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Comments by Maryland House Detox, LLC on the Original Application, First Round of 
Completeness Information, and the Second Round of Completeness Information of the 

CON Application of Baltimore Detox Center 
 
 
Pursuant to COMAR 10.24.01.08(F)(1), Maryland House Detox, LLC (MHD) seeks interested 
party status from the Maryland Health Care Commission (MHCC) in the matter of Docket No. 
18-03-2419 by Baltimore Detox Center (BDC) to establish a Track One 24-bed Intermediate 
Care Facility in Woodlawn, MD.  MHD operates a 16-bed ICF in Linthicum, MD and was 
granted a Certificate of Need (CON) by MHCC on December 15, 2016 in Docket No. 16-02-
2374. 
 
MHD has been awarded numerous executive citations for its work in the community from the 
Governor’s Office of State of Maryland, the Office of Maryland’s US Senator Chris Van Hollen, 
the Anne Arundel County Executive’s Office, and the Anne Arundel County Council (Appendix 
A).  Consistent with its approved CON, day-to-day operations, and corporate mission, MHD 
fully supports the expansion of substance use disorder (SUD) treatment in the state of Maryland.  
However, it is concerned that the proposed project by BDC fails to comply with numerous CON 
review criteria, and opposes the approval of the CON application.  Pursuant to COMAR 
10.24.01.08(F)(2)(a)(ii), BDC has failed to meet the following standards in COMAR 
10.24.01.08(G)(3) throughout numerous application and completeness responses: 
 

(a) State Health Plan. An application for a Certificate of Need shall be evaluated 
according to all relevant State Health Plan standards, policies, and criteria. 
 
(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. 

 
(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. 

 
COMAR 10.24.01.08(G)(1) states that “in proceedings on a Certificate of Need application, the 
burden of proof that the project meets the applicable criteria for review, by a preponderance of 
the evidence, rests with the applicant.”  The incomplete and inaccurate information provided by 
BDC in its application and completeness responses is at its best careless and at its worst 
negligent or misleading.  Through the careful and watchful application of industry best practices, 
simple arithmetic, and the requirement for complete information, BDC fails to meet the burden 
of proof for these standards and should by denied a CON. 
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MHD Qualifies as an Interested Party to the BDC Application 

 
Pursuant to COMAR 10.24.01.01(B)(20)(e), MHD qualifies as an interested party to the BDC 
application as “a person who can demonstrate to the reviewer that the person would be adversely 
affected, in an issue area over which the Commission has jurisdiction, by the approval of a 
proposed project.”   
 
For the reasons found in COMAR 10.24.01.01(B)(2)(a), MHD is defined as an adversely 
affected person because it “is authorized to provide the same service as the applicant, in the same 
planning region used for purposes of determining need under the State Health Plan or in a 
contiguous planning region if the proposed new facility or service could reasonably provide 
services to residents in the contiguous area”.  MHD provides the same service as BDC operating 
as an ASAM level III.7.WM (formerly designated III.7.D.) Intermediate Care Facility (ICF) for 
the purposes of performing medically monitored inpatient detoxification, in the same Central 
Maryland Planning Region in which BDC proposes its facility. 
 
Additionally, for the reasons found in COMAR 10.24.01.01(B)(2)(d), MHD is defined as an 
adversely affected person because it “can demonstrate to the reviewer that [it] could suffer a 
potentially detrimental impact from the approval of a project before the Commission, in an issue 
area over which the Commission has jurisdiction.”  As BDC has alarmingly failed to produce a 
viable staffing standard, MHD along with all other operators of SUD treatment ICFs in the state, 
stand to suffer detrimental staffing and consequently volume impacts if BDC is approved – areas 
over which the Commission has jurisdiction.  BDC has not met the burden of proof that it can 
operate a viable facility, thus if BDC is approved to operate in the state of Maryland, all SUD 
ICFs (including MHD) will be harmed as public and industry confidence in the quality of SUD 
ICF treatment will dwindle.  A letter signed by 12 SUD providers operating in the State of 
Maryland has previously been furnished to MHCC outlining industry concerns of BDC’s 
operations. 
 
MHD is vigilant to highlight that the following errors, omissions, and facts in BDC’s application 
– that evaluated individually are cause for major concern – viewed in their totality demonstrate 
that BDC is not qualified to operate an ICF in the State of Maryland, has not met the burden of 
proof that for the applicable criteria for review, and should be denied a CON.  MHD submits the 
following comments as an interested party to BDC’s CON application. 
 
 
COMAR 10.24.01.08(G)(3)(a):  State Health Plan. An application for a Certificate of Need 

shall be evaluated according to all relevant State Health Plan standards, policies, and 
criteria. 

 
10.24.14.05(M). Sub-Acute Detoxification.  An applicant must demonstrate its capacity to 
admit and treat alcohol or drug abusers requiring sub-acute detoxification by documenting 
appropriate admission standards, treatment protocols, staffing standards, and physical 
plant configuration. 
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Throughout its application process, BDC fails to demonstrate that it has the capacity to admit and 
treat alcohol or drug abusers requiring sub-acute detoxification by documenting appropriate 
staffing standards.  Perhaps one of the most alarming elements of BDC’s CON application is the 
staffing standards displayed in the CON Table Package, Table E – Workforce Information.  The 
most recent submission of staffing standards is found in BDC’s Completeness Response # 1 
dated July 25, 2018 under Attachment 18.   
 

Staff	 Count	
CEO	 1.0 

COO	 1.0 

Clinical	Director	 1.0 

Compliance	Officer	/	QA	/	HR	 1.0 

Director	of	Admissions	 1.0 

Outreach	Coordinators	 3.0 

Total Administration 8.0 

Direct Care Staff (List general 
categories, add rows if needed)   

Medical	Director	 1.0 

Director	of	Nursing	RN	 1.0 

Nurse	RN	 6.0 

Clinician	 1.0 

Total Direct Care 9.0 

Support Staff (List general 
categories, add rows if needed)   

Admission	/	Insurance	 1.0 

Intake	Coordinator	 1.0 

Case	Manager	 1.0 

Maintenance	Tech	 1.0 

Behavioral	Health	Tech	 11.0 

Total Support 15.0 
REGULAR EMPLOYEES 
TOTAL 32.0 

 
 
BDC plans for and submits a staffing standard that is out of touch with the quantity and classes 
of staff required to safely and effectively operate an ICF.  It is ineffectual and renders the 
proposed project non-operational as detailed in the discussion below.   
 
As medically monitored inpatient treatment is the most complex level of SUD care licensed 
outside of a hospital setting, widely accepted best practices and regulatory guidelines dictate that 
the staffing standards focus on the medical component of care and not simply clinical therapy.  
COMAR 10.63.03.14(C) states that Medically Monitored Services: 
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C) A residential-intensive level 3.7 program shall employ a physician, nurse practitioner, or 
physician assistant who: 

1. Assesses each patient in person within 24 hours of admission or earlier, if 
medically necessary; 

2. Assesses each patient thereafter, as medically necessary; and 
3. Is available to provide on-site monitoring of care and further evaluation on a 

daily basis. 

And COMAR 10.47.02.09(E) states that Medically Monitored Services require: 
 

 (2) Physician, Physician Assistant, or Nurse Practitioner Services. 
(d) A physician or physician assistant shall provide on-site monitoring and 
further evaluation of patients undergoing detoxification on a daily basis 
 

And COMAR 10.47.02.09(C) states that a program shall have: 
 

(4) On-site physician, physician assistant, or nurse practitioner coverage available to 
provide initial assessment and documented referral for care, and to monitor progress in 
treatment; 
(5) A physician on call 24 hours a day 
(6) Nursing services, between 7 a.m. and 11 p.m., 7 days a week, including: 

(a) 8 hours a day, 5 days a week coverage by a registered nurse; and 
(b) The remainder of coverage by a licensed practical nurse 

 
In addition to regulatory statues, insurance companies develop and employ standards of care that 
are providers are required to comply with in order to be reimbursed.  As an example, Cigna 
Insurance Guidelines have a description of Inpatient Substance Use Detoxification (p.57 
Appendix B) that requires:  
 

Appropriate medical professionals are available, including physician visits at least once 
each day and 24-hour nursing staff monitoring” and has expectations of Inpatient 
Substance Use Detoxification (p.58) that “Physician follow-up occurs daily or more 
frequently as needed.” 

 
BDC’s staffing plan as found in Table E Workforce Information for medical staff is as follows: 
 

Medical	Staff	 Count 

Medical	Director	 1.0 

Director	of	Nursing	
RN	

1.0 

Nurse	RN	 6.0 

 
BDC’s proposed Workforce Information is negligent to call for 1 medical provider for 24 
patients.  Best practices, Maryland State regulations, and insurance guidelines call for 
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medical providers to provide on-site monitoring of an inpatient level of care in addition to 
further follow up and evaluation on a daily basis for every patient. BDC plans for 1 
medical provider to be able to monitor inpatient care for the entire program, complete 
evaluations for every admission including a History and Physical Examination and a 
Psychiatric Evaluation, conduct daily follow-ups with every patient lasting at least 15 
minutes and provide 24-hour on-call coverage.  The daily follow ups alone would 
encompass 6 hours a day at full capacity if every follow up only took 15 minutes.  This 
does not account for documentation into the medical record, assessing new admissions, 
and organizing the medical care for the facility.  According to BDC, all of these duties 
would rest with 1 medical provider 365 days of the year with no coverage for any days 
off, vacation, or emergencies for all 24 patients.  It is impossible for 1 medical provider 
to provide the number of hours required for the intensity of medical services at the 
inpatient level of care.  For comparison, MHD employs 3 FTE and 1 PRN medical 
providers to cover a 16-bed unit.  BDC is at the very least 4 medical providers shy to 
effectuate the minimum quality of care expected at the inpatient level of care. 
 
BDC’s Workforce Information is also negligent in its call for 6 nursing staff for 24 
patients.  Best practices, Maryland State regulations, and insurance guidelines call for 24-
hour nurse monitoring of patients an inpatient level of care.  Industry best practices call 
for a 1:8 patient to nurse ratio at the inpatient level of care. 3 nurses would have to be 
provide care at all times for 24 patients.  It is impossible for 6 nurses to provide 24-hour 
coverage to 24 patients at a minimum of 3 per shift.  According to BDC, these 6 nurses 
would each work 84 hours per week to provide adequate coverage.  For comparison, 
MHD employs 13.5 FTE nursing personnel.  BDC is at the very least 14 nursing 
personnel shy to effectuate the minimum quality of care expected at the inpatient level of 
care. 

 
Industry standards for SUD inpatient treatment call for a 1:8 patient to therapist/counselor ratio. 
Staffing requirements by the state of Maryland found in COMAR 10.47.02.09(C)(3) for level 
III.7 Medically Monitored Intensive Inpatient Treatment call for: “a patient to alcohol and drug 
counselor ratio not exceeding eight patients for one full-time alcohol and drug counselor.  
 
BDC’s staffing plan as found in Table E Workforce Information for clinical staff is as follows: 
 

Clinical	Staff	 Count 
Clinician	 1.0 

Case	Manager	 1.0 

 
 

BDC’s Workforce Information calls for 1 Clinician for 24 patients.  This is outside of 
best practices and Maryland State regulations.  It does not comply with 10.47.02.09(C)(3) 
requiring the patient to alcohol and drug counselor not to exceed 1:8.  Furthermore, in its 
Completeness Response # 2, Question # 4.a. (p. 4), BDC states that “[the consumer] will 
attend 36 hours of group a week, receive individual counseling and participate in case 
management and discharge planning.”  It is impossible for 1 clinician to carry a primary 
caseload of 24 patients, conduct all group sessions for 36 hours per week, conduct all 
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individual sessions for 24 patients, conduct all family sessions for 24 patients, and 
complete documentation in the medical record.  For comparison, MHD employs 2 FTE 
clinical staff for 16 patients. BDC is at the very least 2 clinicians shy to effectuate the 
minimum quality of care expected at the inpatient level of care. 
 
BDC’s Workforce Information calls for 1 Case Manager for 24 patients.  Not only is it 
impossible for 1 case manager to effectively assess, plan, facilitate, and coordinate care 
and discharge plans, but industry best practices call for a patient to case manager ratio of 
1:8.  For comparison, MHD employs 2 FTE case management staff for 16 patients.  BDC 
is at the very least 2 case managers shy to effectuate the minimum quality of care 
expected at the inpatient level of care.  
 

BDC’s staffing plan as found in Table E Workforce Information for support staff is as follows: 
 

Staff	 Count	
Behavioral	Health	
Tech	

11.0 

 
BDC’s Workforce Information calls for 11 behavioral health techs for 24 patients.  
Industry best practices call for a staff roster of 1:1 to 1.5 patient to BHT ratio at the 
inpatient level of care to cover all hours.  For comparison, MHD employs 12 FTE 
behavioral health techs.  BDC is at the least 7 to 13 support staff shy to effectuate the 
minimum quality of care expected at the inpatient level of care.  

 
It is rather noteworthy that BDC plans for more Outreach Coordinators than it does for each 
medical providers, clinicians, and case managers.   
 
Per COMAR 10.24.01.08(G)(3)(a), BDC has failed to meet the requirement of 10.24.14.05(M).  
It is clear from the staffing plan submitted in its application that BDC has not “demonstrated its 
capacity to admit and treat alcohol or drug abusers requiring sub-acute detoxification by 
documenting appropriate admission standards, treatment protocols, staffing standards, and 
physical plant configuration.”  The absence of a deliberate and contemplative staffing plan that 
complies with minimum licensure requirements, insurance reimbursement guidelines, and 
industry standard protocols demonstrates that BDC lacks the basic understanding of how to staff 
medically monitored inpatient detoxification and treatment - a level of care that carries the risk 
of death – and should be grounds for denial. 
 
10.24.14.05(J):  Transfer and Referral Agreements. 
 

(1) An applicant must have written transfer and referral agreements with facilities 
capable of managing cases which exceed, extend, or complement its own 
capabilities, including facilities which provide inpatient, intensive and general 
outpatient programs, halfway house placement, long-term care, aftercare, and 
other types of appropriate follow-up treatment.  
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(2) The applicant must provide documentation of its transfer and referral 
agreements, in the form of letters of agreement or acknowledgement from the 
following types of facilities: 

 
(a) Acute care hospitals; 
(b) Halfway houses, therapeutic communities, long-term care facilities, and 

local alcohol and drug abuse intensive and other outpatient programs; 
(c) Local community mental health center or center(s); 
(d) The jurisdiction’s mental health and alcohol and drug abuse authorities; 
(e) The Alcohol and Drug Abuse Administration and the Mental Hygiene 

Administration; 
(f) The jurisdiction’s agencies that provide prevention, education, driving-

while-intoxicated programs, family counseling, and other services; and, 
 
Throughout its application process, BDC fails to demonstrate its ability to obtain written transfer 
and referral agreements with facilities capable of managing cases which exceed, extend, or 
complement its own capabilities.  In BDC’s Completeness Response #2, MHCC asks for an 
update on BDC’s progress on obtaining signed transfer and referral agreements with: 
 

a. Northwest Hospital and/or Sinai Hospital; 
b. Halfway houses, therapeutic communities, long-term care facilities, and local alcohol and 

drug abuse intensive and other outpatient programs; 
c. Local community mental health center or center(s) 
d. Baltimore County’s mental health and alcohol and drug abuse authorities; 
e. The Behavioral Health Administration and the Mental Health and Hygiene 

Administration; and 
f. Any Baltimore County agencies that provide prevention, education, driving while 

intoxicated programs, family counseling, and other services 
 
BDC provides the following chart as a summary of its transfer and referral agreements: 
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Category	 Facility/Organization	
Acute	Care	
Hospital	

Greater	Baltimore	
Medical	Center	(GBMC)	
Life	Bridge	Health	
Systems	

Halfway	houses,	
therapeutic	
communities,	
long-term	care	
facilities,	and	local	
alcohol	and	drug	
abuse	intensive	
and	other	
outpatient	
programs	

MISHA	House,	Turning	
Corners,	Hope	House	
Treatment	Center,	
New	Life	Addiction	
Counseling,	One	
Promise	Counseling	
and	DUI	Education,	
Concerted	Care	Group	

Local	Community	
Mental	Health	
Center	

Harford	County	Health	
Department	

 
BDC fails to comply with this State Health Plan standard by notably omitting the following 
specific requirements of MHCC: 
 

a. Northwest Hospital and/or Sinai Hospital; 
 
BDC does not have a transfer or referral agreement with Northwest Hospital or Sinai 
Hospital that details either hospital’s agreement to accept BDC’s patients when/if the 
need arises to manage cases which exceed, extend, or complement BDC’s capabilities.  It 
is particularly noteworthy that BDC is proposing to operate a medically monitored 
inpatient level of care but does not have a process or hospital to receive patients who will 
inevitably require hospitalization. 
 

c. Local community mental health center or center(s) 
 

BDC incorrectly contends that a letter of support from the Harford County Health 
Department represents a transfer or referral agreement from its local community mental 
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health center.  BDC does not have a transfer or referral agreement with a local 
community mental health center that details the center’s agreement to accept BDC’s 
patients when/if the need arises to manage cases which exceed, extend, or complement 
BDC’s capabilities.  For comparison, the Baltimore County Health Department is 9 miles 
from the proposed site while the Harford County Health Department is 41 miles.   The 
Harford County Health Department could not be described as local in this case, nor does 
a letter of support represent a transfer or referral agreement. 
 

d. Baltimore County’s mental health and alcohol and drug abuse authorities; 
 

BDC does not have a transfer or referral agreement with Baltimore County’s mental 
health and alcohol and drug abuse authorities that details the agencies’ agreement to 
accept BDC’s patients when/if the need arises to manage cases which exceed, extend, or 
complement BDC’s capabilities.  It is particularly noteworthy that BDC is proposing a 
new facility in Baltimore County but does not have the support of the county’s own 
health department.  For comparison, the Baltimore County Health Department is 9 miles 
from the proposed site while the Harford County Health Department is 41 miles.    

 
Additionally, Under COMAR 10.63.06.02(A)(3)(a), all programs are required to have an 
agreement to cooperate between the program and the Local Area Addiction Authority.  
This rests with the Baltimore County Health Department – an agency that BDC has yet to 
contact, garner support from or obtain referral agreements with. 

 
e. The Behavioral Health Administration and the Mental Health and Hygiene 

Administration 
 

BDC does not have a transfer or referral agreement with Behavioral Health 
Administration and the Mental Health and Hygiene Administration that details the 
agencies’ agreement to accept BDC’s patients when/if the need arises to manage cases 
which exceed, extend, or complement BDC’s capabilities.   

 
Per COMAR 10.24.01.08(G)(3)(a), BDC has failed to meet the requirement of 10.24.14.05(J) by 
omitting the transfer or referral agreements from the above-named agencies.  It is clear from the 
agreements provided that BDC does not act in accordance with the spirit of this State Health Plan 
standard.  It has not provided viable solutions for resources connected to its project that are 
undeniably necessary to operate a safe and thorough medically monitored inpatient setting.  
Again, the absence of a comprehensive plan that complies with the State Health Plan 
demonstrates that BDC lacks the wherewithal to operate this level of care in the state of 
Maryland and should be grounds for denial. 
 
While BDC is proposing to establish a Track One ICF in Baltimore County, notably every 
organization it has listed as providing a transfer or referral agreement, letter of support, and other 
type of agreement provided throughout its application process can reasonably be described as a 
Track Two provider.  Since BDC has chosen to pursue a project that will be funded through 
private insurance – and therefore through support from and cooperation with other Track One 
providers in the state – it is not unreasonable to expect that its sources of incoming and outgoing 
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referrals also be described as Track One.  Not only does this demonstrate BDC’s inability to 
garner support for its proposed project, but it also calls into question the viability of the project, 
which will be explored in the following section. 
 
 

COMAR 10.24.01.08(G)(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. 
 

Availability of Resources Necessary to Sustain the Project 
 
In failing to demonstrate its capacity to admit and treat alcohol or drug abusers requiring sub-
acute detoxification by documenting appropriate staffing standards, BDC’s application for a 
CON should be denied approval.  BDC also fails to meet COMAR 10.24.01.08(G)(3)(d).  As 
explained in the previous section, it is physically impossible to apply the staffing standards 
provided by BDC to operate a 24-hour medically monitored inpatient ICF.  Once the necessary 
(and overtly reasonable) staffing standards described above are applied, BDC’s proposed project 
becomes financially unviable by failing in any scenario for its revenues to exceed its expenses 
from its day-to-day operations.   
 
As required by MHCC, BDC submitted its most recent Workforce Information (Table E) in the 
CON Table Package in its Completeness Response # 1.  Table E below provides a side-by-side 
comparison of the appropriate staffing standards described in the section above to the staffing 
standards proposed by BDC.  MHD assumed the salary amounts based on its experience and the 
salary amounts submitted by BDC.  A summary of Table E shows that BDC proposed to operate 
a 24-bed medically monitored inpatient detoxification and intensive inpatient treatment program 
with a total of 32 full time employees at an annual cost of $2,510,853.  The comparison of the 
appropriate staffing standards shows that BDC would need a total of 61 full time employees at an 
annual cost of $5,102,737 to effectively operate this level of care.  MHD assumed the following 
salaries: 

 
Medical providers at $175,000 each (market rate for experienced medical provider) 
Nurses at $82,500 (BDC’s proposed salary) 
Clinicians at $60,000 (market rate for experienced master’s level clinicians) 
Case managers at $44,000 (BDC’s proposed salary) 
BHT at $35,000 (BDC’s proposed salary) 

 
Table E below shows that BDC has grossly underestimated the size, scale, and scope of 
effectively staffing for its proposed project.  The appropriate staffing expenses should be 
approximately double the amount that BDC submitted to MHCC. 
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Table E:  Appropriate vs Proposed Workforce Information 
 

Job Category Appropriate 
FTEs 

Average 
Salary per 

FTE 

Appropriate 
Total Cost 
(staffing 
standard 
applied). 

BDC 
Proposed 

FTEs 

BDC 
Proposed 
Total Cost 

1. Regular Employees         $0 
Administration (List general 
categories, add rows if needed)         $0 

CEO	 1.0 $130,000 $130,000 1.0 $130,000 
COO	 1.0 $95,000 $95,000 1.0 $95,000 
Clinical	Director	 1.0 $82,000 $82,000 1.0 $82,000 
Compliance	Officer	/	QA	/	HR	 1.0 $65,000 $65,000 1.0 $65,000 
Director	of	Admissions	 1.0 $80,000 $80,000 1.0 $80,000 
Outreach	Coordinators	 3.0 $45,000 $135,000 3.0 $135,000 

Total Administration 8.0   $587,000 8.0 $587,000 
Direct Care Staff (List general 
categories, add rows if needed)         $0 

Medical	Director	 1.0 $240,000 $240,000 1.0 $240,000 
**Add	-	Medical	Providers	 4.0 $175,000 $700,000 0.0 $0 
Director	of	Nursing	RN	 1.0 $115,000 $115,000 1.0 $115,000 
Nurse	RN	 6.0 $82,500 $495,000 6.0 $495,000 
**Add	-	Nurse	RN	 14.0 $82,500 $1,155,000 0.0 $0 
Clinician	 1.0 $95,000 $95,000 1.0 $95,000 
**Add	-	Clinician	 2.0 $60,000 $120,000 0.0 $0 

Total Direct Care 29.0   $2,920,000 9.0 $945,000 
Support Staff (List general 
categories, add rows if needed)         $0 

Admission	/	Insurance	 1.0 $55,000 $55,000 1.0 $55,000 
Intake	Coordinator	 1.0 $40,000 $40,000 1.0 $40,000 
Case	Manager	 1.0 $44,000 $44,000 1.0 $44,000 
**Add	-	Case	Manager	 2.0 $44,000 $88,000 0.0 $0 
Maintenance	Tech	 1.0 $55,000 $55,000 1.0 $55,000 
Behavioral	Health	Tech	 11.0 $35,000 $385,000 11.0 $385,000 
**Add	-	Behavioral	Health	Tech	 7.0 $35,000 $245,000 0.0 $0 

Total Support 24.0   $912,000 15.0 $579,000 
REGULAR EMPLOYEES 
TOTAL 61.0   $4,419,000 32.0 $2,111,000 

2. Contractual Employees         $0 
Administration (List general 
categories, add rows if needed)         $0 

Dietician	(per	diem)	     $25,000   $25,000 
CONTRACTUAL EMPLOYEES 
TOTAL     $25,000   $25,000 

Payroll Taxes (Employer)     $543,537   $259,653 
Benefits (State method of 
calculating benefits below):         0.0 

          $0 
TOTAL COST 61.0   $4,987,537 32.0 $2,395,653 
**TOTAL COST with Benefits 61.0   $5,102,737 32.0 $2,510,853 
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As required by MHCC, BDC submitted its most recent Revenues and Expenses (Table D) in the 
CON Table Package in its Completeness Response # 1.  Table D below provides a side-by-side 
comparison of the appropriate expenses translated from the section above to the expenses 
proposed by BDC.  To provide BDC the benefit of the doubt in the exercise, MHD provided 
calculations from BDC’s self-reported most profitable calendar year of 2022.  A summary of 
Table D shows that BDC projected Net Income of $865,906 in its most profitable year.  This 
projection by BDC of course assumed the untenable and unrealistic staffing expenses described 
above.  The comparison of revenues and expenses that include the appropriate staffing standards 
shows that BDC fails to be a financially profitable project in its projected “profitable” year, with 
expenses outpacing revenues by $1,750,978.  No reasonable operator would pursue a project that 
lost this amount money year over year, let alone claim that the project was viable and sustainable 
financially.  In no year, with no combination of appropriate staffing levels, does BDC become a 
financially viable project. 
 
 
Table D:  Appropriate vs Proposed Revenues and Expenses 
 

1. REVENUE APPROPRIATE CY 2022 BDC PRPOSED CY 2022 
 a. Inpatient Services    $8,531,600  $8,531,600  

 b. Outpatient Services   N/A   N/A  

 Gross Patient Service Revenues   $8,055,160   $8,531,600  

 c. Allowance For Bad Debt   $2,559,480   $2,559,480  

 e. Charity Care   $1,279,740   $1,279,740  

 Net Patient Services Revenue   $4,692,380   $4,692,380  

 f. Other Operating Revenues 
(Toxicology)   $540,000   $540,000  

 NET OPERATING REVENUE   $5,232,380   $5,232,380  

 2. EXPENSES      

 a. Salaries & Wages (including 
benefits)  $5,102,737  $2,485,853  

 b. Contractual Services   $25,000   $25,000  

 f. Project Depreciation   $55,450   $55,450  

 j. Other Expenses (Specify/add 
rows if needed)  $1,800,171  $1,800,171  

 TOTAL OPERATING EXPENSES  $6,983,358  $4,366,474  

 3. INCOME      

 a. Income From Operation  $(1,750,978)  $865,906  

 SUBTOTAL  $(1,750,978)  $865,906  

 NET INCOME (LOSS)  $(1,750,978)  $865,906  
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It is noteworthy to highlight that BDC included “Toxicology – U/A” as a source of Other 
Operating Revenue in its submission of Table D to MHCC.  In its most profitable year, the 
amount submitted for toxicology revenue represents 62% of its projected net income ($540,000 
in toxicology revenue to $865,905.63 in profit).  BDC submitted this as a source of revenue 
without any explanation as to how this revenue stream will be generated, how its assumptions 
and calculations for this amount were derived, and most importantly, if this revenue actually in 
fact belongs to the entity BDC.  Experienced medical professionals would surmise that this 
revenue is reasonably tied to a clinical laboratory that performs toxicology analyses on urine 
specimens.  BDC provides no explanation as to how this source of revenue is viable as a part of 
BDC, nor does it provide an explanation as to how this source of revenue is sustainable – as it is 
arguable that the contrary is more likely.  SUD industry professionals may be alarmed to find 
this revenue stream included in the BDC application as evidenced from widely accepted 
experience and well-documented accounts of the past 5 years detailing urine drug screen testing 
as an unreliable and rather copious stream of revenue in the treatment field.  The New York 
Times chronicled urinalysis revenue as something that was once considered “liquid gold”, 
attracting unscrupulous individuals and companies as something that is now unsustainable 
(Appendix C).  Forbes details a publically-traded addiction treatment company who has seen its 
stocks crumple because of its “outsized net margins” shrinking due to its compressing urinalysis 
revenue contribution (Appendix C).  
 
Per COMAR 10.24.01.08(G)(3)(d), BDC has failed to meet the requirement that it be a 
financially sustainable project by failing to demonstrate a revenue and expense model that 
produces profits and by submitting additional revenue streams with no identification, explanation 
or guarantee of the sources and the calculation assumptions of that revenue.  The project should 
thus be denied. 
 
 

Community Support 
 
Per COMAR 10.24.01.08(G)(3)(d), BDC has also failed to demonstrate that it has sufficient 
community support necessary to implement and sustain the project.  BDC has failed to provide 
evidence of support from any of its local and governing agencies.  BDC has also failed to 
provide evidence of support or incoming referral agreements from any number of Track One 
providers whose support will be necessary to sustain ongoing operations at BDC.   
 
Throughout its application process, BDC provided documents claiming to support the project 
with little to no background information on who provided the support, in what capacity the 
organization supports BDC, and how that support would sustain the project.  Below is a 
summary of the documents purported to demonstrate community support provided by BDC that 
cannot be relied upon as meeting this standard.  Notably absent from BDC’s submission is any 
support from Baltimore County organizations. 
 
Letters of Support: 
 

BDC Letters of Support; Original Application, Attachment 12: 
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• Ajenendra Munoz – no identifying information or organization 
• Leann Bedsaul – no identifying information or organization 
• Magnolia New Beginnings – non-profit organization located in Marblehead, 

Massachusetts located 429 miles from the proposed site and is not located within 
the state. 

• Greenbelt CARES Youth and Family Services Bureau – “a community-oriented, 
family based agency offering a variety of services free or low cost to citizens of 
Greenbelt and to members of the surrounding communities”.  Greenbelt, MD is 
35 miles from the proposed site and is not located within the proposed planning 
region. 

• Nathan’s Ridge – located 30 miles from BDC and is not located within the 
proposed planning region. 

 
BDC makes no mention and provides no narrative or explanation as to how the letters of support 
meet the burden of proof that it does in fact have community support to sustain its project.  
Informed readers of BDC’s application are left to wonder exactly why BDC submitted letters of 
support from organizations that reasonably have no bearing or influence on the proposed 
operations, including letters from out-of-state non-profit organizations. 
 
Referral Agreements: 
 

BDC Letters of Support and/or Referral Agreements; Completeness Response # 1, 
Attachment 29 
 

• Evolve Life Centers – Track Two 
• MISHA House – Track Two 
• Turning Corners – Track Two 
• Hope House Treatment Center – Track Two 
• New Life Addiction Counseling – Track Two 
• One Promise Counseling and DUI Education – Track Two 
• Concerted Care Group – Track Two 
• Harford County Health Department – Track Two 

 
BDC makes no mention and provides no narrative or explanation as to how its transfer 
agreements meet the burden of proof that it does in fact have enough support to sustain its 
project.  Informed readers of BDC’s application are left to wonder exactly how BDC plans to 
maintain referrals sufficient to sustain a Track One facility when its transfer and referral 
agreements all come from Track Two providers and where BDC plans to transfer its Track One 
patients when it does not have agreements with Track One providers.  BDC also failed to provide 
a referral agreement in its Completeness Response # 2 Question # 10 for the University of 
Maryland Baltimore Washington Medical Center. 
 
To the contrary, 9 Track One providers (12 total providers) in the state were so concerned about 
BDC’s application, they submitted a letter to MHCC and other governing bodies on July 16, 
2018 (Appendix D).  BDC’s response (Appendix D) regarding RITL’s payor audits and 
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subsequent “rebranding” raises more questions than it answers.  In normal circumstances, a 
payor audit that finds no claims against an entity would not result in that entity shuttering its 
doors.  An entity with diversified commercial payor sources would rely on other commercial 
payors while an audit was being conducted and would anticipate the return of a normal revenue 
stream from the payor in question.  If no claims were in fact found in the audit, then RITL would 
continue to enjoy a “financially viable” existence.  Questions remain as to why a new entity was 
created to operate in the same location and provide the same services as RITL.  BDC’s response 
also fails to explain its connection or to provide any context related to the doctor involved in the 
lawsuit claiming fraudulent billing practices only that the lawsuit.  BDC has not remedied  
 
BDC has failed to meet the burden of proof in COMAR 10.24.01.08(G)(3)(d) that is has 
community support to sustain a viable project.  The body of evidence submitted by BDC 
demonstrates that BDC does not in fact have real, meaningful community support and has 
approached this standard with a minimum of concern. 
 
 
COMAR 10.24.01.08(G)(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. 
 

Detrimental Impact 
 
BDC makes frequent mention and connection to Foundations Recovery Center (FRC) throughout 
its application process as a related entity in providing SUD treatment services.  FRC is a new 
provider in the state, and in order to fully staff FRC, it engaged in a coordinated effort to recruit 
core staff from an established SUD provider in Baltimore County.  Below is a list provided by 
Maryland Addiction Recovery Center (MARC) detailing FRC’s successful targeting of core staff 
at MARC: 
 

• Primary therapist 
• Admissions specialist 
• Medical coordinator 
• Therapist assistant 
• Admissions director 
• Vocational director 

 
The evidence provided by BDC in its application demonstrates that it in fact does not have a 
sound staffing plan in place.  As the only other freestanding detox in the state and a model that 
BDC seeks to replicate, MHD stands to be adversely affected by BDC’s lack of staffing 
standards and proven recruiting tactics.  Recent CON applications and interested party comments 
detail the well documented shortage of licensed and qualified SUD staff in the state (Pathways 
Interested Party Comments to Recovery Center of America Earleville Docket No. 15-16-2363 
dated 11/16/2015 and Pathways Interested Party Comments to Modified Application RCA-E 
dated 2/3/2016 and Father Martin’s Ashley Pathways Interested Party Comments to Modified 
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Application RCA-E dated 2/3/2016) and the adverse effects of new CON applicants directly 
recruiting established providers’ essential staff. 
 
Throughout its application process, BDC approaches this standard with a minimum of care and 
calculation.  In both of its Completeness Requests (Question # 27 and Question # 15), MHCC 
asks for an analysis of the impact on the payer mix of all other existing health care providers, an 
identification of the likely source in increased patients per payer, and an analysis supporting the 
claim that other Track One providers will not be effected by BDC.  In providing no real staffing 
plan, no identification of Track One patient sources, and no thoughtful analysis of the impact to 
other providers, BDC fails to meet COMAR 10.24.01.08(G)(3)(f) and threatens to adversely 
impact MHD. 
 
 

Summary 
 
Considering each individual cause above, BDC’s CON application should be denied.  When the 
totality of the individual causes is considered, the evidence is clear that BDC has not met the 
burden of proof necessary to be issued a CON.  There is no remedy available to BDC to alter a 
staffing standard to meet COMAR 10.24.14.05(M).  In submitting a staffing plan that does not 
cover all required hours and regulations and falls short of best practices, BDC has proven to 
MHCC beyond a shadow of a doubt that it cannot “demonstrate its capacity to admit and treat 
alcohol or drug abusers requiring sub-acute detoxification by documenting appropriate admission 
standards, treatment protocols, staffing standards, and physical plant configuration.”  BDC does 
meet the standards in COMAR 10.24.01.08(G)(3)(d) as it is clearly not a financially viable 
project and does not have community support to sustain itself.  BDC has not demonstrated its 
ability to staff its project or set forth a thoughtful analysis of the impact it may have on the 
delivery of care in the state.  In the case of BDC, it is clear that MHCC should not sacrifice 
quality of care and public interest for quantity of beds. 
 
Pursuant to COMAR 10.24.01.09(A)(3), MHD also respectfully requests oral arguments before a 
recommended decision is prepared. 
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APPENDIX A 
 
 

Maryland House Detox Executive Citations 
 

  



 18 

 
 

 
  



 19 

  



 20 

  



 21 

 
 

  



 22 

 

  



 23 

 
APPENDIX B 

 
 

Cigna Standards and Guidelines 
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APPENDIX C 
 
 

New York Times 
 

https://www.nytimes.com/interactive/2017/12/27/business/urine-test-cost.html 
 

https://www.nytimes.com/interactive/2017/12/27/business/drug-addiction-rehab.html 
 
 

Forbes 
 

https://www.forbes.com/sites/danmunro/2015/04/27/inside-the-35-billion-addiction-treatment-
industry/#60860a2117dc) 
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APPENDIX D 

 
 

Letter from Providers to Governing Bodies re: BDC 
 

BDC Response to Letter 
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APPENDIX E 
 
 

Affirmations 
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