of family and friends and provide an easier transition to outpatient care 1n their community. Their success and stabilization in a
timely manner is a win for everyone.

We understand and appreciate thak the Maryland Health Care Commission (MHCC) must approve hospitals in Maryland that seek to provide
inpatient mental health services. We fully support this project, and hope khe MHCC will see the value and benefit of AAMC's application to
provide this much needed service in our community,

Thank you for your consideration.

Respectfully,

Bettetlnn and Steve Kennedy

1



2411 Hamden Court 

Crofton, MD 21114 

December 2, 2015 

Kevin R. McDonald, Chief 

Certificate of Need 

Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

Subject: Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for Inpatient Mental Health 

Unit 

Dear Mr. McDonald, 

This letter is to declare my absolute support for the Certificate of Need application submitted by Anne Arundel Medical 

Center (AAMC) to establish an inpatient mental health unit. This type of service is critically needed in our region. L bring 

to you my personal perspectives having served hundreds of hours as a volunteer in the Emergency Department at 

AAMC.  

Invariably, there are times at the Emergency Department where individuals seek mental health assistance/evaluation 

and must wait because resources are not available. I have seen these individuals walk in and our of our waiting areas 

because they need immediate attention and are trying to cope with the long and arduous wait, or returning multitude of 

times to the restroom to wash their hands repeatedly, to individuals who literally ask me, a volunteer, not to leave their 

side and to focus my eyes on them. It is humbling that in a small way I can help these individuals seeking help from the 

one place where resources should be available. 

Anne Arundel Medical Center most assuredly needs approval immediately. This blessed facility has been providing many 

of the mental health and substance use services that the community relies on, such as substance use treatment and 

outpatient mental health clinics. Undoubtedly, an inpatient mental health unit would create a more effective and 

efficient experience for those needing care and simultaneously remove the unnecessary transfer outside of AAMC. 

An inpatient mental health unit would improve the quality and access of mental healthcare available in my community, 

and I greatly support this development. 

Maryland Health Care Commission (MHCC) must approve AAMC's application for Inpatient Mental Health Unit. 

Sincerely, 

Mitchell B. Karpman Ph.D. 

cc: Anne Arundel Medical Center 

2411 Hamden Court

Crofton, MD 21114

December 2, 2015

Kevin R. McDonald, Chief

Certificate of Need

Maryland Health Care Commission

4160 Patterson Ave

Baltimore, MD 21215-2299

Subject: Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for Inpatient Men#al Health

Unit

Dear Mr. McDonald,

This letter is to declare my absolute support for the Certificate of Need application submitted by Anne Arundel Medical

Center (RAMC} to establish an inpatient mental health unit, This type of service is critical{y needed in our region. I bring

to you my personal perspectives having served hundreds of hours as a volunteer in the Emer~encv Department at

AAMC.

Invariably, there are times at the Emergency Department where individuals seek mental health assistance/evaluation

and must wait because resources are not available. I have seen these individuals walk in and our of our waiting areas

because they need immediate attention and are trying to cope with the long and arduous wait, or returning multitude of

times to the restroom to wash their hands repeatedly, to individuals who literally ask me, a volunteer, not to leave their

side and to focus my eyes on them, It is humbling that in a small way I can help these individuals seeking help from the

one place where resources should be available.

Anne Arundel Medical Center most assuredly needs approval immediately, This blessed facility has been providing many
of the mental health and substance use services that the community relies on, such as substance use treatment and

outpatient mental health clinics. Undoubtedly, an inpatient mental health unit would crate a more effective and

efficient experience for those needing care and simultaneously remove the unnecessary transfer outside of AAMC.

An inpatient mental health uni#would improve the quality and access of mental healthcare available in my community,

and I greatly support this development.

Maryland Health Care Commission (MHCC} must approve AAMC's application for Inpatient Mental Health Unit.

Sincerely,

Mitchell B. Karpman Ph,D.

cc: Anne Arundel Medical Center
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Anne Arundel 
Medical Group 
Mental Health Specialists 

December 10, 2015 

Kevin R. McDonald, Chief 

Certificate of Need 

Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for 

an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

As an employee of AAMC, I appreciate the opportunity to offer my support for Anne Arundel Medical 

Center's (AAMC) Certificate of Need application to establish an inpatient mental health unit. I am aware 

of AAMC's longstanding commitment to providing critically-needed mental health and substance use 

treatment services to our community. Establishing an inpatient mental health unit to complement these 

existing quality services will help meet a growing need. 

As you know, AAMC is one of the busiest hospitals in Maryland. In 2014, more than 1,000 people who 

came to AAMC's emergency room needing inpatient mental health care were transferred to other 

Maryland facilities. Because of the overwhelming shortage of this type of care, patients often are forced 

to wait for space to become available, causing delays in care. 

In response to the community health needs assessment conducted in 2012, the vision for AAMC's 

mental health and substance use program includes coordinated, individualized, evidence-based care 

plans that put patients on the path to healing and recovery. There are not enough inpatient mental 

health services available in Anne Arundel County—a critical piece for coordinated care. 

According to Healthy Anne Arundel Coalition's Community Health Needs Assessment, the treatment for 

co-occurring disorders (mental health and substance use) has been fragmented and disconnected. In 

fact, it is the top disparity in Anne Arundel County. The rates for suicide and binge drinking are higher in 

Anne Arundel County as compared to state and national averages. AAMC is working to address this by 

increasing access to integrated mental health and substance use treatment for county residents. An 

inpatient mental health unit is one important piece of this. 

Anne Arundel Medical Group Mental Health Specialists, 2635 Riva Road, Suite 108, Annapolis, MD 21401 

~t ~ ~, ~ ~ ~
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December 10, 2015

Kevin R. McDonald, Chief

Certificate of Need

Maryland Health Care Commission

4160 Patterson Ave

Baltimore, MD 21215-2299

Subject: Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for

an Inpatient Mental Health Unit

Dear Mr. McDonald:

As an employee of AAMC, I appreciate the opportunity to offer my support for Anne Arundel Medical

Center's (RAMC) Certificate of Need applicaCion to establish an inpatient mental health unit. I am aware

of AAMCs longstanding commitment to providing critically -needed mental health and substance use

treatment services to our community. Establishing an inpatient mental health unit to complement these

existing quality services will help meet a growing need.

As you (<now, AAMC is one of the busiest hospitals in Maryland. In 2014, more than 1,D00 people wha

came to AAMC's emergency room needing inpatient mental health care were transferred to other

Maryland facilities. Because of the overwhelming shortage of this type of care, patients often are forced

to wait for space to become available, causing delays in care.

In response to the community health needs assessment conducted in 2012, the vision for AAMCs

mental health and substance use program includes coordinated ; individualized, evidence -based care
plans -that put patients on the path to healing and recovery. There are not enough inpatient mental

health services available in Anne Arunde) County—a critics! piece for coordinated care.

According to Healthy Anne Arundel Coalition's Community Health Needs Assessment, the treatment for
co-occurring disorders (mental health and substance use) has. been fragmented and disconnected. In
fact, it is the top disparity in Anne Arundel County. The rates for suicide and binge drinking are higher in
Anne Arundel County as compared to state and national averages, AAMC is working to address this by
increasing access to integrated mental health and substance use treatment for county residents, An
inpatient mental health unit is one important piece of this.

Anne Arundel Medical Group Mental Health Specialists, 2635 Riva Road, Suite 108, Annapolis, MD 21401



Given the outstanding reputation of AAMC and Anne Arundel County's critical lack of access to inpatient 

mental health programs, I urge the Maryland Health Care Commission to approve AAMC's application to 

provide inpatient mental health care as soon as possible. 

Thank you for your consideration in this very important matter. 

Sincerely, 

Dawn K Hurley 

Executive Director of Behavioral Health 

Anna Arundel Medical Center 

cc: Anne Arundel Medical Center 

Anne Arundel Medical Group Mental Health Specialists, 2635 Riva Road, Suite 108, Annapolis, MD 21401 

Given the outstanding reputation of AAMC and Anne Arundel County's critical lack of access to inpatient

mental health programs, I urge the Maryland Health Care Commission to approve AAMC's application to

provide inpatient mental health care as soon as possible.

Thank you for your consideration in this very important matter.

Sincerely,

Dawn K Hurley ,

Executive Director of Behavioral Mealth

Anna Arundel Medical Center

cc: Anne Arundel Medical Center

Anne Arundel Medical Group Mental Health Specialists, 2635 Riva Road, Suite 108, Annapolis, MD 21401
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Alcohol & DrugTreatment Center 

Anne Arundel Health System 
262o Riva Road 
Annapolis, MD 21401 
410-573.540o 
800-322-5858 
Fax: 410-573.5401 

December 11, 2015 

Kevin R. McDonald, Chief 

Certificate of Need 

Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for 

an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

As an employee of AAMC, I appreciate the opportunity to offer my support for Anne Arundel Medical 

Center's (AAMC) Certificate of Need application to establish an inpatient mental health unit. I am aware 

of AAMC's longstanding commitment to providing critically-needed mental health and substance use 

treatment services to our community. Establishing an inpatient mental health unit to complement these 

existing quality services will help meet a growing need. 

As you knoii, AAMC is one of the busiest hospitals in Maryland. In 2014, more than 1,000 people who 

came to AAMC's emergency room needing inpatient mental health care were transferred to other 

Maryland facilities. Because of the overwhelming shortage of this type of care, patients often are forced 

to wait for space to become available, causing delays in care. 

In response to the community health needs assessment conducted in 2012, the vision for AAMC's 

mental health and substance use program includes coordinated, individualized, evidence-based care 

plans that put patients on the path to healing and recovery, There are not enough inpatient mental 

health services available in Anne Arundel County—a critical piece for coordinated care. 

According to Healthy Anne Arundel Coalition's Community Health Needs Assessment, the treatment for 

co-occurring disorders (mental health and substance use) has been fragmented and disconnected. In 

fact, it is the top disparity in Anne Arundel County. The rates for suicide and binge drinking are higher In 

Anne Arundel County as compared to state and national averages. AAMC is working to address this by 

A non-profit chemical dependency program affiliated with Anne Arundel Medical Center 

111 th1~~.S
Alcohol & DrugTreatrnent Center

AnnQ Arundel Heatth System
262o Riva Road
Annapolis, MD z~.qo~
410,5735400
Boo-3z2-58 8
Fax: y.zo-573.5401

pecember 11, 2015

Kevin R. McDonald, Chief

Certificate of Need

Maryland Health Care Commission

416p Patterson Ave

Baltimar~, MD 212A5-2299

Subject: Letter of Support: Anne Arundel Medical Center's Certificate of Nerd Application far

an Inpatient Menta( Health Unit

Dear Mr. McDonald:

As an employee of AAMC, I appreciate the opportunity to offer my support for Anne Arundel Medical

Center's (AAMC) Csrtifi~ate of Need appllcatian to establish an inpatl~nt mental health unit. I am aware

of AAMC's longstanding commitment to providing crlfiical(y-needed mental health and substance use

treatrrtent services to our community. Establishing an inpatient mental health unit to compf~ment these

existing quality services wi[I help meet a growing Head.

As you impw, AAMG is bn~ of the busiest hospitals in Maryland, In 2014, more than 1,000 people who

came to AAMC's emergency morn needing inpatient mental health Gare wire transferred to other

Maryland facilities. eec~use of the overwhelming shortage of this type of care, patients often are forced

to waix far space io become available, causing delays in care.

In response to the community health needs assessment conducted in 2012, the vision far AAMC's

mental health and substance use program includes coordinated, individualized, evidence-based care

plans that put patients on the path to healing and recovery, There are not enough inpatient mental

health services available fn Anne Arundel County—a critical piece for coordinated carp.

According to Healthy Anne Arundel Coalition's Community Health Needs Assessment, the treatment for

c4-occurring disorders (mental health and substance usel has bean fragmented and dfscannacted, in

fact, it is the top dispariey in Anne Arunde(~Qunty. The rates for suicide and binge drinking art higher (n

Anne Arundsl County as compared to state and national averages, AAMC is working to address this by

A nonprofit chemical dependency program affiliated with Anne Arundel Medical Canter



increasing access to integrated mental health and substance use treatment for county residents. An 

inpatient mental health unit is one important piece of this. 

Given the outstanding reputation of AAMC and Anne Arundel County's critical lack of access to inpatient 

mental health programs, I urge the Maryland Health Care Commission to approve AAMC's application to 

provide inpatient mental health care as soon as possible. 

Thank you for your consideration in this very Important matter. 

Sincerely, 

• I 

.0
,01 	L,••• \••••..." 

, Helen Reines, BA, RN 

Executive Director 

Pathways 

cc: Anne Arundel Medical Center 

increasing access to integrated mental health and substance use treatment for county residents. An

inpatient mental health unit is one important piece ~f this.

Given the outstanding reputation of /RAMC and Anne Arundel County's crltiGal laci< of access to inpatient

mental healfih programs, i urge the Maryland N~alth Care Commission to approve AAMCs application to

provide inpatient menial health pare as soon as passible.

1'h~nl< you for your consideration in this very Important matter.

Sincerely,

J ~"~ }

~._

Helen ftein~s, ~A, RN

executive Director

Pathways

cc: Anne Arundel Medical Genter



December 14, 2015 

Kevin R. McDonald, Chief 

Certificate of Need 

Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

No. 8371 	P. 	2 

Pathways 
Anne Arundel Medical Center 

2620 Riva Road 

Annapolis, MD 21401 

410-573-5400 

askAAMC,org 

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for 

an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

As the medical director of Pathways, a drug and alcohol rehabilitation facility associated with AAMC, 

appreciate the opportunity to offer my support for Anne Arundel Medical Center's (AAMC) Certificate of 

Need application to establish an inpatient mental health unit. I am aware of AAMC's longstanding 

commitment to providing critically-needed mental health and substance use treatment services to our 

community. Establishing an inpatient mental health unit to complement these existing quality services 

will help meet a growing need. 

As you know, AAMC is one of the busiest hospitals in Maryland. In 2014, more than 1,000 people who 

came to AAMC's emergency room needing inpatient mental health care were transferred to other 

Maryland facilities. Because of the overwhelming shortage of this type of care, patients often are forced 

to wait for space to become available, causing delays in care. 

in response to the community health needs assessment conducted in 2012, the vision for AAMC's 

mental health and substance use program includes coordinated, individualized, evidence-based care 

plans that put patients on the path to healing and recovery. There are not enough Inpatient mental 

health services available in Anne Arundel County—a critical piece for coordinated care. 

According to Healthy Anne Arundel Coalition's Community Health Needs Assessment, the treatment for 

co-occurring disorders (mental health and substance use) has been fragmented and disconnected. In 

fact, it is the top disparity in Anne Arundel County. The rates for suicide and binge drinking are higher in 

Anne Arundel County as compared to state and national averages. AAMC is working to address this by 

increasing access to integrated mental health and substance use treatment for county residents. An 

inpatient mental health unit is one important piece of this. 

Given the outstanding reputation of AAMC and Anne Arundel County's critical lack of access to inpatient 

mental health programs, I urge the Maryland Health Care Commission to approve AAMC's application to 

provide inpatient mental health care as soon as possible. 

	AMIN11111111211111111111 

Kevin R. McDonald, chief
Certificate of Need

Maryl~~d HealCh dare Commission
41.60 Patterson Ave
Baltimore, MD 21215-2299

No. 8371

Anne Arundel Medical Center

2620 Riva Road
Ann9polis, MD 2X407
410.573-54.00
askAAMC,org

Subjeet: letter of Support: Anne Arundel Medial Center's Cer~ificete of Need Application far
an Inpatient Mentai Health Unit

Dear Mr. Mcponald:

As the medical director of Pathways, a drug and alcohol rehabilitation facility associated witF~ AAMC, i
appreciate the opporeunity to off~~ my support for Anne Arundel Medical Center's {AAMC) Certificate of

Need a~splication to establish an inpatient mental heath unit. I am aware of AAMC's longstanding
commitment to providing criticailyneeded mental health and substance use treatment services to our
community. Establishing an inpaCient menial health unit to complement these existing quality services
will help meet a growing need.

As you know, AAMC is one of the busiest hospitals in Maryland. In 201 ,more than 1.,000 people who

came to AAMC's emergency room needing inpatient mental health care were transFerred to other
Maryland fatiliti~s. secause of ehe ovenuhQlming shortage of this type of care, patients often ere forced
to wait for space Co become available, causing delays in care.

in response to the community health needs assessment conducted in ~0~.2, the vision for AAMCs
mental health and subsCane~ use program includes coordinated, ittdividualiaed, evidence -based care
plans that put patients on the path to healing and recovery. There are not enough inpatient mental
health services available in Anne Arundel County—a critical piece for coordinated care.

According Co Fisalthy Anne Arundel Coalition's Communifiy Neaith Needs Assessment, the treatment far
co-occurring disorders {mental health and substance use) his been fragmented and disconnected. in
fact, it is the top disparity in Anne Arundel County. The rates for suicide and binge drinking are higher in
Anne Arundel County as compared to state and national averages. AAMC is working to ~ddres5 this by
increasing access tv integrated mental health and substance use treatment for county residents. An
inpatient mental health unit is one important piece of ti,is.

Given the outstanding reputation of AAMC and Arne Arundel County's critical lack of access to inpatient
mantel health progratlls, I urge the Maryland Health Care Commission to approve AAMC's applic~tian to
provide inpatient mental health care as soon as possibly.
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Thank you for your consideration in this very important matter. 

No. 8371 	P. 	3 

  

 

Elizabeth Winter, MD 

Medical Director 

Pathways 

cc; Anne Arundel Medical Center 
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Think you for your consideraeion in this very important matter.

Since~,ly,

Elizabeth Winter, MD

Medical Director

Pathways

cc; Anne Arundel Medical Center
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Anne Arundel 
Medical Group 
Mental Health Specialists 

2620 Rive Road 
Annapolis, MD 21401 

410-573.9000 phone 
410.573-9001 fax 
AAMGMentalHealthSpecialists.org  

1 February 20016 

Kevin R. McDonald, Chief 

Certificate of Need 
Maryland Health Care Commission 
4160 Patterson Avenue 
Baltimore, MD 21215 

Dear Mr. McDonald, 

It is my pleasure to write a letter in support of Anne Arundel Medical Center's certificate of need 

application to the Maryland Health Care Commission for 16 adult inpatient psychiatric beds. For the past 

27 months, I have had the privilege of leading the division of mental health and substance abuse at Anne 

Arundel Medical Center, and to be a shepherd of the strategic vision for these services in our 

community. As the medical center moves to achieve its goal of responding ever more comprehensively 

to the health needs of the individuals living and working within our area, the importance of an inpatient 

psychiatric program in our community as part of a vertically-integrated and community-based care 

continuum becomes only more evident. The opportunity to build a facility to house not only an inpatient 

program but also the programs of partial psychiatric hospitalization and intensive outpatient psychiatric 

treatment, and to serve as a resource and a meeting place for programs of self-help and recovery in our 

community, is one which can and should be seized now, to provide the cornerstone for a new vision of 

health care for residents of Anne Arundel County and areas nearby which would be served by such a 

care facility in Annapolis. 

The gaps and fragmentation in current systems and programs, and the lack of inpatient care in proximity 

to the communities where our patients and their families live and work, can be addressed most 

effectively and efficiently with a vertically-integrated center for mental health treatment, similar and in 

parallel to what Anne Arundel Medical Center has achieved for disorders of substance use at Pathways 

Treatment Center. 

Inpatient psychiatric care is an essential component of the spectrum of interventions required to meet 

the mental health needs of the community, and is most effectively utilized when fully integrated and 

coordinated with community-based programs. The current geographic distance to such inpatient 

programs serves as an obstacle to such coordination, and is one that can be overcome in significant 

Ar~ne~rundel
111 edic~l Gaup

Mental Health 5pecia(ists

2620 Riva Road

Annapolis, hAD 214Q1.

tax0-5?3~9GOG {hone

41Q•5?3-9001 Pax

AAMGMer:faiNealthSpecialists.org

1 February 20016

Kevin R. McDonald, Chief
Certificate of Need
Maryland HeaEth Care Commission
4160 Patterson Avenue
Baltimore, MD 21215

Dear Mr. McDonald,

It is my pleasure to write a letter in support of Anne Arundel Medical Center's certificate of need

application to the Maryland Health Care Commission for 16 adult inpatient psychia#ric beds. For the past

27 months, I have had the privilege of leading the division of mental health and substance abuse at Anne

Arundel Medical Center, and to be a shepherd of the strategic vision for these services in our

camrnuniry. As the medical center moves to achieve its goal of responding ever more comprehensively

to the health needs of the individuals living and working within our area, the importance of an inpatient

psychiatric program in our community as part of avertically-integrated and community-based care

continuum becomes only more evident, The opportunity to build a facility to house not only an inpatient

program but also the programs of partial psychiatric hospitalization and intensive outpatient psychiatric

treatment, and to serve as a resource and a meeting place for programs of self-help and recovery in our

community, is one which can and should be seized now, to provide the cornerstone for a new vision of

health care for residents of Anne Arundel County and areas nearby which would be served by such a

carefacility in Annapolis.

The gaps and fragmentation in current systems and programs, and the lack of inpatient care in proximity

to the communities where our patients and their families live and work, can be addressed mast

effectively and efficiently with a vertically-integrated center for mental health treatment, similar and in

parallel to what Anne Arundel Medical Center has achieved for disorders of substance use at Pathways

Treatment Center.

inpatient psychiatric care is an essential component of the spectrum of interventions required to meet
the mental health needs of the community, and is most effectively utilized when fully integrated and
coordinated with community-based programs, The current geographic distance to such inpatient
programs serves as an obstacle to such coordination, and is one thaC can be overcome insignificant
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measure with the addition of inpatient psychiatric beds to the spectrum of other programs, current and 

planned, offered at AAMC to serve individuals in our community. 

I personally urge the Maryland Health Care Commission to approve Anne Arundel Medical Center's 

certificate of need application for 16 adult inpatient psychiatric beds, and look forward to the 

opportunity, as a partner with the medical center, to continue to optimize early identification, timely 

intervention, and promotion of recovery for those who suffer from mental illness in Annapolis and our 

surrounding areas. 

Sincerely, 
4'7  kr) 

Raymcind S. Hoffman, MD 

Anne Arundel Mental Health Specialists 
Medical Director 

Division of Mental Health and Substance Abuse 
Anne Arundel Medical Center 

measure with the addition of inpatient psychiatric beds to the spectrum of other programs, current and

planned, ofFered at AAMC to serve individuals in our community.

personalty urge the Maryland Health Care Commission to approve Anne Arundel Medical Center's
certificate of need application for 16 adult inpatient psychiatric beds, and look forward to the

oppprtunity, as a partner with the medical center, to continue to optimize early identification, timely
intervention, and promotion of recovery Far those who suffer from mental illness in Annapolis and our
surrounding areas.

Sincerely, ,,,~

Raymci"'nd S. Hoffman, MD
Anne Arundel Mental Health Specialists
Medical Director
division of Mental Health and Substance Abuse
Anne Arundel Medical Center



Anne Arundel 
Medical Center 
2001 Medical Parkway 
Annapolis, Md. 21401 
443-481-1000 

MD; 443-481-1235 
askAAMC.org  

November 23, 2015 

Kevin R. McDonald, Chief 

Certificate of Need 

Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for an 

Inpatient Mental Health Unit 

Dear Mr. McDonald, 

I am writing to offer my strong support for the Certificate of Need application submitted by Anne Arundel Medical 

Center (AAMC) to establish an inpatient mental health unit, This type of service is critically needed in our region. 

Asa primary care physician and as AAMC's Chair of Clinical Integration, I am very familiar with the needs of 

individual patients as well as those of our regional population. If there is one gaping medical need in our 

community, it is for behavioral health services. Beyond our ongoing efforts in treating substance misuse, AAMC is 

doing foundational work to create new, and bolster existing, mental health resources in the community by having 

opened an outpatient psychiatry practice and now developing partial hospitalization and intensive outpatient 

programs. Hence the timing is perfect to open an inpatient mental health unit: there will be appropriate programs 

in place In the community to welcome discharged patients and support them as they continue on their journey to 

mental well-being. 

Somatic and mental health are inextricably connected, Notably, 66% of AAMC's high-utilizing Medicare population 

are individuals with at least one behavioral health problem in addition to their chronic medical conditions. As 

AAMC does its part to help Maryland meet All Payer Model goals of reducing per capita hospital utilization, we 

must be allowed to address the health needs of our high-utilizing population locally and efficiently, We will not be 

successful in reducing potentially avoidable utilization if we do not address mental health issues that present 

obstacles to self-management of chronic disease. 

I understand and appreciate that the Maryland Health Care Commission (MHCC) must approve hospitals in 

Maryland that seek to provide inpatient mental health services, I fully support this project, and hope the MHCC will 

see the value and benefit of AAMC's application to provide this much needed service. 

Thank you in advance for your consideration, 

Sincere Y, 

Patricia Czapp, MD, FAAFP 

Chair of Clinical Integration 

icev~n rc. ivicuonaia, tnier

Certificate of Need

Maryland Health Care Commission

4160 Patterson Ave

Baltimore, MD 21215-2299
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2 01 Medical Parkway
Annapolis, Md, 21401
4G3-481-1000
TUD: 4~F3~481-1235
askNAMC.org

Subject: Letter of Support: Anne Arundel Medical Center's Certificate of Need Applicatton for an
Inpatient Mental Health Unifi

Dear Mr. McQonald,

arrt writing to offer my strong support for the Certificate of Need application subrnitt~d by Anne Arundel Medical
Center (AAMC) to establish an inpatient mental health unit, This type of service is critically needed in our region.

As a primary care physician and as AAMCs Chair of Clinical Integration, I am very familiar with the needs of
individual patients as well as those of our regional population. If there is one gaping medical need in our
community, it is for behavioral health services. Beyond our ongoing efforts in treating substance misuse, AAMC is
doing foundational work to create new, and bolster existing, mental health resources in the communityby having
opened an outpatient psychiatry practice and now developing partial hospitalization and intensive outpatient
programs. Hence the timing is perfect to open an inpatient mental health unit: there will be appropriate programs
in place in the community to welcome discharged patients and support them as they continue on their journey to
mental waif-being.

Somatic and mental health are inextricably connected, Notably, 66% of AAMCs high-uCilizing Medicare population
are individuals with at least one behavioral health problem in addition to their chronic med(cal conditions. As
AAMC does its part to help Maryland meet All Payer Model goals of reducing per capita hospital utilization, we
must be allowed to address the health needs of our high-utilizing population locally and efficiently, We will not be
successful in reducing potentially avoidable utilization if we do not address mental health issues that present
obstacles to self-management of chronic disease.

understand and appreciate that the Maryland Healfih Care Commission (MHCC) must approve hospitals in
Maryland that seek to provide inpatient mental health services, f fully supportthis protect, and hope the MHCC will
see the value and benefit of AAMCs application to provide this much needed service.

Thank you in advance for your consideration.

Sincere y,

l

Patricia Czapp, MD, FAAFP

Chair of Clinical Integration
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Barbara D. Maxwell 

358 Overlook Trail 

Annapolis, MD 21401 

November 23, 2015 

Kevin R. McDonald, Chief 

Certificate of Need Division 

Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need 
Application for an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

I am writing to offer my strong support for the Certificate of Need application submitted 

by Anne Arundel Medical Center (AAMC) to establish an inpatient mental health unit. 
The AAMC has had a longstanding commitment to providing mental health and substance use 
treatment services to our community. Establishing an inpatient mental health unit to 
complement these existing quality services wilt help meet a growing need. Inpatient mental 
health services is a critical piece for coordinated care. 

As you know, AAMC is one of the busiest hospitals in Maryland. In 2014, more than 1,000 
people who came to AAMC's emergency room needing inpatient mental health care were 
transferred to other Maryland facilities. Because of the overwhelming shortage of this type of 
care, patients often are forced to wait for space to become available, causing delays and 
fragmented and disconnected care 

Given the outstanding reputation of AAMC and Anne Arundel County's critical lack of access to 
inpatient mental health programs, I urge the Maryland Health Care Commission to approve 
AAMC's application to provide inpatient mental health care as soon as possible. 

Thank you for your consideration in this very important matter. 

Sincerely, 

• y-N /7 
Oil4ca-Pv) 

cc: Anne Arundel Medical Center 

Nov 23 15 06:32p

Barbara D. Maxwell

358 ~lveriaak "rail

Annapolis, MD 2 401

~lar~ember 23, 2fJ15

Kev(n F~. McDonald, Chef

(i@Ct~~ICcI~~ Of I`I@EC~ DIVlSl411

Maryland Health Care Commission

4960 Aatterson Ave

Baltimore, MD 21215-2299

Subject; Letter mf Support: ARn~ Ar~unded hlecliGaf CenEer's Certificate of P~e~d
Appticatian for an Inpatient Ah~ntal Heath MJnir

Dear lVir. McDonald:

i am writing to offer my strong support for the Certi#ieate of N~~d apPlicaiion submitted
by Anne Arundel Medical Center (AAMG) to establish an inpatient mental health unit.
The AAMC has had a Iongstandin~ co~nmitmen~ to pravidin~ rnenta[ heaCth and substances use
treatri-rent services ~o our ca~nmunity. Establishing an inpatient mental health unit to
camptement these existi~t~ qualify services wilt he[p meet a growing need: Inpakient mental
~ea[th seri~ces is a crftical piece for coordinated care.

As you i<naw, AAhAC is one of the busiest has~itals in Maryland. In 2014, moxe than 1,OQ0
people who carne ~o AAMC's emergency room needing inpatient mental health care were
transferred to other ~harytand facilities. Because of tine overwhe(rning shortage o~ this type ofi
care, patients often are forced to wait for space ~o become available, causing delays anci
fragmented and disconnected care

Given the qutstanding r~pu~atia~ of AAMC and Anne Arundel bounty's tritica[ lack of access to
inpatient mental health programs, !urge the Maryland Fieatth Care Commission to approve
AAM~`s application to prov9de inpatient m~n~af health care as soon as possible.

Thank you far ypur consideratyon in this very importanfi matter

Sincerely,

E G"

cc: Anse Arundel Medical CenCer



ANNAPOLIS 
INTERNAL 
MEDICINE 
AIM for tile Beat Fleuith 

George C. Samaras, M.D. 
Emeritus 

Joseph N. Friend, M.D. 
Internal Medicine . Endocrinology 

Howard D. Goldstein, M.D. 
Internal Medicine 

Stephen C. Hamilton, M.D. 
internal Medicine 

Michele Smadja-Gordon, 
Endocrinology 

Titus C. Abraham, M.D. 
Internal Medicine 

Kevin M. Groszkowski, M,D. 
Internal Medicine 

Courtney A. Milne-Krohn, M.D. 
Internal Medicine 

Katherine J. Anderson, M.D. 
Internal Medicine 

Mollie D. Sounvine, M.D. 
Internal Medicine 

Rita J, Shkullaku, 
internal Medicine 

Jennifer L Cuhran, M.D. 
Internal Medicine 

Tim G. Woods, M.D, 
internal Medicine 

Ilene S. Bloom, R A. 
Physician Assistant Dermatology 

Wynn H. Boyle, CAW; 
Diabetes Education 

Sara C. Adelman, C.R.N.P. 

Brenda Mathews-Vitello, CAN,. 

Eun Y. Cho, C.R.N,P, 

Madhumitha P. Bezwada, C.R.N.P. 

November 25, 2015 

Kevin R. McDonald, Chief 

Certificate of Need 

Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of 

Need Application for an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

I am writing to offer my strong support for the Certificate of Need application 

submitted by Anne Arundel Medical Center (AAMC) to establish an inpatient 

mental health unit. This type of service is critically needed in our region. 

Anne Arundel Medical Center is my hospital of choice, For many years, AAMC 

has been providing many of the mental health and substance use services that 

the community relies on, such as substance use treatment and outpatient 

mental health clinics. They're also developing a psychiatric day treatment 

hospital program to help meet the growing needs of our community. An 

inpatient mental health unit would create a more seamless experience for those 

needing this level of care and alleviate the burden of being transferred and 

experiencing detrimental delays in treatment as they wait for availability at 

another facility. An inpatient mental health unit would Improve the quality and 

access of mental healthcare available In my community. 

I understand and appreciate that the Maryland Health Care Commission (MHCC) 

must approve hospitals in Maryland that seek to provide inpatient mental 

health services. I fully support this project, and hope the MHCC will see the 

value and benefit of AAMC's application to provide this much needed service in 

my community. 

Thank you in advance for your consideration. 

Titus C. Abraham, MD 

Managing Physician 

Annapolis Internal Medicine 

cc: Anne Arundel Medical Center 

116 Defense Highway, Suite 400 • Annapolis, MD 21401 . Tel; 410 897-9841 • Fax: 410 897-9852 . wwwannapolisdoes.com  

November 25, 207.5

I~
~s~ ¢~. ~{,~ p,~,~,~ N (~, Kevin R, McDonald, Chief

Certificate of Need

Maryland Health Care Comrnissian
George C. Samaras, M.o,
Emeritus

q~sp Patfiersan Ave

Joseph N. Friend, M,D. Baltfmare, MD 21215-2299
lntemat hfedierne ~ F.ndocrfno7ogy

Howard i~. Goldstein, t~.n.
tne~r~ar ~redrtrn~ ~ubjecc: E.~~ee ~~ ~u{~por~: ~nr~e ~r~nde! t~t~r~ica! Ce~s~er's ~ertaficate crf

Ste}~heei ~. Hamilton, M.p. iVeed ~pp~lica~ian $tor an In~~~l~~t~: iVientaf Fl~aB~~~ lJni~
l~t~rnnf A9rc~icfine

Mdcheie Sma~ija~Gardon, M,t~, Qear Mr. Mcdonald:
~ndaerinology

Titus ~. Abraham, M.a
tncer~aiMcaicrne I am writing to offer my Strang support for tl~e Ceri:if~eate o~ fVeed applica~la~~

Kevin M. Gaaszkawski, M.r~. su~rr~itted by Anne Firundel Medical Center {PaAMC} to establish an inpatien~C
inrrrnai~;cdicrne mental health unit. This tyke of service is critically needed ih our region.
Cnr~rfney A, fNilne-Ktat~n, M.u.
Internal medicine

Katherine 1. Mder~oaT, ~t.~. Anne Arundel Medical Center is my hospital of choice, For many years, AAMC
t~rzr~at~tedfrin~ has been providing mariy of the mental hea(fh and substance use services ghat
C~oliie n.5oun~ine, t~.o,
Ititrrnal h9edirine

the community relies an, such as substance use treatment and outpatient

Rita J, Shkuliaku, n~.o~ mental health clinics. They`re also developing a psychiatric day treatment
tmer~a~ndrdr'cfne hospital program to help mestthe growing reeds of our community. An
Jennifer L. Cuhran, t~.o, inpatient mental health unit would create a more seamless experience for those
fntetna~ Mcdicinc

needing this level of care and alleviafie-the burden of being transferred and
Tiny G. Woods, M.o,
t+rr~rnar,w~dretr~e experiencing detrimental delays in freatme~t as they waft for availability at
gene S. ~Iaom, P ~. another facility, An inpatient mental I~~aith unit would improve tl~e quality end
pnrslctpnass~s~ont<o~rmoro~o~y

access of mental healthcare availa6(e (n my ccatnrnunity,
Vdynn N. Boyle, c.R.N,~
QloGeies £ducatior~

5~~~~~~ Q~~ at} ~,~~~, I understand and appreciate that the Maryland Health Ca~~e Commission (MHCC}

t3renda ~t~~rews-Vitelio, ~.~.N.r must approve hospitals in Maryland that see!< to provide inpatient mental
health services, I fully 5u~aport this project, and hope the MHCC will see theE~,n y. Cf,o, c~R.r~,P
value and benefit of AAMCs applicatiion to provide this much needed service in

Madhamitha P. 6ezwada, e.R.N.P.
my community,

Thank you in advance for your consideration.

Sin ere

Titus C. Abraham, MD
Managing Physician
Annapolis Internal Medicine

cc: Anne Arundel Medical Center

116 ~efen5e Niyhway, Suifie 40Q ~ Annapolis, MD 21A~01 ~ Tel: 410 897-98 1 4 Fax; ~1D X97-~~52 ~ www,annapolisdocs.com



m m Nov. 25. 2015 	9:05AM 

amlum. 
■ r 

DWINIAN rogPARtwx'nEma RA, 
11,7,7rAfk 

No, 0641 	P. 	1 

November 24, 2015 

Kevin R. McDonald, Chief 
Certificate of Need 
Maryland Health Care Commission 

4160 Patterson Ave 
Baltimore, MD 21215-2299 

Re: Anne Arundel Medical Center's Certificate of Need Application for an Inpatient Mental Health Unit 

Dear Mr, McDonald: 

As the Director of the Pediatric Emergency Department at Anne Arundel Medical Center I am 

writing to offer my strong support for the Certificate of Need application submitted by AAMC to 

establish an inpatient mental health unit. I know from first-hand experience how vital this service is and 

.how badly this type of service is needed in our region. 

AAMC's Pediatric ED sees over 18, 000 ill and injured children every year. Last year more than 

750 children and teens came to our hospital for Emergency Psychiatric Evaluations. The vast majority 

were teenagers who had attempted or were on the verge of suicide. Over half of these young patients, 

more than one every single day of the year, required hospitalization for Inpatient Psychiatric treatment. 
100% of these children had to be transferred to an out-of-town facility, as AAMC cannot currently offer 
such treatment, Our teens and their families deserve better_ 

After caring for sick children for more than 34 years, I am convinced that psychiatric illness, in 

fact, causes more cumulative suffering than physical illness. That may sound hard to believe, and I 

personally find it astounding, but my observations tell me that it is so. As AAMC strives to care for the 
entire individual, not just the flesh and bones parts, we must put ourselves in a position to care for their 
mental health as well as their physical health. Our mission to relieve suffering is incomplete until we 
have an inpatient Psychiatric Unit at AAMC. 

As you know all too well, there is a dearth of Mental Health beds in our state, and even more so 

in Anne Arundel County. Anne Arundel Medical Center stands ready to do our part to improve that 
situation_ Not for reasons of finance or prestige, but because it is the right thing to do for the families 
we serve. 

Mental Health has always been the poor sister to Physical Health. It is time for that to change. 
Please allow Anne Arundel Medical Center to play its part. 

Thank you for your consideration in this most important matter. 

Page 1 of 2 
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November 2q, 207.5

Kevin R. McDonald, Chief

Certificate o~ Need

Maryland Health Care Commission

4160 Patterson Ave
B~Itimore, MD 21215-2299

Re: Anne Arundel Medical Cen#er's Certificate of Need Application for an Inpatient Mental Health E1nit

Dear Mr, Mc!]onald:

as the Direc#ar of the pediatric Emergency bepartment at Anne Arundel Medical Center 1 am
wri~Cing to offer my strong support for the Certificate of Neetl application submitted by AAMC to
ssfiablish an inpatient mental health unit. I know from first-hand experience how vital this service is and
how badly this type of service is needed in our region.

AAMC's Pediatr(c E[7 sees over 18, 000 ill and inJur~d children every year. Last year more than
75o children and teens came to our hospital far Emergency Psychiatric Evaluations. The vase majority
were teenagers who had aetempted or were on the verge nfsuicide. Aver half ofthese young patients,
more than one every single day of the year, required hospitalization far Inpatient Psychiatric xreatment.
100%a of these children hid to be transferred to ~n out-qf-town facility, as RAMC cannoC currently offer
such treatment. Qurt~ensand their familiesdesetvebetter_

After c~r'ing for sick children for rrtt~re than 34 years, f am convinced that psychiatric illness, in
fact, causes mire cumulative suffering than physical il{ness. That may sound hard to believe, and
personally find it astounding, but my observations tell me that it is so, As RAMC serives to care for xhe
entire individual, natjust the flesh and bones parts, we must pUt ourselves in a position to care forth~lr
mental health as well as their physical health. Our mission to relieve suffering is incgmple#e until W~
have an inpatient Psychiatric Unit at RAMC.

As you know afi toe well, Yhere is a dearth of Marital Health beds in our state, and even more so
in Anne Arundel County, Anne Arundel Medical Center stands ready to do our part to improve that
situation_ Not for reasons oP flnante or prestige, but because it is the right thing to do for the families
we serve.

Mental Heath has always been the poor ~fster to Physical Health. It fs Cime for that co change.
Please afiow Anne Arundel Medical Center t4 play Its part.

Thank you for your consideration in this most important matter.

Page 1 of 2
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Sincerely, 

Michael R. Clemmens, MD 
Director 

Pediatric Emergency Department and Inpatient Unit 
Anne Arundel Medical Center 

2001 Medical Parkway 

Annapolis, MD, 21401 
mclemmens@aahs.org  

cc: Anne Arundel Medical Center 

Page 2 of 2 
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Sincerely,

Michael R. Clemmens, MD
Director
Pediatric Emergency Department and inpatient Unit
Anne Arundel Medical Center
2001 Medical Parkway
Annapolis, MD, Z~.401
mclemmens@aahs.org

cc: Anne Arundel Medical Center

Page 2 of 2



43,01iCOW LIOWANCY $ERVI,LS 

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for 

an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

March 23, 2016 

Kevin R. McDonald; Chief 
Certificate of Need 
Maryland Health Care Commission 
4160 Patterson Ave 
Baltimore, MD 21215-2299 

As Medical Director of AAMC's EmergencY: gerViCes, I am writing to offer my strong support for the 
Certificate of Need application submitted by Anne Arundel Medical Center (AAMC), to establish an 
inpatient mental health unit. This type of service is critically needed in our region. 

On a daily basis, I see citizens of Anne Arundel arid surrounding counties in need of mental health 
services. AAMC can offer them many of these services arid we've developed an extensive outpatient 
network to help. There is arobust system of mental health consultants, substance abuse specialists, and 
psychiatrists who provide acute mental health evalUations and treatment. AAMC also is in the process 
of developing a psychiatric: day treatment hospital program. 

However, these services are not enbugh. We can orily. do so much on an outpatient or community-
network basis. Many of our patiehtSreqUire inpatient:services that we cannot provide. The number of 
inpatient beds available in this county; arid even ;the state,. IS'wOefully inadequate. It is not unusual for 
patients to spend a day or more - and in soMeCaSeS, Many more - in the emergency department, while 
our mental health consultants and placement specialists try to find an inpatient facility with capacity to 
accept them. Establishment of an inpatient mental health unit would not only provide for a more 
seamless experience for those, patients already receiving mental health services at AAMC, but it would 
also provide another option for mental health care providers in the region, whose patients require 
inpatient services. 

I recognize and appreciate the Maryland Health Care Commission's (MHCC) role in the approval of 
hospitals in Maryland that seek to provide inpatient mental health services. That's why I urge the MHCC 
to support AAMC in providing this much needed service to our community. 

Thank you in advance for your consid • ation. 

Sincerely, 

YY\ 
C. Michael Remoll, D 
Medical Director mergency Services 

2001 MEDICAL PARKWAY • ANNAPOLIS, MD 21401 • 443-481-1293 (OFFICE) • 443-481-1370 (FAX) 
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March 23, 2016

Kevin R. McDonald; Chief
Certificate of Need
Maryland Health Care Commission
4160 Patterson Ave
Baltimore, MD 21215-2299

Subject: Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for
an Inpatient Mental N~alth Unit

Dear Mr. McDonald:

As Medical Director of AAMC's ~mergencjr services, I am writing.to offer my strong support for the
Certificate of Need application submitted by Anne Arundel Medical Center (AAMC), to establish an
inpatient mental health unit. This type of service is critically needed in our region.

On a daily basis, l see citizens of Anne Arundel aril surrounding counties in need of mental health
services. AAMC can offer them many of these services and we've developed an extensive outpatient
network to help. There is a:robust system of mental health consultants, subsfiance abuse specialists, and
psychiatrists who prpvide acute mental health evaluations and treatment. AAMC also is in the process
of developing a psychiafric:day treatment hospital 'program.

However, these services are not enaugh..We can onlydo so much on an outpatient or community -
network basis. Many of our patients require inpatient.servicesthat we cannot provide. The number of
inpatienfi beds available in this county; acid `even:the state;.is woefully inadequate. It is not unusual for
patients to spend aday ormore -and in some cases, many more - in the emergency department, while
our mental health consultants and placement speciaiis#s"try to find an inpatient facility with capacity to
accept them. Establishment of an inpatient mental health unit would not only provide for a more
seamless experience for #hose., patients already receiving mental health services at AAMC, but it would
also provide another option for mental health care providers in the region, whose patients require
inpatient services.

recognize and appreciate the Maryland Health Care Commission's (MHCC) role in the approval of
hospitals in Maryland that seek to provide inpatient mental health services. ThaYs why I urge the MHCC
to support RAMC in providing this much needed service to our community.

Thank you in advance for your consideration.

Sincerely,

~~.
C. Michael Remoli, D
Medical Director mergency Services

200 .M,EDICAL PARKWAY •ANNAPOLIS, MD 21401 X43-4$1-1293 (OF~TCE) 443-48~-~.37Q (~.AX)



(,,'1 Anne Arundel 
ILI Medical Group 

Mental Health Specialists 

December 15, 2015 

Kevin R. McDonald, Chief 

Certificate of Need/ Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

Subject: 	Letter of Support Anne Arundel Medical Center's Certificate of Need Application for 

an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

As an employee ofAAMC, I appreciate the opportunity to offer my support for Anne Arundel Medical 

Center's (AAMC) Certificate of Need application to establish an inpatient mental health unit. I am aware 

of AAMC's longstanding commitment to providing critically-needed mental. health and substance use 

treatment services to our community. Establishing an inpatient mental health unit to complement these 

existing quality services will help meet a growing need. 

As you know, AAMC is one of the busiest hospitals in Maryland, In:2014, more than 1,000 people who 

came to AAMC's emergency room needing inpatient mental health care were transferred to other 

Maryland facilities. Because of the overwhelming shortage of this type of care, patients often are forced 

to.wait for space to become available, causing delays in care. 

In response to.the community health needs assessment conducted in 2012, the vision for AAMC's 

mental health and substance use program includes coordinated, Individualized, evidence-based care 

plans that put patients on the path to. healing and recovery. There are not enough inpatient mental 

health services available In Anne Arundel County—a critical piece for coordinated care. 

According to Healthy Anne Arundel Coalition's Community Health Needs Assessment, the treatment for 

co-occurring disorders (mental health and substance use) has been fragmented and disconnected. In 

fact, it is the top disparity In' Anne Arundel County. The rates for suicide and binge drinking are higher in 

Anne Arundel County as compared to state and national averages. AAMC is working to address this by 

Anne Arundel Medical Group Mental Health Specialists, 2635 Riva Road, Suite 108, Annapolis, MD 21401 

. ~~ ~~ ~ ~ ~ ~~~: Anne ~~Arur~del
~~l Medical Group

. ~ . r MentalHealth~SpeciaCists

I]ecemb~r ~.5, 2Q1~ - ~ .

Kevin R. McDonald, Chief
Certificate of Need/ Maryland Health Care Commissian
47.60 Patterson Ave
Baltimore, MD z•1~15-~.~99

Subject: letter of Support: Anne Arundel Medical Center's Certificate of Need Appgcation for
an Inpatient Manta) Health Unit

Qear Mr. McRonald:

As an employes of•AAMC, I appreciate the opportunity to offer my support for Anne Arundel Medical
Center's (RAMC} Certificate~of Need application to establish an inpatient manta! health unit. I am aware
of AAMC's longstanding commitment to providing critically -needed mentaf~ health and substance use
treatment services to our communifiy. Establishing an inpatient mental health unit to complement these
existing quality.services will~he[p meet a growing need.

As you knave, AAMG is an~.af the busiest hospitals in Maryland, In;2014, more than 1,000 psop]e wha
came to RAMC's emergency room needing inpatient mental health care were transferred to other
Maryf~nd facilities. Because of the overwheiming shortage of this type of care,.patients often are forced
tn.waitfar space to become available, causing delays in Dare.

in response to•the community heaEth needs assessment conducted in 2012, the vision for AAMC's
mental health and subgtanc~ use program includes coordinated, individu~IPzed, evidence -based pare
plans that put patients an the path to~ healing and reGAv~ry, There are not enough inpatienC manta!
health services available fn Anne Arundel County --a critics! piece for coordinated care,

According to Healthy Anne Arundel CoalJtion's Community Health Needs Assessment, the treatment for
cowaccurring disorders (rrt~ntal health and substance iase~ has been fragmented and disconnected. fn
fact, it fs the top disparity in' Anne Arundel County. The rates for sutcfde and binge drinking are higher in
Anne Arundel County as compared to state and national averages, RAMC is working to address ti~is by

Anne Arundel Medical Group Mental Health Specialists, 2635 RivB Road, Suife 108, Annapolis, MD 2~q0~.



increasing access to'integrated mental' health and substance use treatment for county residents. An 

inpatient mental health unit is one impOrtant piece of this. 

Given the outstanding reputation of AAMC and Anne Arundel County's critical lack of access to inpatient 

mental health programs., I urge the Maryland Health Care Commission to approve AAMC's application to 

provide inpatient mental health care, as soon as possible. 

Thank you for your consideration in this very important matter. 

cc: Anne Arundel Medical Center 

Anne•Arundel Medical Group Mental Health Specialists, 2635 Riva Road, Suite 108, Annapolis, MD 21401 

increasing access to'integrated mentai~ health and substance use treatment far county residents. Asr

inpatient mental health unit is nne important piece of this.

Given the outstanding reputation of AAMC and Anne Arundel County's critical lack a~ access to inpatient

mental heakh programs, l urge the Maryland Mealth Care Commission to approve AAMC's application to

provide inpatient mental healthcare,as soon as possible.

Thank you for your consideration in this very important matter.

Sincerely

cc: Anne Arundel Medical Center

Anne•Arundel Medical Group Mental Health Specialists, 2635 Riva Road, Suite 108, Annapolis, MD 21401
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Anne Arundel. 
Medical Group 
Mental Health Specialists 

December 15, 2015 

Kevin R. McDonald, Chief 

Certificate of Need / Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for 

an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

As an employee of.AAMC, I appreciate the opportunity to offer my support for Anne Arundel Medical 

Center's (AAMC)•Certificate of Need application to establish an inpatient mental health unit. I am aware 

of AAMC's longstanding commitment to providing critically-needed mental.health and substance use 

treatment services to our community, Establishing an inpatient mental health unit to complement these 

existing quality services uvill .help meet a growing need. 

As you know, AAMC is one of the busiest hospitals in Maryland. In 2014, more than 1,000 people who 

came to AAMC's emergency room needing inpatient mental health care were transferred to other 

Maryland facilities. Because of the 'overwhelming shortage of this type of care, patients often are forced 

to wait•for space to become available, causing delays in care. 

In response to the community health needs assessment conducted in 2012, the vision for AAMC's 

mental health and substance use program includes coordinated, individualized, evidence-based care 

plans that put patients on the path to healing and recovery. There are not enough inpatient mental 

health services available in Anne Arundel County—a critical piece for coordinated care. 

According to Healthy Anne Arundel Coalition's Community Health Needs Assessment, the treatment for 

co-occurring disorders (mental health and substance use) has been fragmented and disconnected. In 

fact, it is the top disparity in Anne Arundel County. The rates for suicide and binge drinking are higher in 

Anne Arundel County as compared to state and national averages. AAMC is working to address this by 

Anne Arundel Medical Group Mental Health Specialists, 2635 Rive Road, Suite 108, Annapolis, MD 21401 

~~ Anne~Aru~~el
~~~ Medic~~.Grou -,. p .

Mental Health SpeciaEists

Clecerr►ber 15, 2015

Kevin R. McDonald, Chief
Cerkificate of Need /Maryland Health Care Comm(ssion

4160 Patterson Ave

Saltimare, MD 21215-2299

Su6]ect: L~tYer of Support: Anne Arundel Med~ca[ Center's Certificate of Need Application for

an Enpatient Mental Health Untt

Dear Mr. McDonald:

As an employee of~AAMC, (appredate the opportunity to offer my support for Anne Arundel Media!

Center's,(AAMC)•Certificate of Need appliGatipn ka establish an~inpatient mental health unit. I am aware

afAAMC's longstanding commitrnentto providing critically -needed mental•health and substance use

tr~atmenk services fio ou"r community. Establishing an inpatient mental health unit to [ompl~m~nt these

existing qualityservices will~help meet a growing need.

As you. know, AAMC is one of the busiest hospitals fn Maryland, In.203.4, more than 1,000 pQ~ple who
came to AAMC's emergency room needing inpatient mental health care were transferred to other
Maryland facilities. Because of the aysrwhelming shortage of this type of care, patients often are forced
to wait•for space to become available, causing delays in care.

In response ko the cammuniky health needs assessment conducted in 2012, the vision forAAMC's
m~ntai health and subsCanG~ ctss program includes coordinated, individualized, evidence based care

plans that put patients on the path tahealing and recovery. There are noC enough inpatient mental
health services available in Anne Arundel County--~a critical plsce far coordinated care,

According to •Healthy Anns Arundel Coalition's Community Health Needs Assessment, the treatment for
co-occurring disorders (merttat health and substance use) has been fragmented and disconnected. In
fact, it is the top disparity in Anne Arundel County. The rates for suicide and binge drinking are higher in
Anne Arundel County as compared ka skate and national averages. AAMC is working to address this by

Anne Arunde) Medical Group Mental Health Specialists, 2635 Riva Road, Suite 108, Annapolis, MD 21401



increasing access to integrated mental health 'and substance use treatment for county residents. An 

inpatient mental health unit is one important piece of this. 

Given the outstanding reputation of AAMC and Anne Arundel County's critical lack of access to inpatient 

mental health programs, I urge the Maryland Health Care Commission to approve AAIVIC's application to 

provide inpatient mental health care as soon as possible. 

Thank you for your consideration in this very important matter. 

cc: Anne Arundel Medical Center 

Anne Arundel Medical Group Mental Health Specialists, 2635 Riva Road, Suite 108, Annapolis, MD 21401 

increasing access to integrated mental heatth'and substance use treatment far county residents. An

inpatient mental h~aith unit is one important piece of this.

Given the outstanding reputation of AA~MC and Anne Arundel CounCy's critical lack of access fio inpat'sent

mental health programs, I urge the Maryland Health Care Commission to approve AAfViC's application to

provide inpatient mental health pare as soon as passible.

Thank you for your consideration in this very important matter.

Sincerely

cc: Anne Arundsl Medical Center

Anne Arundel Medical Group Mental Health Specialists, 2635 Riva Rand, Suite 108, Annapolis; MD 21401



 

Anne Arundel 
Medical Group 

December 15, 2015 

Kevin R. McDonald, Chief 

Certificate of Need / Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

 

Mental Health Specialists 

Subject: 	Letter of Support: Anne ArLindel Medical Center's Certificate of Need Application for 

an Inpatient 11.4ental•Health Unit 

Dear Mr. McDonald: 

As an employee of AAMC, I appreciate the opportunity to offer my support for Anne Arundel Medical 

Center's (AAMC) Certificate of Need application to establish an inpatient mental health unit. I am aware 

of AAMC's longstanding commitment to providing critically-needed mental health and substance use 

treatment services to our community. Establishing an Inpatient mental health unit to complement these 

existing, quality services will help meet a growing need. 

As you: know, AAMC is one of the busiest hospitals in Maryland. In 2014, more than 1,000 people who 

came to AAMC's emergency room needing Inpatient mental health care were transferred to other 

Maryland facilities. Because of the overwhelming shortage of this type of care, patients often are forced 

to Wait for space to become available, causing delays in care. 

In response to the community health needs assessment conducted in 2012, the vision for AAMC's 

mental health and substance use program includes coordinated, individualized, eyidence-based care 

plans that put patients on the path to healing and recovery. There' are not enough inpatient mental 

health seryices.available in Anne Arundel County—a critical piece for coordinated care. 

According to Healthy Anne Arundel Coalition's Community Health Needs Assessment, the treatment for 

co-occurring disorders (mental health and substance use) has been fragmented and disconnected. In 

fact, it•is the top disparity in Anne Arundel County. The rates, for suicide and binge drinking are higher in 

Anne Arundel County as compared to state and national averages. AAMC is working to address this by 

Anne Arundel Medical Group Mental Health Specialists, 2635 Riva Road, Suite 108, Annapolis, MD 21401 

Anne Arundel
~~~ Med~cal..Grou

Mental Health Specialists

December 1.5, 2015

Kevin R. McDonald, Chlef
Certificate of Need /Maryland Health Care Commission
4160 Patterson Ave
Baltimore, MD.21215-2299

Subject: I.stter of S.uppart: Anne Arundel M~dicaf Center's certificate of Nesci'Application for
an inpatient Iillental Heath Unit

dear Mr. McDonald:

As an employze of RAMC, f appreciate the opportunity to offer my support for Anne Arundel Medical
Center's (RAMC) CertiffcaCe of Need application to establish an inpaxient mental health unit, 4 am aware
of AF1MC's longstanding commitment.ta pravlding critically -needed mental health and substence use

treatment services to our community. Establishing an inpatient mental health unit to complement these
existing,quality services will help meet a growing need.

As you:know, AAMC is orse of the busiest hosp[tals in Maryland, In 20 .4, more than 1,000 people who
came to AAMC's emergency room needing 9npatient mental health cars were transferred to other
Maryland facilities. Because of the overwhelming shortage of this type of care, patients often are forced
to waft far space to become available, causing delays fn care.

In rsspanse to~the community health needs assessment conducted in 20~z, the vision for AA(VlCs
mental health and substance use program includes coordinated, individualized, evidence -based care
plans that put patients on the path to haling and recovery. There'are not enough inpatient mental
health services,available in Anne Arundel County --a critical piece far cdordinated care.

According to Healthy Anne Arundel Coafitlon's Commugiry Health Needs Assessment, the treatment for
co-occurring disorders (mental h2alth and substance use) has been fragmented end disconnected. In
fact, it•Is the top disparfxy in Anne Arundel County. The rates for suicide and binge drinking are higher in
Anne Arundel County as comparQd to state and national averages. AAMC is working to address this by

Anne Arundel M~dicai Group Mental Health Specialists, 2635 Riva Road, Suite A08, Annapolis, MD 21~g1



increasing access to integrated mental health and substance use treatment for county residents. An 

inpatient mental health unit is one Important piece of this. 

Given the outstanding reputation of AAMC and Anne Arundel County's critical lack of access to Inpatient 

mental health programs, I urge the Maryland Health Care Commission to approve AAMC's application to 

provide inpatient mental health care as soon as possible. 

Thank you for your consideration in this very important matter. 

Sincerely bouvo,41 

cc: Anne Arundel Medical. Center 

Anne Arundel Medical Group Mental Health Specialists, 2535 Riva Road, Suite 108, Annapolis, MD 21401 

increasing access to integrated mental health and substance use tre~trnent for county residents. An

inpatient mental health unit is one Important piece of this.

Given the outstanding reputation ofA~AMC and Anne Arunde) County's critical lack ofaccess to inpatient

mental health programs, I urge the Maryland Health Care Commission to approve AAMG's application to

provide inpatient mental health care as soon as possible.

Thank you fnr your consideration in this very important matter.

Sincerely

} ~ V~..~

cC: Anne Arundel Medical~Center

Anne Arundel Med~c~i Group Mental Health Specialists, 2535 Riva Road, Suite 1Q8, Annapolis; MD 21401



Anne Arundel 
Medical Group 
Mental Health Specia114s 

December 15, 2015 

Kevin R. McDonald, Chief 

Certificate of Need / Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for 

an Inpatient Mental Health Unit 

•. 
Dear Mr, McDonald: 

As an employee of AAMC, i appreciate the opportunity to offer my support for Anne Arundel Medical 

Ceriter's(AAMC) Certificate of Need application to establish an inpatient mental health unit. I am aware 

of AAMC's longstanding commitment to providing critically-needed mental health and substance use 

treatment services to our community. Establishing an inpatient mental health unit to complement these 

existing quality services will help meet a growing need. 

As you know, AAMC Is one of the busiest hospitals In Maryland. In 2014, more than 1,000 people who 

carne to AAMC's emergency room needing inpatient mental health care were transferred to other 

Maryland facilities. Because of the overwhelming shortage of this type of care, patients often are forced 

to wait•for space to become available, causing delays in care. 

In response to the community health needs assessment-conducted in 2012, the vision for AAMC's 

mental health and substance use program includes coordinated, Individualized, evidence-based care 

plans that put patients on the path to healing and recovery. There are not enough inpatient mental 

health services available in Anne Arundel County—a critical piece for coordinated care. 

According to Healthy Anne Arundel Coalition's Community Health Needs Assessment, the treatment for 

co-occurring disorders (mental health and substance use) has been fragmented and disconnected. In 

fact, it is the top disparity In Anne Arundel. County. The rates for suicide and binge drinking are higher in 

Anne Arundel County as compared to•state and national averages. AAMC is working to address this by 

Anne Arundel Medical Group Mental Health Specialists, 2635 Rive Road, Suite 108, Annapolis, MD 21401 

~~ Anne Arundel
~~~ M~d.ical Grou -

Mental Heat#h Spe~iatisfis

Q,~c~rtmber 1S, 2015

Kevin R. McDonald, Chief

Cer~'ificate of Need /Maryland Health Gare Commission

416Q Patterson Ave

Baltimore, MD 21215-2299

Subject; Letker of Support:.Anne Arundel Medical Center's Certificate of. Need AppiicatiQn for

an Inpatient Mental Healt}i Unit

Dear Mr, McDonald:

As an employeE of RAMC, i appreciate the op,partunity t4 offer my support for Anne Arundel Medical

Cerit~t's (AAMC).Cert[ficate of Need application to establish an inpatient mental heaitN unit, (am. aware

of AAMC's Ipngstanding commitment to providing critically -needed mental health and substance use

treatment services to our community. Establishing an inpatient mental health unit to complement these

exls~ing qualityservices will help meet a growing need.

As you know, RAMC is nne of the busiest haspStais (n Maryland. In.20~.~4, more titan 1,000 people who

carne to AAMC's emergency room needing inpatient mental health Dare were transferred to other

Maryland facilities. secaus~ of the overwhelming shortage of this type of pare, patients often are forced

to wait•for space to became available, causing delays in care.

In response to the commun(ty heaikh needs assessment conducted in 2Q12, the visipn for AAMCs

mental health and substance use program includes caordir►ated, Individualized, evidence -based care

plans that put patients An the path to healing and recovery. There are not enough inpatient mental

_ health services available in Anne APundel County --a critical piece for coordinated care.

According to Healthy Anne Arundel Coalition's Community Health Needs Assessment, the treatment for

co-occurring disorders (mental health and substance use) has been fragmented and disconnected. In

fact, it is the top disparity in~Ann~ Arundel. County. The rates for su3cfde and binge drink'sng are higher in
Anne Arundel County as compared to~state and national average$. AAMC is working to address this by

Anne Arundel Medical Group Mental Health Specialists, 26 5 Riva Road, Su(te 108, Annapolis, MD 22401



increasing access to integrated mental health and substance use treatment for county residents. An 

Inpatient mental health unit is one important piece of this. 

Given the outstanding reputation of AAMC and Anne Arundel County's critical lack of access to inpatient 

mental health programs, I urge the Maryland Health Care Commission to approve AAMC's application to 

provide inpatient mental health care as soon as possible. 

Thank you for your consideration in this very important matter. 

Sincerely 

cc: Anne Arundel Medical Center 

Anne Arundel Medical Group'Mental Health Specialists, 2635 Riva Road, Suite 108, Annapolis, MD 21401 

increasing access to integrated mental health and substance use treatment for county residents. An

Enpatient mental health unit is ane important piece of this.

Given the outstanding reputation of AAMC and Anne Arundel County's critical lack of access to inpatient

mental health programs, J urge the Maryland Health Care Cammissian to approve AAMC's application to

provide inpatfenC mental health care as soon as possible.

'shank you for your consideration fn this very important matter.

Sincerely

~~

CC: Anne Arundel Medical Center

Anna Arundel Med)cal Group'Menta) Health Specialists, 2635 Rroa Road, Suite 208, Annapolis, MD 27.401



Anne Arundel 
Medical Group 
Mental Health Specialists 

December 15, 2015 

Kevin R. McDonald, Chief 

Certificate of Need f  Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, IAD 21215-2299 

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for 

an inpatient Mental Health Unit 

Dear Mr. McDonald: 

As an employee of AAMC, I appreciate the opportunity to offer my support for Anne Arundel Medical 

Center's (AAMC) Certificate of Need application to establish an inpatient mental health unit. I am aware 

of AAMC's longstanding commitment to providing critically-needed mental health and substance use 

treatment services, to our community. Establishing an inpatient mental health unit to complement these 

existing quality services will help meet a growing need. 

As you know, AAMC is one, of the busiest hospitals in Maryland. In, 2014, more than 1,000 people who 

came to AAMC's emergency room needing inpatient mental health care were transferred to other 

Maryland facilities. Because of the overwhelming shortage of this type of care, patients often are•forced 

to wait for space to, become available, causing delays In care. 

In response to the community health needs assessment conducted in 2012, the vision for AAMC's 

mental health and substance use program includes coordinated, individualized, evidence-based care 

plans that put patients on the path to healing and recovery. There are not enough inpatient mental 

health services, available in Anne Arundel County—a critical piece for coordinated care, 

According to Healthy Anne Arundel Coalition's Community Health Needs Assessment, the treatment for 

co-occurring disorders (mental health and substance use) has been fragmented and disconnected. In 

fact, it is the top disparity in Anne Arundel County. The rates for suicide and binge drinking are higher in 

Anne Arundel County as compared to state and national averages. AAMC is working to address this by 

Anne Arundel Medical Group Mental Health-Specialists, 2635 	 108, Annapolis, MD 21401 

~~ Anne Arundel
~~~~ Medical Grou.~~

Mental Health Specia[~sts

December 15, 2015

Kevin R. McDonald, Chtef
Certificate of Need f Maryland Health Cars Commission
416p Patterson Ave
Baltimore, Mp•21~~5-229

Subject: Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for
an lnpakient Mental Health Unft

Dear Mr. McDonald:

As an employee of RAMC, I appreciate the appartunity to offer my support for Anne Arundel Medical
Center's (RAMC) Certificate of Nssd appfi~atian to establish an inpatient mental health unit. I am. aware
~f AAMCs longstanding commitment to providing'Gritically-needed mental health and substance use
treatment services,ta our community, Establlshing an inpatient mental health unit to complement these
existing quality services will help meet a~growing need.

Asyou• know, RAMC is orte,of the busiest hospitals in Maryland. In~2014, more than 1,OpQ people who

came to AAMC's emer~enzy roam needing lnpatfestt mental healfih care were transferred to other
Maryland facilities. Because of the overwhelm(ng shortage of khis type of care, patients often are'forced
to wait for space to. become available, causing delays In care.

In r~spans~ to the community health needs assessment canduct~d in 2022, the vision for AAMC's
manta! health and substance use program includes coordinated, individualized, evidence=based care
plans khaC put patients on the path to healing and re~4very. There are not enough inpatient mental
health services,available in Anne Arundel County—a critical piece for coordinated care,

According to HealthyAnne Arundel Coalition's Community Health Nerds Assessment, the treatment for
co-occurring disorders (mental health and subs#once use) has been fragmented and disconnected. to
f~cX, it is the top dtsparfty, in Anne Arundel County. The rates for suicide and binge drinking art higher in
Anne Arundel County as'campared t+~ state and natipnal averages. AAMC is working to address th9s by

Anne Arundel Medical Group Mental Nealth:Speciaifsts, 2635 a 108, Annapolis, MD 2].4Q1



increasing access to integrated mental health and substance use treatment for county residents. An 

inpatient mental health unit is one important piece of this. 

Given the outstanding reputation of AAMC and Anne Arundel County's critical lack of access to inpatient 

mental health programs, I urge the Maryland Health Care Commission to approve AAMC's application to 

provide inpatient mental health care as soon as possible. 

Thank you for your consideration in this very important matter. 

Sincerely 

cc: Anne Aru • I M dical enter 

Anne Arundel Medical Group Mental Health Specialists, 2635 Rlva Road, Suite 108, Annapolis, MD 21401 

increasing access to integrated mental health and substance use treatment for county residents. An

Inpatient mental health unit is one imporCanC piece of this.

Given the outstanding reputation of AAMC and Anne Arundel County's critical lack of access to inpatient

ment~) health programs, I urge the Maryland Health Cate Commission tti approve AAMG's application to

prpvide inpatient mental health care as soon as possible.

Thank you foryour consideration fn this very important matter.

Sincerely

cc: Anne Aru I M dical enter '

Anne Arundel Medical Group Mental Health Specialists, 2635 Rlva Road, Suite ~.UB, Annapolis, MD 21401



Anne Arundel 
Lila" Medical Group 

Mental Health Specialists 

December 15, 2015 

Kevin R. McDonald, Chief 

Certificate of Need / Maryland Health Care COmmission 

4160 Patterson Ave 

Baltimore, MD-21215-2299 

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for 

an inpatient Mental Health Unit 

Dear Mr. McDonald: 

As an employee of AAMC, I appreciate the opportunity to offer my.support for Anne Arundel Medical 	, 
Center's.(AAMC) Certificate of Need application to establish an inpatient mental health unit. I am aware 

of AAMC's longstanding commitment to providing critically-needed mental health and substance use 

treatment services to our community. Establishing an inpatient mental health unit to complement these 

existing quality services will help meet a growing need. 

As you.know, RAMC is one.of the busiest hospitals in Maryland. In 2014, more than 1,0.00 people who 

came to AAMC's emergency room needing inpatient mental health care were transferred to other 

Maryland facilities. Because of the overwhelming shortage of this type of care, patients often are forced 

to wait for space to become available, causing delays in care. 

In response to the community health needs assessment conducted in 2012, the vision for AAMC's 

mental health and substance use program includes coordinated, individualized, evidence-based care 

plans that put patients on the path to healing and recovery. There are not enough inpatient mental 

health services available In Anne Arundel County—a critical piece for coordinated care. 

According to Healthy Anne Arundel Coalition's Community Health Needs Assessment, the treatment for 

co-occurring disorders (mental health and substance use) has been fragmented and disconnetted. In 

fact, it is the top disparity.in Anne Arundel County. The rates for suicide and binge drinking are higher in 

Anne Arundel County as compared to state and national averages. AAMC is working to address this by 

Anne Arundel Medical Group Mental Health Specialists, 2635 Riva Road, Suite 108, Annapolis, MD 21401 

1

~~ Anne Arundel
~~I ~[~di~al Grou

Mesta[ H~alEh Sp~ciatists

December Z5, 2015

Kevin R. MGDonaEd, Chief

Cert(ficate of Need./ -Maryland lieafth Care Commission

43.60 Patterson Ave

Baltimore, MD.21215-2299

Subject. Letter of 5uppart; Anne Arundel Medical Center's Certificate of'Need Application far
an Enpatient Mental Health Unit

Dear Mr. McDonald:

As an employee of RAMC, I appreciate the oppartunity to offer my~suppark for Anne Arundel Medical

Center's•(AAMC).Certf~cate of Need application to establish an inpatient mental health unit. I am aware

of AAMC's {ongstanding commitment to providing critic~liy-needed mental health and substanGe.use

treatment services to our community. Esta(alfshing an inpatient mental health unit to complement these
existing quality services will help meet a growing need.

As you:know, RAMC is one.of the busiest hospitals In Maryland. In.203~+, more than 1,000 people who

came to AAMC's emergency room naeding inpatient mental health carp wire transferred to other

Maryland facilities. B~Gause of the overwhelming shortage of this type of care, patients often are forced
to wait for space to become available, causing delays in care,

In response to the community health needs assessment conducted in zozz, the vislAn for AAMc's

mental haal#h and substance use program includes coordinated, individualized, evidence -bawd care
plans that put patients on the path to healing and recovery, i'here are not enough inpatient menkal
health services available In Anne Arundel County --a critical piece fnr coordinated care.

According to Healkhy Anne'Arundel Coalition's Community •Health Needs Assessment, the treatment for

co-occurring disorders (mental health and substance use) has been fragmented and discannect~d. ~n
fact, it is the top disparity.in Anne Arundel County. Thy rates for suicide and binge drinking are higher in
Anne Arundel County as compared to state and national averages. AAMC is working to address this by

Anne Arundel Medical Group Mental HealCh Specialists, 2635 Riva Raad, SuiCe 108, Annapalfs, MD 214t?~



Sincerely, 

I 

increasing access to integrated mental health and substance use treatment for county residents. An 

inpatient mental health unit is one important piece of this. 

Given the outstanding reputation of AAMC and Anne Arundel County's critical lack•of access to Inpatient 

mental health programs, I urge the Maryland Health Care Commission to approve AAMC's application to 

provide inpatient mental health care as soon as possible, 

Thank you for your consideration in this very important matter. 

cc 	nne Arundel Medical Center 

Anne Arundel Medical Group Mental Health Specialists, 2635 Riva Road, Suite 108, Annapolis, MD 21401 

increasing access to integrated mental health and substance use treatment far county residents. An

inpatient mental Health unit is ane important piece ofthis.

Given the outstanding reputation of AAMC and Anne Arundel County's critical lack•of access to Inpatient

mental health programs, I urge the Maryland Health Care Commission to approve AAMC's application to

provide inpatient mental he~ltt~ care as soon as possible,

Thank you for your consideration in this very important matter.

Sincerely

cc nne Arundel Medical Center

Anne Arunds) Medical Group Mental Health Specialists, 2635 Rive Road, Sui#e X08, Annapolis, MD 21402



Anne Arundel 
L'I Medical Group 

Mental Health Specialists 

December 15, 2015 

Kevin R. McDonald, Chief 

Certificate of Need / Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

Subject 	Letter of Support: Anne Arundel Medical Center's Certificate of Nee.d Application for 

an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

As an employee of AAMC, I appreciate the opportunity to offer my support for Anne Arundel Medical 

Center's (AAMC) Certificate of Need applicatIcin to establish an inpatient mental health unit. I am aware 

of AAMC's longstanding commitment to providing critically-needed mental;health and substance use 

treatment services to our community. Establishing an inpatient mental health unit to complement these 

existing quality services will help meet a groWing need. 

As you know, AAMC Is oee.of the busiest hospitals in Maryland. .111.2014, more than 1,000 people who 

came to AAMC's emergency room needing Inpatient mental health care were transferred to other 

Maryland facilities. Because of the overwhelming shortage of this type of care, patients often are forced 

to wait for space to becoMe available, causing delays in care. 

In response to the community health needs assessment'conducted in 2012, the vision for AAMC's 

mental health and substance use program includes coordinated, individualized, evidence-based care 

plans that put patients on the path to healing and recovery, There are not enough inpatient mental 

health services available in Anne Arundel County—a critical piece for coordinated care. 

According to Healthy Anne Arundel Coalition's Community Health'Needs Assessment, the treatment for 

co-occurring disorders (mental health and substance use) has been fragrriented and disconnected:. In 

fact, it is the top disparity in Anne Arundel County. The rates for suicide and binge drinking are higher in 

Anne Arundel County as compared to state and national averages. AAMC is working to address this by 

Anne Arundel Medical Group Mental Health.Specialists, 2635 Rive Road, Suite 108, Annapolis, MD 21401 

~~ ~~~ Ann~.Arund~l
~~~ Medical Grou,. ~

Mental Health Specialists

pscember 1S, 2015

Kevin R. McDonald, Chief

Certificate of Need J Maryland Health Care Commission

4160 Patterson Ave
Baltimore, MD 21215-2299

Suhjec~ Letter of Support: Anne l~rundel Medical Center's Certificate of N~ecl~Applicatinn for

an Inpatient Mental Health Unit

Dear Mr. McOanald:

As an smploye~ af.RAMC, I appreciate the opportunity to offer my support for Anne Arundel Medical

Center's {AAMCJ Certificate of Need application to establish •an inpatient mental health unit. L am aware
of AAMC's tan$standing Gammitment to providing cr(tica{ly-needed mental ; health and substance use

treatment services to our community. Establishing an inpatient mental health uniC to complement these
existing quality services will help meet a growing need.

As you know, RAMC Is oge.of the busiest hospitals in Maryland. in~zaia, more than 1,000 people who
came to AAMC's emergency room needing (npatisnt mental health care were transferred to other
Maryland facilities. Because of the overwhelming shortage of this type of care, patients afCen are forced
to.wait for space to become available, causing delays In care.

in response to the community health needs assessmertt'conducted in ~Q~z, the vision for AAMCs

mental health and substance use program includes coordinated, individualized, evidence=based care

plans Chat put patients on the path to healing and recovery, There are not enough inpatient mental
health services:available in Anne Arundel County—a critical piece for coordinated care.

According to Healthy Anne Arundel Coalition's community Nealth'Needs Assessment, the treatment for
ca-aGcurringdisorders (mental health and substance use) has been fragrriented and disconnect~dt In
fact, it is the top disparity in Anne Arundel Cqunty. i'he rates for suicide and binge drinking are higher in
Anne Arundel County as compared to state and national averages. AAMC is working to address this by

Anne Arundel Medical Graup Mental Mealth,5pecialists, 2635 Riva Raad, Suite 108, Annapolis, MD 21401



increasing.access to integrated, mental health and substance use treatment for county residents. An 

inpatient mental health unit is one important piece of this. 

Given the outstanding reputation of RAMC and Anne Arundel County's critical lack of accessto Inpatient 

mental health programs, I urge the Maryland Health Care Commission to approve AAMC's application to 

provide inpatient mental health care as soon as possible. 

Thank you for your consideration in this very important matter. 

Sincerely 

cc: Anne Arundel Medical Center 

Anne Arundel Medical Group Mental Health Specialists, 2635 Riva Road, Suite 108, Annapolis, MD 21401 

increasing.access to integrated,menta! #~ealth and substance use treatmentfor county residents. An

inpatient mental heal#h unit is nne important piece of this.

Given the outstanding reputation of AAMC and Anne Arundel County's crltica) lack of access~to inpatient

menfal health programs, I urge the Maryland Health Care Comrnisslnn to approve AAMC's application to

provide inpatient mental health care ~s soon as possible.

Thank you for your consideration in this very important matter.

Sincerely

cc: Anne Arundel Medical Center

Anne Arundel Medical Group Mental Health Specialists, 2635 Riva Road, Suite 108, Annapolis, MA 21401



Gil Anne Arundel 
Medicat Gnroupl  
Mental Health Specialists 

December 15, 2015 

Kevin R. McDonald, Chief 

Certificate of Need/ Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

Subject: 	Letter of SupporttAnne Arundel Medical Center's Certificate of Need Application for 

an inpatient Mental Health Unit 

Dear Mr. McDonald; 

As an employee of AAMC, I appreciate the opportunity to offer my support for Anne Arundel Medical 

Center's (AAMC) Certificate of Need applicatibn to establish zn inpatient mental health unit. I am aware 

of AAMC's longstanding commitment, to providing critically-needed mental,  health and substance use 

treatment services.to  our community. Establishing an inpatient mental health unit to complement these 

existing quality services will help meet a growing need. 

As you know, AAMC is one. of the busiest hospitals in Maryland. In12014, more than 1,000 people who 

came to AAMC's emergency room needing inpatient mental health care were transferred to other 

Maryland facilities. Because of the overwhelming shortage of this type of care,.patients often are forced 

to wait for space to become available, causing delays in care. 	• - 

In response to.the community health needs assessment conducted in 2012, the vision for AAMC's 

mental health and substance use program includes coordinated, individualized, evidence-based care 

plans that put patients on the path to healing and recovery. There'are not enough inpatient mental 

health services available in Anne Arundel County—a critical piece for coordinated care. 

AcCording to Healthy Anne Arundel Coalition's Community Health Needs Assessment, the treatment for 

co-occurring disorders (mental health and substance use) has been fragmented and disconnected. In 

fact, it is the top disparity in Anne Arundel County. The rates for,auicide and binge drinking are higher in 

Anne Arundel County as compared to state and national averages. AAMC is working to address this by 

Anne Arundel Medical 6roup•Mental Health Specialists, 2635 Rive Road,Sbite 108, Annapolis, MD 21401 

. ~ , ~ Anne. Arundel-~ III Medical Crou ,,. ,.~ p
Menfa! Heat~h~Specialists

December 15, z01S

Kevin R. McDonald, Chief
C~rtifisate of Need;/Maryland Health Cars Gommissian
4160 PaCtersnn Ave
Baltimore, MD 21215-2299

Subject: Letter of Suppo~t:.Anne Arundel Medlcat Center's Certificate of Need Application fa'r
an Enpatient Mental Health Unit

Dear Mr. McDonald;

As an employee of AAMC,1 appreciate the opportunity to ofFer my support for Anne Arundel Medical
Center's (AEiMC)Certificate of Need application to establish •an inpatient mental h~aith unit. ! am aware
ofAAMCs lottgstanding commitment,to providingcritically-needed mental~health and substance~use
treatment services.to our community. Establishing an inpatient.m~nta) hea[tfi unit to complement these
existing quality services will help meet a growing need.

As"you know,,4AMC is one.ofthe busiest hospitals in Maryland. In~2014, mare than 1;,000 people who
came #o AAMCs emergency roam needing inpatient menkal health care were transferred to other
Maryland facilities. Because of the oven~vhelming sharkag~ of this type of eare,.patients often are forced
to.wait for space to become avai(ab1e, causing delays in carp,

In response to.the community health needs assessment conducted in 2012, the vision far AANIC's
mental health and substance use program includes coordinated, individualized, evidence -based care
plans that put patients an the path to haling and recovery. There'are not ettau~h inpatient mental
health services.avaiiable in Anna Arundel County—a critical piece .far coordinated care.

According to Healthy Anne Arundel Coalikian`s Community Wealth Needs Assessment, the treatment for
co-occurring disorders (mental health and substance use) has been fragmented and disconnected. In
fa4t, it is the tap disparity in Anne Arundel, County. The rates for,~uicide and binge drinking are higher in
Anne Arundel County as compared to state and natiana4 averages. RAMC is working to address this by

Anne Arundel Medical Graup•Mentaf Health Specialists, 2635.Riva Road,~Suife 108, Annapolis, MD 21401



increasing access to integrated mental health and substance use treatment for county residents. An 

inpatient mental health unit is one important piece of this. 

Given•the outstanding reputation of AAMC and Anne Arundel County's critical lack ofaccess to inpatient 

mental health programs, I urge the Maryland Health Care Commission to approve AAMC's application to 

provide inpatient mental health care as soon as possible. 

Thank you for your consideration in this very important matter, 

Sincerely 

cc: Anne Arundel Medical Center 

Anne Arundel Medical Group Mental Health Specialists, 2635 Riva Road, Suite 108, Annapolis, MD 21401 

increasing access to integrated mental health and substance use treatment for county residents. An

r inpatient mental health unit is one important piece of this.

Given•the outstanding reputation ofAAMC and Anne Arundel County's critical tack of,access to inpatient

mental health programs, I urge the~Maryland Health Care Commission td approve AAMC's application to

provide inpatient mental health care as soon as possible,

Thank you for your consideration in this very important matter.

Sincerely

..._..~

y ~\

cc: Anne Arundel Medial Center

Anne Arundel Medico! ~rnup Mental Health Specialists, 2635 Riva Road, Suite 7.q8, Annapolis, MD 21401



Anne Arundel 
111 Medical Group 

Mentat.Health Specialists 

December 15, 2015 

Kevin R. McDonald, Chief 

Certificate of Need./ Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for 

an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

As an employee ofAAMC, I appreciate the opportunity to offer my support for Anne Arundel Medical 

Center's (AAMC) Certificate of Need application to establish an inpatient mental health unit. I am aware 

of AAMC's longstanding commitment to providing critically-needed mental.health and substance use 

treatment services to our community. Establishing an inpatientmental health unit to complement these 

existing quality services will help meet a growing need. 

As you know, AAMC is one of the busiest hospitals in Maryland. In 2014, more than 1,000 people who 

came to AAMC's emergency room needing inpatient mental health care were transferred to other 

Maryland facilities. Because of the overwhelming shortage of this type of care, patients often are forced 

to wait for space to beccime available, causing delays in care. 

In response to the community health needs assessment conducted in 2012, the vision for AAMC's 

mental health and substance use program Includes coordinated, individualized, evidence-based care 

plans that put patients on the path to healing and recovery. There are not enough inpatient mental 

health services available in Anne Arundel County—a critical piece for coordinated care. 

According to Healthy Anne Arundel Coalition's Community Health Needs Assessment, the treatment for 

co-occurring disorders (mental health and substance use) has been fragmented and disconnected. In 

fact, it Is the top disparity In Anne Arundel County. The rates for suicide and binge drinking are higher In 

Anne Arundel County as compared to.state and national averages. AAMC is working to address this by 

Anne Arundel Medical Group Mental Health Specialists, 2635 Riva Road, Suite 108, Annapolis, MD 21401 

~~~ ~ ~nneAru~del11! lVledic~~ .~rou p
.~ 1~lentat.HeaYt~i Specialists

December 15, 2g15

Kevin R. McDonald, Chief
Cet~ificate of Need/Maryland Health Care Comm'sssion
4160 Patterson Ave
Baltimpre, MD21215-2299

Subject: Letter of Support: Anne Arundel Medical Center's Certificate of Need Applicatian far
an Inpatient Mental Health Unit

Dear Mr, McDonald:

As an empfayse pf~AANlC, I appreciate the opportunity to offer my sup~art fqr Anne Arundel Medical
Center's (RAMC) Certificate of f~e~d application to establish an inpatient mental health unit. I am aware
ofi/aAMCs longstanding commitment to providing critically -needed menta{•hea{th and substance use
treatment services to ourcommunity. Establishing an inpatient mental health unit to campl~ment these
existing quality~services wfili help meet a growing need.

As you know, RAMC is ane of the busiest hospitals in Maryland. fn 2A~4, more than 1,OOa people who
carne to AAMC's emer~ancy room deeding inpatient mental health care were transferred to other
Maryland facilities. Because of th'e aysrwhelming shortage of this type of care, patients often are forced
to wait for space Co become available, causing delays in care.

In response to the community health needs assessment conducted in 2012, the vision for AAMC's
mental health and substance use program includes Coordinated, individualized, evidence -based care
plans khat put patients on the path to healing and recovery. There are not enough inpatient mental
health serviced avatfable in Anne Arundel County—a critical piece far caortiinated care.

According to Healthy Anne Arundel CpaNtion's Community Hsaith Needs Assessment, the treatment for
ca -occurring disorders (mental health and substance'use) has been fragmented and discpnnected, In
fact ; it Is the top disparity In Anne Arundel County. The rates far suicide and binge drinking are higher in
Anne Arundel County as compared ta~state and national averages. AAMC is working to address this by

Anne Arur►del Medical Group Manta( Health Specialists, 2635 Riva Road, Suite 108, Annapolis, Mp 21401



increasing access to integrated mental health and substance use treatment for county residents. An 

Inpatient mental health unit is one important piece of this. 

Given the outstanding reputation of AAMC and. Anne Arundel County's critical lack of access to inpatient 

mental health programs, I urge the Maryland Health Care Commission to approve AAMC's application to 

provide inpatient mental health care as soon as possible. 

Thank'you for your consideration in this very important matter. 

Sincerely 

Took cs)to 
cc: Anne Arundel Medical Center 

Anne Arundel Medical Group Mental Health Specialists, 2635 Riva Road, Suite 108, Annapolis, MD 21401 

increasing access to integrated mental health and substance use treatment far county residents. An
fnpatlent mental healtfl unit is ane important piece of this. `

Given the outstanding reputation of AAMC and.Rnne Arundel County's critical lack of access to inpatient
merits! health programs, I urge the Maryland Health Care Commission to approve AAMC's application to
provide inpatient mental health care as soon as possible.

'Fhank~you for your consideration in this very important matter.

Sincerely

cc: Anne Arandel Medical Center

4

' ~.

Anne Arundel Medical Group Mental Flealth Specialists, 2635 Riva Road, Suite 108, Annapolis, MC} 214Q1



ift Anne Arundel 
Medical Group 
Mental Health Specialists 

December 15, 2015 

Kevin R. McDonald, Chief 

Certificate of Need / Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

Subject: 	Letter of Support: Anne Arundel Medical Center'U Certificate of Need'Application for 

an inpatient Mental Health Unit 

Dear Mr. McDonald: 

As an employee of AAMC, I appreciate the opportunity to offer mysupport for Anne Arundel Medical 

Center's (AAMC).Certiffcate of Need application•to establish an inpatient mental health unit. I am aware 

of AAMC's longstanding commitment to providing critically-needed mental health and substance use 

treatment services to our community. EstabliShing an inpatient mental health unit to complement these 

existing quality services will help meet a growing need. 

As you; know, AAMC is one of the busiest hospitals in Maryland. In 2014, more than 1,000 people who 

came to AAMC's emergency room needing inpatient mental health care were transferred to other 

Maryland facilities. Because of the overwhelming shortage of this type of care, patients often are forced 

to.wait for space to become available, causingdelays in care. 

In response to the community health needs assessment conducted in 2012, the vision for AAMC's 

mental health and substance use program includes coordinated, Individualized, evidence-based care 

plans that put patients on the path to healing and recovery. There are not enough inpatient mental 

health services,available in Anne Arundel County—a critical piece for coordinated care. 

According to Healthy Anne Arundel Coalition's Community Health Needs Assessment, the treatment for 

co-occurring disorders (mental health and substance use) has been fragmented and disconnected. In 

fact, it is the top disparity in Anne Arundel C.ounty. The rates for suicide and binge drinking are higher in 

Anne Arundel County as compared to state and national averages. AAMC is working to address this by 

Anne Arundel Medical Group Mental Health. Specialists, 2635 Rive Road, Suite 108, Annapolis, MD 21401 

~~ ~ ~~~~~ Anne Arundel
~~C Medical -Gran_, .. p

.' ' ' Mental Healt~t Specialists

December 15, 2015

Ksvm R. Mcpanald, Chief

Certificate of Need /Maryland Heath Care Commission

4~.6Q Patterson Ave

Baltirnpre, MD 21215-2299

Subject: Letter of Support. Anne Arundel Medical Center's Certificate of Need'Appiication for

an Inpatient Mental Health Un►t

Dear Mr. McDonald;

As an employee of AAMG, I appreciate the opportunity to offer mysupporC for Anne Arundel Medical

Center's (AAMC)~CerCificate of Need applicatian•ta establish an inpafifent mental health unit. I am aware

of AAMCs longstanding commitment to providing critically -needed mental health and substance use

treatment services to our community. Establishing an inpatient mental health unJt to cbmplem~nt these

~xisiang quality services will he{p meat a growing need.

Rs you. know, ARMC is one of the busiest hospitals in MaryEand. In 2Q14, mare than s,poq people who
came to A/!MC's emergency room needing inpatient mental health care were trattsferl'ed to other

Maryland facilities. seGause of the overwhelming shortage of this type of care,.patients often are forced

ta.wait~for space to became available, causing~delays in care.

In response to khe community health needs assessment conducted ih 2012, the vision for AAMCs

mental health and substance use program includes coordinated, lndivldua(ized, evidence -based care

plans that put patients on the path to healing and recovery. There are not enough inpatient mental

health services,available in Anne lArundal County—a critical piece far coordinated care.

AccardFng to Healthy Anne Arundel Coalition's Community Health Needs Assessment, the treatment far

co-occurring disorders (mental health and substance use) has been fragmented and disconnected. In

fact, it is the top disparity in Anne Arundel County. The rates far suicide and binge drinking are higher in

Anne Arundel County as compared to stag and natinnaf averages, AAMC is working to address this by

Anne Arundel Medical Group Mental Health Specialists, 2635 Riva Raad, Suite 108, Annapolis, MD 21401



increasing access to integrated mental health and substance use treatment for county residents. An 

inpatient mental health unit is one important piece of this. 

Given the outstanding reputation of AAMC and Anne Arundel County's critical lack of access to inpatient 

mental health pr❑grams, I urge the Maryland Health Care Commission to approve AAMC's application to 

provide inpatient mental health care as soon as possible. 

Thank you for your consideration in this very important matter. 

Sincerely 

CAA.A.i,R
1 
 fi1e-LAN 

cc: Anne Arundel Medical Center 

Anne Arundel Medical Group Mental Health Specialists, 2635 Riva Road, Suite 108, Annapolis, MD 21401 

increasing access to integrated mehtal health and substance use treatment for cpunty residents. An

inpatient mental heath unit is nne Important piece of this.

Given the outstanding reputation of RAMC and Anne Arundel County's critics! lack df access to inpatient

mental health pr❑grams, I urge the Maryland Health Care Commission to approve AAMC's application to

provide inpatient mental health care as soon as possible.

Thank you for your consideration in this very important matter,

Sincerely

C' ~"' ,. 1 ~'~
cc: Anne Arundel Medical Center

Anne Arundel Medical Group Mental Health SpeciaEists, 2535 Riva Road, Swite 1Q8, Annapolis, Ma 21401



December 15, 2015 

Kevin R. McPonald, Chief 

Certificate of Need / Man/land Health Care Commission 

4160 Patterson Ave 

Baltimore, M D 21215-2299 

Anne Arundel • 
Medical Group 
Mental Health Specialists 

  

   

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for 

an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

As an employee of AAMC, I appreciate the opportunity to offer my support for Anne Arundel Medical 

Center's (AAMC) Certificate of Need application to establish an inpatient mental health unit. I am aware 

of AAMC's longstanding commitment to providing critically-needed mental health and substance. use 

treatment services to.our community. Establishing an inpatient mental health unit to complement these 

existing quarity services will help meet a growing need. 

As you know, AAMC is one of the busiest hospitals in Maryland. In 2014, more than 1,000 people who 

came to AANICs emergency room needing inpatient mental health care were transferred to other 

Maryland facilities. Because of the overwhelming shortage of this type of care, patients often are forced 

to wait for space to become available, causing delays in care. 

In response to the community health needs assessment conducted in 2012, the vision for AAMC's 

mental health and substance use program includes coordinated, individualized, evidence-based care 

plans that put patients on the path to healing and recovery. There are not enough inpatient mental 

health services available in Anne Arundel County—a critical piece for coordinated care. 

According to Healthy Anne Arundel Coalition's Community Health Needs Assessment, the treatment for 

co-occurring disorders (mental health and substance use} has been fragmented and disconnected. In 

fact, it is the top disparity, In Anne Arundel County. The rates for suicide and binge drinking are higher in 

Anne Arundel County as compared to state and national averages. AAMC is working to address this by 

Anne Arundel Medical Group Mental Health Specialists, 2635 Riva Road, Suite 108, Annapolis, MD 21401 

-~~ ~~- AnneArundel.
~~~ ~Vledical Grou

Mental Heal#li Specialists

December 15, 2015

Kevin R, McDonald, Chief
Certificate of Need /Maryland Health Care Commission
4160 Patterson Ave
6altimore,,M,D 21215-2299

Subject: Letter of Supgort: Anne Arundel Medical Center's Certificate of Need Application for
an inpatient Mental Health Unit

pear Mr. McDonald:

As an employee ofAAMC, I appreciate the opporCunity to offer my suppork for Anne Arundel Medical
Center's (RAMC) Certificate of Nead application~to estabSish an inpatient mental health unit, ! am aware
of AI~MC's longstanding commitment.to providing critically -needed mental heath and substance use
treatment services ko.aur community, Estabfi§hind an inpatPent mental health unit to complement these
existing quality. services will he(p meet a growing need.

As you know, AAMC fs one oPthe busiest hospitals 1n Maryland. In:2014, mare than 1,00t~ people who
came to AAMCs emergency room needing inpatf~nt mental health care were transferred to other

Maryland facilities. Because of the overwhelming shortage of this type of care, patients often are forced

to.wait far space to became available, causing delays fn care.

In response to the community health needs assessment conducted to 2oa.z, the vision for AAMCs
mental health and substancE use program includes coordina#ed, individualized, evidence -based care
plans that prat patients an the path to healing and recovery. mere are not enough inpatient mental
healCh services available in Anne Arundel County—a cr+tical piece far coordinated care:

According to Healthy Anne Arundel Goa(itian's Community Health Needs Assessment, the treaimenC far
Ga-occurring disorders (mental health and substance use} has been fragmented and disconnected. In
fact, it is the top disparity, in Anne Arundel County, The rates for suicide and binge drinking are higher in
Anne Arundel County as compared to stars and national averages. RAMC is working to address this by

Anne Arundel Medical Group Mental Health Speclaftsts, 2635 Riva Road, Suite 108, Annapolis, MD 21 01



increasing access to integrated mental health and substance use treatment for county residents. An 

inpatient mental health unit is one important piece of this, 

Given the outstanding reputation of AAMC and Anne Arundel County's critical lack of access to inpatient 

mental health prbgrams, I urge the Maryland Health Care Commission to approve AAMC's application to 

provide inpatient mental health care as soon as possible. 

Thank you for your consideration in this very important matter. 

Sincerely 

cc: Anne Arundel Medical Center 

Anne Arundel Medical Group Mental Health Specialists, 2635 Riva Road, Suite 108, Annapolis, MD 21401 

increasing access to Integrated mental health and substance use treatment far county residents. An

inpatient mental health unit is ane important piece of this,

Given the outstanding reputation of AAMC and Anne Arundel County's ~ritic~l lack of access to inpatient
mental health programs, I urge the Maryland Health Care Commission to approve AAMC's application to
provide inpatient mental health care as soon as possible.

Thank you for your consideration in this very important matter.

Sincerely

cc: A»ne Arundel Medial Center

Anne Arundel Medical Group Mental Health Specialists, 2635 Riva Raad, Suite 108, Annapolis, Md 21,401



Anne Arundel 
Medical.Group 
Mental Health Specialists 

December 15, 2015 

Kevin R. McDonald, Chief 

Certificate of Need / Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD :21215-2299 

Subject: 	Letter of Support: Anne* Arundel Medical Center's Certificate of Need Application for 

an Inpatient Mental Health Unit 

Dear Mr.McDonald: 

As an employee of AAMC, I appreciate the opportunity to offer my support for Anne Arundel Medical 

Center's (AAMC) Certificate'of Need applicatiOn to establish an inpatient mental health unit. I am aware 

of AAMC's longstanding commitment to providing critically-needed mental health and substance use 

treatment services to our community. Establishing an inpatient mental health unit to complement these 

existing quality services will help meet a growing need. 

As you:know, AAMC is one of the busiest hospitals in Maryland. In,2014, more than 1,000 people who 

came to AAMC's emergency room needing inpatient mental health care were transferred to other 

Maryland facilities. Because of the overwhelming shortage of this type of care, patients often are forced 

to wait for space to become available, causing delays in care. 

In response to the community health needs assessment conducted in 2012, the vision for AAMC's 

mental health and substance use program includes coordinated, individualized, evidence-based care 

plant that put patients on the path to healing and recovery. There'are not enough inpatient mental 

health services available in Anne Arundel County—a critical piece for coordinated care. 

According to Healthy Anne Arundel Coalition's Community Health Needs Assessment, the treatment for 

co-occurring disorders (mental health and substance use) has been fragmented and disconnected. In 

fact, it is the top disparity in Anne Arundel County. The rates for suicide and binge drinking are higher in 

Anne Arundel County as compared to state and national averages. AAMC is working to address this by 

Anne Arundel Medical Group Mental Health SpecialiSts, 2635 Riva Road, Suite 108, Annapolis, MD 21401 

Anne Arundel
~~~ ~led~cal..Grou.., p

Mental He~~th Specialists

December 15, 20.5 -

Ksvin R. McDonald, Chief

Certificate of Need /Maryland Nealth Gare Commission
416D Patterson Ave
Baltimore, MD2127,5-2299

5ubJect: fetter of Support: Anne Arunde{ Medical Center's Certiflca#e of Need Application for

an Inpatient Mental Health Unit

Dear Mr..McDonald:

As an employes 4f AAMC, I appreciate the op'portun(ty to offer my support for Anne ArundeS M~d~cal
Center's ~AAMC).Cerkificate~af Need applieati4n to esta6fish an inpatient rnenYal healCh un1t. f am aware
of AAMCs longstanding commitment to prautdfng critically -needed mental health and substance use
treatment services to our community. EsCablishi»g an inpakient mental health unit to complement these
existing quality services will help meet a growing need.

As you:kr►ow, AAMC is one of the busiest hospitals in Maryland, In.2014, more than ~;,~QO_people who

came to AAMC's emer$ency~room needing inpatient mental health care were transferred to other

Maryland faciliCies. Because of the overwhelming shortage of this type of care, patients often are forced
to wait~far space to become availab{e, causing delays in care.

In response to the community health needs assessment conducted in 2012, the vision far AAMC's
mental health and substance use prpgram includes coordinated, individualized, evidence -based care
plans that put patien#s on the path to healing and recovery. There'are not enough inpatient mental
health services available in Anne Arundel Caunty~--a G'ritical piece for coordinated care.

AcG4rding to H~afthy Anne Arundel Coalition's Community Health Needs Assessment, the treatment for
co-occurring disorders (mental h~alkh and substance use) has been fragmented and discannec#'ed. In
fact, it is the top disparity. in Anne Arunde(County. The rates forsuicide and binge drinking are higher in
Anne Arundel County as compared to state and natdonal averages. AAMG is working to address this by

Anne Rrundel Medical Group Mental Health Specialists, 2635 Riva Road, Suite 108, AnnapaNs, MD 214Q1



cc: Anne Arundel Medical Center 

increasing access to integrated mental health and substance use treatment for county residents. An 

inpatient mental health unit is one important piece of this. 

Given the outstanding reputation of AAMC and Anne Arundel County's critical lack of access to inpatient 

mental health programs, I urge the Maryland Health Care Commission to approve AAMC's application to 

provide inpatient mental health care as soon as possible. 

Thank you for your consideration In this very Important matter. 

Anne Arundel Medical Group Mental Health Specialists, 2635 Riva Road, Suite 108, Annapolis, MD 21401 

increasing access to integrated mental •health and substance use fireatment for county residents. An

inpatient mental health unit is ane important piece of this.

~'iven the outstanding reputation of AAMC and Anne Arundel County's critical lack of access to inpatient
rn~ntal health programs, I urge the Maryland Health Care Commission to approve AAMC's application to

provide inpatient mental health care as soon as possible.

Thank you for your consideratt~n Jn this very Important matter.

cerel

~_ ~ l ~,~,
cc: Anne Arundel Medical Center '

Anne Arunde) Medical Group Mental Health Specialists, 2635 Riva Road, Suite 108, Annapolis, MD 214Q1



Anne. Arundel 
Medical Group 
Mental Health Specialists 

December 15,2015 

Kevin R. McDonald, Chief 

Certificate of Need./ Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

subject: 	Letter of Support; Anne Arundel Medical Center's Certificate of Need Application for 

an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

As an employee of AAMC, I appreciate the opportunity to offer my.support for Anne Arundel Medical 

Center's (AAMC) Certificate of Need application to establish an Inpatient mental health unit. I am aware 

of AAMC's longstanding commitment to providing critically-needed mental health and substance use 

treatment services to, our community. Establishing an inpatient mental health unit to complement these 

existing quality services will help meet a growing need. 

As you-know, AAMC is one of the busiest hospitals in Maryland, In 2014, more than 1,000 people who 

came to AAMC's emergency room needing inpatient mental health care were transferred to other 

Maryland facilities. Because of the overwhelming shortage of this type of care, patients often are forced 

to wait for space to become available, causing delays in care. 

In response to.the community health needs assessment conducted in 2012, the vision for AAMC's 

mental health and substance use program includes coordinated, individualized, evidence-based care 

plans that put patients on the path to healing and recovery. There are not enough inpatient mental 

health services available In Anne Arundel County—a critical piece for coordinated care. 

According to Healthy Anne Arundel Coalition's Community Health Needs Assessment, the treatment for 

co-occurring disorders (mental health and substance use) has been fragmented and disconnected. In 

fact, It is the top disparity in Anne Arundel County. The rates for suicide and binge drinking are higher In 

Anne Arundel County as compared to state and national averages. AAMC is working to address this by 

Anne Arundel Medical Group Mental Health Spe-cialists, 2635 Riva Road, Suite 10$, Annapolis, MD 21401 

Anne.Arundel
~~~ Medical.Grou. P

Menta(He~lfh Sp~ciatists

December Z5, 2015

Kevip R. M~ponald, Chief
Certificate of Need /Maryland Health Care Commission
41.60 Patterson Ave
Baltimore, MD 21215-2299

Subject: Letter of Support; Artne Arundel Medical Centers C~rtificata of 1~esd Application for
an Inpatient Mental Health Unit

Dear Mr. McDonald:

As an employee of~AAMC, I appreciate the apportunfty to o€f~r my~supp4rt for Anne Arundel Medical
Center's (AAM.C) Gerti#icate of Need application to.establisit an Inpatient mental heaikh unik, I am aware
of AAMCs longstanding commitment to providing critically -needed mental~he~fth and substance use
treatment services to. our community. Establishing an Inpatient mental health unit to~cbmplement these
existing qua}ity services will help meet a growing need.

As you know, RAMC is one of the busiest haspitals in Maryland, In 2014, mare than 1,000 people who
came to AAMC's emergettcy room needing inpatient mental health care were transferred to other
Maryland facilities. Because o~ the overwhelming shortage of this type of care, patients Often are forced
to wait far space to become available, causing delays in care.

In response to~the community health needs assessment conducted in zo12, the vision fnr AAMCs
mental health and substance use program includes coardinated, individualized, evidence -based care
plans that put patients on the path ka heeling and recovery. There'are not enough Inpatient mental
health services:available in Anne Arundel County—a critical piece far coardiriated care.

According to Healthy Anne Arundel Coalition's Community Health Needs Assessment, the treatment far
co-occurring disorders {mental health and substance use} has been fragmented and disca~n~cted, In
fact, it is the top disparity in Anne Arundel County. Thy rates far suicide end binge drinking are higher 1n
Anne Arunde3 County as compared tp state and national averages. AAMC is working to address this by

Anne Arundel Medical Graup Mental Health Specialists, 2635 Riva Read, Suite 10$, Annapolis, MQ Z1401



increasing access to Integrated mental health and substance use treatment for county residents. An 

inpatient mental health unit is one important piece of this. 

Given the outstanding reputation of AAMC and Anne Arundel County's critical lack of access to inpatient 

mental health programs, I urge the Maryland Health Care Commission to approve AAMC's application to 

provide inpatient mental health care as soon as possible. 

Thank you for your consideration in this very Important matter, 

Sincerely 

cc: Anne Arundel Medical Center 

Anne Arundel Medical Group Mental Health Specialists, 2635 Riva Road, Suite 108, Annapolis, MD 21401 

increasing access to lritegrated mental health and substance use treatment for county residents. An

inpatient mental hea{th unit is one important piece ofthis. ~

liven the outstanding reputation of RAMC and Anne Arundel Gaunty's critical lack of access to inp~tient~

mental health programs, I urge the Maryland Health Care Commission to approve AAMC's application to

provide inpatient mental health care as soon as possible.

Thank you for ypur consideration in this very Important matter,

Sincerely

" 4 ~ ~~
r

cc: Anne Arundel Medical Center

Anne Arunde(Medical Group Mental Health Specialists, 2635 Riva Read, Suite 108, Annapolis, MD 21407.



Anne:Arundel 
Medical Group 

• Mental Health Specialists 

December 15,2015 

Kevin R. McDonald, Chief 

Certificate of Need / Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD 21215-2299 

Subject 	Letter of Support: Anne Arundel Medical Center's certificate of Need Application for 

an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

As an employee of AAMC, I appreciate the opportunity to offer mysupport for Anne Arundel Medical 

Center's (AAMC),Certificate of Need application to establish an Inpatient mental health unit. I am aware 

of AAMC's longstanding commitment to providing critically-needed mental health and substance use 

treatment services to our community, Establishing an inpatient mental health unit to complement these 

existing quality services will help meet a growing need. 

As ypu.know, AAMC is one of the busiest hospitals in Maryland. In 2014, more than Lova people who 

came to AAMC's emergency room needing inpatient mental health care were transferred to other 

Maryland facilities. Because of the overwhelming shortage of this type of care, patients often are forced 

to waft for space to become available, causing delays in care. 

In response to the community health needs assessment conducted in 2012, the vision for AAMC's 

mental health and substance use program Includes coordinated, Individualized, evidenee-based care 

plans that put patients on the path to healing and recovery. There are not enough inpatient mental 

health services available in Anne Arundel County—a critical piece for coordinated care. 

According to Healthy Anne Arundel Coalition's Community HealtliNeeds Assessment, the treatment for 

co-occurring disorders (mental health and substance use) has been fragmented and disconnected. In 

fact, it is the top disparity irrAnne Arundel County. The rates for suicide and binge drinking are higher in 

Anne Arundel County as compared to state and national averages. AAMC is wor•king'to address this by 

Anne Arundel Medical Group Mental Health Specialists, 2635 Riva Road, Suite 108, Annapolis, MD 21401 

~~~ Anne.~Arundel
~~~ Medical Gra~u... .. P

Mental Heatth Specialists

pecember 15, 20.5

Kevin R. McDonald, Chief
Certificate of Need j Maryland Health Care Commission
4160 Patterson Ave
Baltimore, MD 21215-2299

Subject t~~tter a#Support: Anna Arundel Medica{ Center's Gertifi~ate of NRed Applicat's4n for

an Inpatient Mentat Health Unit

Dear Mr. McDonald:

As an employee of~AAMC, I appreciate the opportunity to offer my~support for Anne Arundel Medical

Center's (AAMC),Certtficate of Need application to establish an inpatient msnkal health unit. I am aware

of AAMCs fon$standing commitment to providing criticaAy-needed mental f~ealth and substance use

treatment services to our community, Establishing an inpatient mental health unit to complement these

existing quality~services wi11 help meet a gro~nring need.

As you, know, ,~1AMC is one of the busiest hospitals in Maryland. In 2014, mare than 1,OD0 people who
came to AAMC's emergency room needing inpatient mental health carp w~r~ transferred to other
Maryland facilit(ss. Because of the overuvhsfming shortage of xhis kype of Gare, patients often are forced
to waft for space to becpme availablE, causing delays in care.

!n response to the community health needs assessment conducted in 2012, the vision for AAMCs
mental health and substance use program lnclud~s Gaardtnatsd, Individualized, evidence -based care
pEans that put patients on the path to healing and recovery. There are not enough inpatient mental
health services available in Anne Arundel County—a critics) pi~cs for Caardinat~d carp.

According to Healthy Anne Arundel Coalition's Community Health'Needs Assessment, the treatment far
co-occurring disorders {mental health and subsCance.use) has been fragmented and disconnected. !n
fact, it is the top disparity in~Anne Arundel County. The rates for suicide and binge drinkir►g are higher in
Anne Arundel County as compared to state and national averages. AAMC is w4r•king'ta address this by

Anne Arundel Medical Group Mental Health Specialists, 2635.Riva load, Suite X08, Annapolis, MD 21401



Sincerely 

increasing access to integrated mental health and substance use treatment for county residents. An 

inpatient mental health unit is one important piece of this. 

Given the outstanding reputation of AAMC and Anne Arundel County's critical lack of access to inpatient 

mental health programs, I urge the Maryland Health Care Commission to approve AAMC's application to 

provide inpatient mental health care as soon as possible. 

Thank you for your consideration In this very impOrtant matter. 

cc: A ne Arundel Medical Center 

Anne Arundel Medical Group Mental. Health Specialists, 2635 Riva Road, Suite 108, Annapolis, MD 21401 

increasing access to integrated mental health and substance use treatment for county residents. An

inpatieht mental heaEth unit is one important piece of this.

Given the outstanding reputation of AAMC and Anne Arundel County's triticel I~~k of access to inpatient

mental health programs, I urge the Maryland Health Care Commission to approve AAMC's application to

provide Inpatient mental health care as soon as possible.

Thank you far your consideration En this vary important matter.

Sincerely

V ~~

cc: A n~ Arundel Medical Center

t

Anne Arundel Medical Group Mental. Health Specialists, 2635 Rlva Road, Suite 108, Annapolis, MA 214tl1



i1 Anne Arundel 
Medical Group 
Mental Health Specialists 

December 15, 2015 

Kevin R. McDonald, Chief 

Certificate of Need / Maryland Health Care Commission 

4160 Patterson Ave 

Baltimore, MD•21215-2299 

Subject; 	Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for 

an Inpatient Mental 'Health Unit 

Dear Mr. McDonald: 

As an employee of AAMC, I appreciate the opportunity to offer my support for Anne Arundel Medical 

Center's (AAMC)•Certificate of Need application to establish an inpatient mental health unit. I am aware 

of AAMC's longstanding commitment to providing critically-needed mental health and substance use 

treatment services to our community. Establishing an inpatient menial health unit to complement these 

existing quality services will help meet a growing need. 

As. you. know, AAMC is one of the busiest hospitals in Maryland. In.2014, more than 1,000 people who 

came to AAMC's emergency room needing inpatient mental health care were transferred to other 

Maryland facilities, Because of the overwhelming shortage of this type of care, patients often are forced 

to wait for space to become available, causing delays in care. 

In response to• the community health needs assessment conducted in 2012, the vision for AAMC's 

mental health and substance use program includes coordinated, individualized, evidence-based care 

plans that put patients on the path to healing and recovery. There are not enough Inpatient mental 

health services available in Anne Arundel County—a critical piece for coordinated care. 

According to Healthy Anne Arundel Coalition's Community Health Needs Assessment, the treatment for 

co-occurring disorders (mental health and substance use) has been fragmented and disconnected. In 

fact, it is the top disparity in Anne Arundel County. The rates for suicide and binge drinking are higher in 

Anne Arundel County as compared to state and national averages. AAMC is working to address this by 

Anhe Arundel Medical Group Mental Health Specialists, 2635 Riva Road, Suite 108, Annapolis, MD 21401 

- ~ ~ ~~~~~ Anne Arundel
~~~ Illledica.~ Grou

MentaE: Heat~ti Specialists

DQcember 1S. 2015 .

Kevin R. McDonaid, Chfef
Certificate of Need /Maryland Mealth Care Commission
4160 Patterson Ave
Baltimore, MD•Z1215-2299

Subject; letter of Support: Anne Arundel Msdicaf Center's Certifica#e 4f NQed Application for
an Inpatient Mental Health unit

Dear Mr. McDonald:

As an employee of•AAMC, ! appreciate kh~ opportunity t4 offer my support for Anne Arundel Medical ',
Center's ~AAMC).Certificate of Need appficatian~to establish an 1n~atfent mental health unit. I am aware
of AAMG's longstanding cAmmitm~nt to Providing critically -needed menta(healt~ and substance use
treatment services ta.aur community. ~stabiishing an inpatient menta{ heaEth unit to complement these
existing quality~services wf11 help meet a growing need.

As you.know, AAMC is Qtie of the busiest h4spitels in Maryland, In:201A, more than 1,000 people who
came to AAMC's emergency room needing inpatient manta! health care were transferred to other
Maryland facilities. Because of the overwhelming shortage of this type Af care, patients often are forced
to wait far space to become available, causing delays in care.

fn response to• the community health needs assessment• conducted in 2Q~.2, the uisian for AAMCs
mental health and substance use program includes coordinated, individualized, evidence -based care
plans Chat put patients on the path to healing and recovery. There ors not enough Inpatient mental
healtft service$.available in Anne Arundel County --a critEcai piece for coordinated care,

According to Healthy Anne Arundel Coalition's Community Health Needs Assessment, the treatment for
ca -occurring disorders (mental healkf~ and Substance use} has been fragmented and disconn~c~ed. In
fact, it is the top disparity in Anne Arundel County. Thy races for suicide and binge drinking are higher in
Anne Arundel Counky as cpmpared to state and national averages. AAMC is working to address this by

Anna Arund~) Medical Group Menfial Health Specialists, 2635 Riva Road, Suite 1Q~, Annapolis, Mn 2.1401



Sincerely 

cc: Anne Arundel Medical Center 

increasing access to integrated mental health and substance use treatment for county residents. An 

inpatient mental health unit is one important piece of this. 

Given the outstanding reputation of AAMC and Anne Arundel County's critical lack of access to inpatient 

mental health programs, I urge the Maryland Health Care Commission to approve AAMC's application to 

provide inpatient mental health care as soon as possible. 

Thank you for your consideration In this very important matter. 

Anne Arundel Medical Group Mental Health Specialists, 2635 Riva Road, Suite 108, Annapolis, MD 21401 

increasing access to integrated mental health and substance use treatment fnr county residents. An

inpatient mental health unit is one important piece o~thls.

Given the outstanding reputation of RAMC and Anne Arundel County's critical lack of access to inpatEent

rnentai health programs, !urge the Maryland Health Care Commission to approve AAMC's application to

provide inpatient mental health care as soon as poss)ble.

Thank you for your consideration in this very important matter.

Sincerely

cc: Anne Arunde{ Medical Ce

Anne Arundel Medical Group Menta) Health Specialists, 2635 Riva Road, Suite 108, Annapolis, MD 21401



Anne Arundel 
IL 	Medical Center 

2001 Medical Parkway 

Annapolis, MD 21401 

443-481-woo 

TDD: 443-481-1235 

www,aahs,org 

March 25, 2016 

Kevin R. McDonald, Chief 

Certificate of Need 

Maryland Health Care Commission 

4160 Patterson Avenue 

Baltimore, MD 21215-2299 

Subject: 	Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for 

an Inpatient Mental Health Unit 

Dear Dr. McDonald: 

I am writing to offer my strong support for the Certificate of Need application submitted by Anne 

Arundel Medical Center (AAMC) to establish an inpatient mental health unit. This type of service is 

critically needed in our region. 

I have practiced medicine in Anne Arundel County for 40 years and recognize the need for mental health 

and substance abuse services. While I utilize the current substance abuse facility for my patients, finding 

inpatient care for those with mental health problems is always challenging. 

Referral and treatment of these patients becomes a difficult process with inadequate treatment and 

untimely referrals. Acute issues require sending patients to the ED where their disposition and the 

inpatient treatment they need often is delayed for days. Final admission is normally at a far away 

institution where follow- up care is almost non-existent. 

My role has changed now from a practicing primary care physician to Chairman of the Department of 

Medicine at AAMC, The mental health service is within my department and I experience now the 

frustration and difficulty these patients have on a daily basis. Delay in service, inadequate treatment 

until inpatient beds can be found and, finally, treatment in hospitals far away from their communities 

occur in record numbers. 

I understand and appreciate that the Maryland Health Care Commission (MHCC) must approve hospitals 

in Maryland that seek to provide inpatient mental health services. I fully support this project, and hope 

the MHCC will see the value and benefit of AAMC's application to provide this much needed service in 

my community. 

Thank you in advance for your consideration. 

Anne Arundel Health System 
	

Anne Arundel Medical Center 
	

Anne Arundel Medical Center Foundation 

Pathways Alcohol & Drug Treatment Program 
	

Anne Arundel Health Care Enterprises 
Anne Arundel Diagnostics 

	
Anne Arundel Real Estate Holding Co. 

L'~~ Medi al Center

zoos Medical Parkway
Annapolis, MD z~goi

443 - 481- ~ooa
TDD: 443 -4$ 1-12 35
www.aahs,org

Kevin R. McDonald, Chief

Certificate of Need

Maryland Health Care Commission

4160 Patterson Avenue

Baltimore, MD 21215-2299

Subject: Letter of Support: Anne Arundel Medical Center's Certificate of Need Application for

an Inpatient Mental Health Unit

Dear Dr. McDonald:

am writing to offer my strong support for the Certificate of Need application submitted by Anne

Arundel Medical Center (AAMCj to establish an inpatient mental health unit. This type of service is

criCically needed in our region.

have practiced medicine in Anne Arundel County for 40 years and recognize the need for mental health

and substance abuse services. While I utilize the current substance abuse facility for my patients, finding

inpatient care for those with mental health problems is always challenging,

Referral and treatment of these patients becomes a difficult process with inadequate treatment and

untimely referrals. Acute issues require sending patients to the ED where their disposition and the

inpatient treatment they need often is delayed for days. Final admission is normally at a far away

institution where follow- up care is almost non-existent.

My role has changed now from a practicing primary care physician to Chairman of the Department of

Medicine at AAMC, The mental health service is within my department and I experience now the

frustration and difficulty these patients have on a daily basis. Delay in service, inadequate treatment

until inpatient beds can be found and, finally, treatment in hospitals far away from their communities

occur in record numbers.

understand and appreciate that the Maryland Health Care Commission (MHCC) must approve hospitals
in Maryland that seek to provide inpatient mental health services. 1 fully support this project, and hope
the MHCC will see the value and benefit of AAMC's application to provide this much needed service in
my community.

Thank you in advance for your consideration.

Art rte Afundel He81th System Anne Arundel Medical Center Anne Arundel Medical (enter Foundation
Pathways Alcohol & prug Treatment Program Anne Arundel Health Care Enterprises
Anne Arundel Diagnostics Anne Arundel Real Estate Holding Cu,



Sincerely, 

George S 	aras, M.D., F.A.C.P. 
	CA/I./A_ cAA.A/jA 

Chairman, Department of Medicine 

I 

Sincerely,

~-~- au-~'(..~
George S aras, M.D., F.A.C,P.

Chairman, Department of Medicine



Payors



Chet Burred
President and GhieP Executive Officer

Care~irst B1ueCross Blue9hleld
1541 S. CUntan Street; l7i° Flaor
Baltimore, MD 2~f224-5744
7e1: 410-605-2558
Fax:410-781-7606
chef,burreli@carefitst.aom

March 24, 2A16

~~~`~ 1~"S a. ~~~'~'

Kevin R, McDonald, Chief
Cer#i~cate of Need
Maryland Health Care Commission
4160 Patterson Avenue
~aitimore, MD 21215-2299

Subject: Anne Arundel Medical Center's Certificafe of Need (CON) Application for
an Inpatient Mental Health Unit

Dear Mr, Mcaonaid,

CareFirst BlueCross BlueShiel~ strongly suppprts AAMC's application far inpatient
mental health. beds and urges the MHCC to give serious consideration to this request
that will provide needed services to many citizens within the State.

The diagnosis and trey#ment of mental health and substance abuse conditions are
critical to successful patient centered care coordination and management. We believe
that AAMC offers a cost effective opportunity within the Central Maryland region to
address fihese issues.

Che~iB~F"rell
Pre~~ident & CEQ

CareFirsl BiueCross BlueStY~'d Is an Independent ticensao a(tha 61ua Gross end Blue Shield Assvdalion, ~1 R99islersd Iraciemarh of thV
81ue Cross raid Blue Shield Assalalion. ~1' Registered trademark of CaraFirst of Maryland, lnc.
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JOH\ S HOPKI\S 
MEDICINE 

Ronald R. Peterson 

President 
Johns Hopkins Health System 
The Johns Hopkins Hospital 

Executive Vice-President 
Johns Hopkins Medicine 

December 17, 2015 

Kevin R. McDonald, Chief 
Certificate of Need 
Maryland Health Care Commission 
4160 Patterson Ave 
Baltimore, MD 21215-2299 

RE: 	Anne Arundel Medical Center's Certificate of Need Application for an 
Inpatient Mental Health Unit 

Dear Mr. McDonald, 

I am writing to offer my support for the Certificate of Need application submitted by 
Anne Arundel Medical Center (AAMC) to establish an inpatient mental health unit. 

Currently AAMC provides many of the mental health and substance use services upon 
which the community relies, such as substance use treatment and outpatient mental health 
services. AAMC is developing a psychiatric day hospital treatment program to help meet the 
growing needs of the community. However, without an inpatient mental health unit, patients 
needing that higher level of care must be transferred and often experience detrimental delays in 
treatment as they wait for availability at another facility. I understand that in 2014, more than 
1,000 people came to AAMC's emergency room in need of inpatient mental health care and had 
to be transferred to other Maryland facilities. 

In fact, across the state hospitals struggle to move patients in need of psychiatric care out 
of our emergency departments (EDs) and into an appropriate inpatient setting in a timely 
manner. Many patients spend not just hours, but days in a holding status in the ED waiting for 
an appropriate placement. The days these patients spend in the ED waiting for an inpatient 
placement are very difficult them, pose a significant challenge for ED staff, and impede patient 
through-put. This results in a continual drain of resources just to maintain patients safely while 
they await treatment. 

733 North Broadway, BRB 104, Baltimore, Maryland 21205, 410-955-9540 phone, 410-955-0856 fax rpeters@jhiniodu 

''
~~~

JoH~s Ho~~~~s
M E b I C I N E

Ronald R, i'eterson

President
Johns Hopkins Health System 

DEC0TTI~GT 17 ~~ 15The Johns Hopkins Hospital ~

Executive Vi<e-President
Johns Ho~ldns Medicine

'~evi~a R, McI`ionalci, Chief
Certificate ofNecd
Maryland Health Care Commission
4160 Patt~rso~a Ave
Baltimore, MD 21215-2299

RI;: Anne Arundel Meciicai Center's Certificate of Need A.ppticati~n for ~n

Inpatient Mental HcaIth Unit

Deax Mr. McDonald,

I any writing to offer my support for the Certificate of Need application submitted by
Anne Ari~~~clel Medical Ce~iter (RAMC) to establish ail inpatient mental health unit.

Currently AAMC provides many oi`the n~enCal health acid substa~~ce use se7vices upon
which fl1e community relies, such as substance use treatrnellt and outpatient mental he~ltli
services. RAMC is developing a psychiatric day hospital treatment program to help meet the
growing needs of the comm~.tnity, However; without an inpatient rncntal health unit, p~.tian#s
needing that higher level of care must be transferred and often e.~perience detrimental delays in
treatment as they ~~vait for 1vai11bi1ity at another facility. I understand that in 2014, more than
1,000 people came to AAMC's ernergeiicy room in freed of inpatiezlt mental 17ealth care and had
to be transferred to other Maryland facilities.

In fact, across the state hospitals struggle to move patients in need of psychiatric care out
~f otu ein~rgency dc~al -tments (EDs) ~u1d into an appl~~priate inpatient. setting in a timely
mariner. Mai1y patients spend not just hours, but days in a l~~lding status in the EED waiting for
an appropriate placement. The da~~s these ~~atients spend ir1 the ED waiting for an inpatient
placement are very difficult them, pose a si~mificant challenge far EU staff, and impede patient
through -put. This results iri a continual drain of resources just to maintain patients safely while
t11ey await trcafi~nent.

733 North Broadway, BRB 10~#, Balcimare, Maryland 21205, A10-955-9540 phone, 410-955-085b tax, rpecers@jhmi.edu



Kevin R. McDonald 
December 17, 2015 
Page Two 

Inpatient care can and should be averted whenever possible by having available a robust 
array of outpatient and community-based services, as is present at AAMC. However, an 
inpatient unit is an essential component of the continuum of care, and when needed, it is 
critically important that it be available. An inpatient psychiatric unit at AAMC would create a 
more seamless experience for those needing this level of care and alleviate the burden of being 
held in limbo and ultimately transferred. Given the volume of patients needing this service at 
AAMC and the demand across the state for psychiatric services, there is a significant need for 
this project. 

Thank you for the opportunity to offer my support for Anne Arundel Medical Center's 
certificate of need for an inpatient mental health unit. 

Sincerely, 

/Ronald R. Peterson 

cc: Victoria Bayless 

Kevin R. McDonald

December 17, 2015

Page Two

Inpatiel~t care caza and should be averted whenever possible by havizlg available a robust

array of outpatient az~d community-based services, as is pxesent at AAMC. However, an

inpatient unit is an essential component of the continuum of care, and when needed, it is
cxitically important that it be available, An inpatient psychiatric unit at A.AMC would create a
more seamless experience for those needing this level of care and alleviate the burden of being
held in Limbo and ultilna#ely transferred. Given the valutne of patients needing this service at
AAMC and the demand across the state for psychiatric services, there is a significant need for

this project,

Thank you for the appartunity to offer my support for Anne Arundel Medical Center's

certificate of need for an inpatient mental health Lu1it.

Sincerely,

' ,/~'

/ Konald R. Peterson

cc: Victoria Bayless



Sincerely, 

<7:7 

Steven S. Sharfste , M.D. 
President and Chief Executive Officer 

yV 

Sheppard Pratt 
HEALTH SYSTEM 

We help. You heal 

Office of the President .& 
Chief Executive Officer 
6501 North Charles. Street 
BaLtimore, MD 21204 

Phone: 410.938;3401 
Fax: 410.938.3450 
ssharfstelnasheppardprattOrg 

December 23, 2015 

Kevin R. McDonald, Chief 
Certificate of Need 
Maryland Health Care Commission 
4160 Patterson Avenue 
Baltimore, MD 21215-2299 

RE: Letter of Support for Anne Arundel Medical Center's Certificate of Need Application for an 
Inpatient Mental Health Unit 

Dear Mr. McDonald: 

On behalf of Sheppard Pratt Health System, I am pleased to provide this letter of support for the Certificate of 
Need application submitted by Anne Arundel Medical Center (AAMC) to establish an inpatient mental 
health unit in the Annapolis area. 

As Maryland's largest provider of mental health services, we know firsthand that psychopathology and serious 
comorbid addiction illnesses inform a robust epidemiology in our community. Because the public mental health 
system no longer provides the safety net for individuals whose illnesses require containment and prompt 
stabilization, it has become incumbent on the private sector to provide services needed to assure personal and 
public safety. 

Anne Arundel Medical Center has an active psychiatric emergency room and the need for general adult beds and 
related services in which to stabilize those needing higher levels of care is overdue. 

As a relatively close neighbor resource in Howard County, we look forward to collaboration and leverage of 
synergies that may evolve from such arrangements. We encourage you to endorse this application and create 
more stabilization services for individuals in need of help. 

Sheppard Pratt Health System Sheppard 14 Enoch Pratt Hospital Sheppard Pratt Physicians. RA. The Conference Center at Sheppard Pratt 

~3v£fs~c~ ~~~ •~h~ r~si~9o~~t
tri~~~~ ;~~~~ati~r~ ~~ti~~a~
E~~o~ North Charles Street
BaLtimurn, I~~1D 2i2~~

ss!~<, rfszc~i nt~sh; ~a;s~rc~ ~7r ~~tt.org

Kevin R. McDo~iald, Chief
Certificate of Need
Maryland Health Care Commission
416Q Patterson Avenue
Baltimore, MD 21215-2299

HEALTH SYSTEM

Vie i~el~~, Yc>tt &ti~Lal.

December 23, 2015

RE: Letter of Support for Anne Arundel Medical Center's Certificate of Need Application for an
inpatient Menkal Health Unit

Dear Mr. McDonald:

On behalf of Sheppard Pratt Health System, I am pleased to provide this letter of support For the Certificate o~
Need application submitted by Acne Arundel Medical Center (AAMC) to establish an inpatient mental
health unit in the Aiulapolis area.

As Maxyland`s largest pxovider of mental health services, we know firsthand that psychopathology and serious
eomorbid addiction illnesses inform a robust epidemiology in our commtuiity. Because the public mental health
system no longer provides the safety net for individuals whose illnesses require containment and prompt
stabilization, it has become incumbent on the private sector to provide services needed to assure personal and
public safety.

Anne Arundel Medical Center has an active psychiatric emergency room and the need for general adult beds and
related services in wlaic?n to stabilize those needing higher levels of case is overdue..

As a relatively close neighbor resource in Howard County, we took forward to collaboration and Ieverage of
synergies that may evolve from such arrangements. We encourage you to endorse this application and create
more stabilization services for individuals in need of help.

Sincerely,

Steven S. Sharfste' , M.D,
President and Chief Executive Officer

~I~e~~~ard Pratt H~:alth System : I~icpF~~rcl h~ Enoch i~ratt Ho spital . Shep~~ard Pratt Physicians. F'.A. ~ Thy Conference Center ~t Sheppard ('ratt



mr, aoso Calvert Memorial Hospital 
Tradition. Quality. Progress. 

November 30, 2015 

Kevin R. McDonald, Chief 

Certificate of Need 
Maryland Health Care Commission 
4160 Patterson Avenue 
Baltimore, MD 21215-2299 

Subject: Letter of Support: Anne Arundel Medical Center's Certificate of Need 
Application for an Inpatient Mental Health Unit 

Dear Mr. McDonald: 

I am writing to offer my support for the Certificate of Need application submitted by Anne 
Arundel Medical Center (AAMC) to establish an inpatient mental health unit. 

For many years, AAMC has provided many of the mental health and substance abuse services 
that Calvert County residents use as an additional resource when the Calvert Memorial Hospital 
facility is stretched beyond its capacity. An inpatient mental health unit would create an 
additional referral option for those needing this level of care and alleviate the potential for 
patients to experience detrimental delays in treatment as they wait for availability at another 
facility much farther away from Calvert County than AAMC. 

I understand and appreciate that the Maryland Health Care Commission (MHCC) must approve 
hospitals in Maryland that seek to provide inpatient mental health services. Calvert Health 
System fully supports this project, and hope the MI-ICC will see the value and benefit of 
AAMC's application to provide this much needed service, 

Thank you in advance for your consideration. 

Sincerely 

DEAN A. T AGUE, FACHE 
President CEO 

cc: Anne Arundel Medical Center 

(00 HOSPITAL ROAD ° PRINCE FREDERICK, MD 20678 
410-535-4000 ° 301-855-1012 ° TDD 410-535-5630 www.calverthospital.org  

.~ ~ I r ~~ ,

November 3 0, 2015

Kevin R. McDonald, Chief

Certificate o~Need

Marylaxid Health Care Corlunission

4160 Patterson Avenue

Baltimore, MD 21215-2299

Subject: Letter of Support: Anne Arundel lO~Iedical Center's Certificate of Need

Application for an Inpatient Mental I~ealth Unit

Dear Mr. McDonald:

I am whiting to offer my support for the Certificate of Need application submitted by Anne

Arundel Medical Celiter (AAMC) to establish an inpatient mental health unit.

For many years, RAMC has provided many of the mental health and substance abuse services

that Calvert County residents use as an additional resource when the Calvert Memorial Hospital

facility is stretched beyond its capacity. An inpatient mental. Health unii would create- an

additional refeiral option for those needing-this level of care and alleviate the. potential for

patients to experience detrimental delays in treatment as they wait for mailability ~t another

facility iilucl~ farther away from Calvert County tha~l RAMC.

I understand and appreciate that the Maryland Health Care Commission (MHCC) must approve

hospitals in Maryland that seek to provide inpatient mental health services. Calvert Health

System fully supports this projeeC, and hope the 1VfHCC will see the value and benefit of

AAMC's application to provide this much needed service,

Thank you in advance for your consideration.

Sincerely

-:-

DEAN A. T~ AC~JE, FACHE
Presidelati,& G~EO

cc: Aruze Arundel Medical Center

(OO HOSPTI'tILROAl7 ° 1'RINC:H FREDERCCK, MD 2G(78
410-535-/+0OU ° 3O1-855-1012 TDD 410-535-SG30 ° u~v~v.calvertho~pital,or,;


