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

Check V] o fill in applicable information below and attach an organizational chart

showing the owners of applicant (and licensee, if different).

A.
B.

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

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

Partnership

General

Limited

Limited liability partnership
Limited liability limited
partnership

Other {Specify):

Limited Liability Company
Other (Specify):

To be formed:
Existing:

DIRECTED

A. Lead or primary contact:

Name and Title: Mr. Yinka Fadiora

Mailing Address:

[

L]

X Maryland - 09/16/1999
[ State & date of incorporation
L]

Ll

[]

L]

L]

L]

L]

1726 Whitehead Rd. Woodlawn 21207 MD
Street City Zip State
Telephone:  410-265-8737

E-mail Address (required): yfadiora@hopehealthsystems.com

Fax; 410-265-1258

B. Additional or alternate contact:

Name and Title: Marta Harting

Mailing Address:

750 E. Pratt Street, Suite 900 Baltimore 21202 MD
Street City Zip State
Telephone:  410-244-7542

E-mail Address {required):

Fax:

mdharting@venable.com

410-244-7742







provider of outpatient services within the community, HHS will bring additional inpatient capacity,
diversity, culturally competent care, care coordination, and integrated care continuum options to
the provider market for inpatient mental health care. HHS seeks to reduce wait times for inpatient
bed placement, connect patients with the outpatient care continuum, and ultimately help reduce
readmission rates. While offering services to all patients in need of its service offerings, HHS also
anticipates publicly insured patients representing a large percentage of its inpatient population,
and welcomes the opportunity to serve this historically disadvantaged population as it has for
years in the outpatient context.

HHS currently provides a number of services to the community, including partial hospitalization,
outpatient mental health, expanded school mental health, rehabilitation programs, substance
abuse, and mobile treatment. As a result, HHS is uniquely positioned to provide its discharged
inpatients with continued follow up to help reintegrate them into the community and reduce
readmissions and discharge wait times.

At present, there are only seven hospitals in the State that provide child psychiatric services, and
just five of these hospitals handle over 95% of admissions. Only eleven hospitals provide
adolescent psychiatric services within the State, and just seven of these hospitals handle 95% of
admissions. The current level and concentration of access is not sufficient to meet patient needs,
as is further outlined in HHS's response to COMAR 10.24.21.058(2) below.

In addition to the need for more access, health care providers and community stakeholders have
identified lack of care after a patient is discharged from a psychiatric unit to be a major concern.’
The transition from acute mental health inpatient to community care is a vulnerable period, where
patients can experience a risk to their mental health.

As an existing provider in the community, HHS understands that many patients face additional
burdens in the form of structural racism, cultural biases, and health disparities. HHS is a Minority
Business Enterprise (MBE) that has made diversity and cuiturally competent care a guiding
principle of the organization. HHS employs a diverse clinical and support staff workforce and
trains all staff on the important principles of culturally competent care.

The goals and impact of this project align with the findings of the MHCC’s Psychiatric Services
Work Group (Work Group) and Psychiatric Services Clinical Advisory Group {CAG) regarding
timely admission to acute psychiatric services, timely discharge following treatment, and the
quality and safety of psychiatric hospital facilities and services, particularly with regard to children
and adolescents within the market. HHS has analyzed public and non-public data, including data
developed with HSCRC assistance fo further confirm the need for the facility.

The project is responsive to all six State Health plan policies outlined by the Work Group and
CAG and now contained in the State Health Plan for Facilities and Services: Acute Psychiatric
Services {SHP Chapter):

1. Policy 1: People should be treated in the least restrictive setting appropriate to their
medical conditions.

"Tyler, N., Wright, N. & Waring, J. interventions to improve discharge from acute adult mental health
inpatient care to the community: systematic review and narrative synthesis. BMC Heaith Serv Res 19,
883 (2019).



2. Policy 2: Patients should be able to secure timely placement in a psychiatric bed when
acute inpatient psychiatric services are required.

In accordance with Policies 1 and 2, HHPH will expand access to inpatient mental health beds to
facilitate timely admissions from the Emergency Department or office setting to place patients in
the most effective setting for their care.

3. Policy 3: Patients shali be timely discharged from hospitals once acute psychiatric services
or other acute care services are no longer needed.

Responsive to Policy 3, HHS will not only operate HHPH, but maintain its outpatient services that
will provide a ready outlet for patients and their family to step down from acute care as soon as
clinically appropriate. By providing an outpatient care continuum that varies in severity, HHS will
be able to directly meet the need for timely discharge for patients in need.

4. Policy 4: Acute psychiatric services shall be financially and geographically accessible to
all who need them.

HHS's alignment with Policy 4 is demonstrated in its response to COMAR 10.24.21.05B(1) as
well as COMAR 10.24.21.05B(12). Admission to the facility will provide more convenient care
geographically to portions of the service area population, while the cost of care within the facility
will be in keeping with existing facilities and systematically more cost effective than patient
currently being held in emergency departments or observation units. HHPH will accept all payers,

with an expectation of a high Medicaid population, delivering access to a key vulnerable
population.

5. Policy 5: A hospital with acute psychiatric services will continuously and systematically
work to improve the quality and safety of patient care.

HHS will build upon its existing high-quality clinical care to continuously improve upon the quality
and safety of its patients. Already Joint Commission and CARF accredited for multiple behavioral
health modalities, HHS is committed to Joint Commission accreditation for inpatient services and
a culture of continuous improvement.

6. Policy 6: Anincrease in the funding and provision of mental health services by the private
sector and federal and State government is necessary to meet the needs of Maryland’s
population adequately.

HHS will step in to provide additional private sector support for inpatient psychiatric care for the
children and adolescent populations.

{3) Cost

As shown in the attached CON Application Table Package, Table E, the total cost of the project
is $1,365,000.

(4) Master Facifity Plans



The project will be completed in a single phase with two parts, with the first portion of the project
to demolish the existing rooms and fixtures within the space that has been designated as the new
hospital space. Following the demolition, the construction team will proceed with the renovation
efforts to update the space within the existing facility to meet Facility Guidelines Institute (FGI)
standards for an inpatient psychiatric hospital.

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) ifthe project is a multi-phase project, describe the work that will be done in each
phase. |f 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

The project is the establishment of HHPH, a 16-bed psychiatric hospital for children and
adolescents, with four single patient rooms to treat the child patient population and twelve single
patient rooms to treat the adolescent patient population. HHPH would be established in a
renovated portion of a building in Woodlawn, Baltimore County in which HHS has provided a
broad continuum of outpatient behavioral health services for adults, children, and adolescents for
more than two decades.  The addition of HHPH will complete this continuum of care, enabling
HHS to deliver a comprehensive, holistic and integrated mental health care program that wili
incorporate inpatient psychiatric care with its broad range of outpatient mental health programs.

HHS will bring diversity, culturally competent care and care coordination to the market for inpatient
mental health care.

Before turning to the specific information required in the Comprehensive Project Description,
information about HHS, its experience and qualifications as a provider of culturally competent
behavioral health care, and how HHPH wiil be integrated into the continuum of care provided by

HHS is provided below. See also Exhibits 2 and 9 for additional information regarding HHS
and its leadership.

Additionally, HHS notes that it is currently finalizing an agreement with Scott Migdole, who is the
Chief Operating Officer of Yale Behavioral Health and the Yale Program on Supervision, as an
independent consultant. Mr. Migdole is also an Assistant Clinical Professor in the Department of
Psychiatry at the Yale School of Medicine. He will provide consulting services in connection with
HHS's establishment and operation of HHPH.2

* Mr. Migdole’s responsibilities as Chief Operating Officer of Yale Behavioral Health and the Yale Program
on Supervision and an Assistant Clinical Professor in the Department of Psychiatry at the Yale School of
Medicine include outpatient mental health and substance abuse services, management of juvenile justice
mental health services for pre-adjudicated youth and crisis services.  Mr. Migdole also serves as the Chief
Executive Officer of Crossroads, Inc., a 155-bed primary addiction residential freatment center in New
Haven, Connecticut. He holds a Master's Degree in Social Work from Simmons College in Boston, MA and
completed a Post-MSW Fellowship at the Yale Psychiatric Institute in co-occurring care. He has long









counsellors, marriage and family licensed therapists, public health educators and other mental
health professionals. The services provided by HHS include but are not limited to:

¢ Diagnostic Evaluation

* Psychiatric Evaluation

¢ Family, Group and Individual Therapies
¢ Psychiatric Rehabilitation Program

* Medication Management Services

» Crisis or Emergency Interventions

Expanded School Mental Health

HHS's Expanded School Based Program strives every year to be the best clinical program serving
public schools in Baltimore City and Baltimore County. HHS's goal, for each school serviced by
them, is to strive for excellence in service, promote academic success, establish and develop
students’ personal assets and capabilities; and, provide high quality services that will incorporate
evidence-based practices and practice-based evidence interventions, continuum of care,
authentic parent/family engagement, meaningful youth involvement, culturally and linguistically
competent service provisions, training, consultation services, and, data-driven planning,
evaluation, and quality improvement. HHS’s ESMH programs include:

* Mental health screening

* Psychiatric assessment and Diagnosis

s Individual treatment Plan (ITP)

* Continuing evaluation and Treatment

» Referral Services

e Medicaid services

¢ In school services

e Discharge Planning/ After Care Services

Mohbile treatment Services

Mobile Treatment Services (MTS) are community-based, intensive, outpatient mental health
services designed for individuals who have exhausted traditional forms of cutpatient treatment
interventions or who have had repeated psychiatric hospitalizations. HHS's MTS provides
assertive outreach, treatment and support to children, adolescents and adults with mental iliness
who, according to medical necessity, are unable to utilize traditional outpatient mental health
services because of the seriousness of their problems. HHS mobile treatment offers the following
services:

e Therapy at home, school, street, shelter and in the community
¢ Psychiatric Evaluation and Treatment

s Clinical Assessment

¢ Medication Management/Monitoring

s Case Management

¢ One-on-one Counselling

o Training/Support with daily living skills



* Psychiatric Rehabilitation
e Crisis stabilization
» Referral Services (Continuity of Care)

Substance Abuse Treatment

HHS offers holistic and highly individualized substance abuse treatment program for adolescents
and adults. At HHS, the goal is to treat the whole person, not just the addiction.
The services offered include:

¢ Alcohol and drugs of abuse evaluation, medication management

¢ Assessments for Juvenile Justice/JOINS with ongoing progress reports

+ Coordination of tweive step seif-help programs

+ (Case management services

¢ Randomized Urinalysis

* Specialized groups (including gender specific)

» Family, couple, and individual counselling sessions

¢ Individualized treatment planning & collaborative treatment approach

+ DuUl/Parole and Probation/Court Ordered Drug and Alcohol Counselling

Psychiatric Rehabilitation Program (PRP)

HHS's child and adolescent PRP program provides goal-directed, outcome-focused, and time-
limited interventions designed to reduce maladaptive behaviors and to restore and strengthen
specific age-appropriate skills so that the youth can function to their highest potential up to and
including independence. PRP treatment is seen as a planned and integrated adjunct to outpatient
mental health treatment, and the total plan of care or the youth. PRP includes a combination of
psychoeducation, emotional and behavioral awareness competency, and social skills training in
groups or individually, at the agency site, or in the youth’s home or in the community. The focus
of the PRP treatment model is directed towards the reduction of emotional or behavioral problems,
and the restoration of age-appropriate skills, including:

+ Facilitating the enhancement of an individual's independent living and social skills,
including the individual's ability to make decisions about his or her life, while creating
opportunities for choice regarding home, school or work, or community.

» Promoting community resources to integrate the individual into the community.

Targeted Case Management

HHS'’s child and adolescent Case Management Program provides help and hope to minor with
psychiatric illnesses while providing their family with support and access to resources within the
community. Families are assigned a care coordinator to help assess, prioritize, and advocate for
their needs while developing a supportive team of people. Families’ needs are addressed through
referral to appropriate services, and through coordination of services with multiple providers and

unpaid supporters. HHS provides wraparound services to support our client's growth,
independence, and success in their future.
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Partial Hospitalization Program (PHP)

The Partial Hospital Program is structured and patientcare oriented with a multidisciplinary team
approach. HHS' PHP program acts as a step-down approach as well as a short-term program to
treat patients with acute psychiatric symptoms who need significant support. Patients receive
treatment for 6.5 hours a day, up to five days a week. Each patient's treatment needs are reviewed
shortly after admission, and an individualized treatment plan is developed. Daily group-oriented
programs focus on symptom management, stabilization, psychoeducation, and coping skills. The
length of each patient’s participation in the program varies based on the individual's response to
treatment, with a maximum of 30 treatment days per admission. Discharge plans are made for
each patient in conjunction with the referral source. This program will help move patients from the
inpatient setting to partial hospitalization before the patient is discharged back to the community.

Intensive Outpatient Program (IOP)

The Intensive Outpatient Program offers more therapy than is available in a typical outpatient
setting but involves less contact than the PHP. This program of HHS helps patients stabilize their
symptoms and quickly return to work or their community. Patients receive four hours of treatment
per day, three to five times per week. Patients with acute psychiatric symptoms will be discharged
from HHS’s inpatient setting to a partial hospital setting followed by an intensive outpatient setting,
depending on their condition, which will help provide comprehensive care to the patient.

3. HHS’s Partnerships

Through partnerships with physicians, therapists, schools, behavioral health care centers, and
community-based organizations, HHS works to foster healthier and promising futures for patients
and their families. HHS has partnered and coilaborated with local and national child-serving and
community-based organizations, public and charter schools, colleges and universities, hospitals,
other mental health clinics and facilities, and federal and local government agencies which inciude
but are not limited to the following:

s Behavioral Health Systems Baltimore

+ KIPP Charter Schools

» Kennedy Krieger Institute and Universal Counseling
+ Baltimore City and County Public Schools

» Family League of Baltimore

+ Maryland Department of Labor (DOL)

» Maryland Department of Juvenile Services (DJS)
+ My Sister's Place

* Our Daily Bread

» Hannah More Emergency Shelter

» Eastern Family Resource Center

HHS's longstanding partnership with the Maryland Department of Juvenile Services (DJS) is part
of its long history of providing access to care for underserved populations. HHS has been
providing mental health and substance abuse services to DJS-detained youth for over a decade.
HHS provides a range of mental health and substance use treatment services to youth involved
in the juvenile justice system. HHS's services at DJS’s Juvenile Justice Center in Baltimore
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Services resulted in the removal of all that facility’s Civil Rights of Institutionalized Persons ACT
(CRIPA) deficiencies. HHS provides services to DJS in a wide range of areas including:
Protection from Harm, Suicide Prevention, Mental Health, and Quality Assurance. HHS helped
DJS achieve the long-needed reform to ensure that every child has the services and support
needed to succeed by:

e Implementation of mental health assessments: HHS administered Youth Admission
Questionnaire and the Facility Initial Reception Referral Screening Tool (FIRRST) to help
DJS determine if the young person has any medical, mental health or substance abuse
conditions that would render admission unsafe.

* Development of Policies and Protocols: HHS helped DJS write policies and procedures to
address the mental health issues.

o Creation of an Intensive Services Unit (ISU): HHS’s services in the creation of an ISU
helped monitor youths in danger of harming themselves or others as well as treating
individuals who attempt suicide.

» Development of suicide protocols and suicide prevention training: HHS helped establish
two-levels of suicide watch for supervision, intervention, and prevention for youth at risk
of suicide. This included one to one supervision for observation and monitoring, followed
by immediate consultation or intervention services. HHS established a training protocol
that included identifying warning signs and symptoms of suicidal behaviour, responding to
suicidal and depressed youth, and follow-up monitoring of youth who attempt suicide.

» Development of protocols for treatment planning: The comprehensive juvenile justice
services provided by HHS include: psychiatric evaluation, psychological testing,
medication management, counselling (individual, group and family), suicide assessments,
crisis interventions and referral services, aggressive reduction therapy and training for
direct care staff on de-escalation skills and peer relations. HHS services to DJS are based
on an integrated treatment model with care providers who have extensive training in
treating youth who have mental health and/or substance abuse disorders.

» |mproved record keeping protocols: HHS implemented the documentation of all face to
face crisis behavioural health assessments. This included date and time of the clinical
interview, risk assessment record, the presence and severity of mental heaith issues as
well as detailed description of the specific counselling or freatment intervention.

HHS also successfully implemented standards for providing youth in the DJS system access to
adequate mental health treatment within a reasonable time frame. Specifically, HHS helped
reduce the average length of stay for youth by 30% by providing evidence-based programs such
as multi-systemic therapy and functional family therapy.

Additionally, at DJS’s request, HHS's work regarding suicide prevention practices within the
Juvenile Justice Center in Baltimore City was evaluated by the Project Director of the National
Center on Institutions and Alternatives. The evaluation report commended the in-service training
of mental health clinicians provided by HHS. HHS’s mental health clinicians screened and
assessed each newly admitted youth within 72 hours of arrival.  The Project Director evaluated
the screening methods implemented by HHS and concluded, “The screening and assessment
forms utilized by Hope Health Systems regarding suicide risk inquiry are excellent.” Exhibit 1.

12






The final stage in the HHS’ care continuum is community-based outpatient care. HHS works in
coliaboration with schools, child welfare/foster system, and other child/family caring agencies as
appropriate to provide community-based comprehensive outpatient care to the patient. HHS'’s
programs include:

¢ Family, Group and Individual Therapies: This therapy generally occurs weekly until
sufficient progress has occurred to decrease the frequency of sessions. The case
manager works with a multi-disciplinary team fo assess the duration and the frequency of
the sessions as well as goals that need to be accomplished before a complete transition
into the community takes place.

¢ Psychiatric Rehabilitation Program (PRP): HHS's child and adolescent PRP is goal
directed, outcome focused, and provides time-limited interventions designed to reduce
maladaptive behaviours and to restore and strengthen specific age appropriate skills so
that the youth can function to their highest potential up to and including independence.
PRP treatment is seen as a planned and integrated adjunct to outpatient mental health
treatment.

* Medication Management Services: Medication services are provided as needed. These
services include providing prescriptions, monitoring and patient education.

» Crisis or Emergency Interventions: This service offers 24/7 mobile crisis intervention as
well emergency care to patients who contact the facility.

5. Project Details
(1) Construction, renovation, and demolition plans;

HHPH wili be established in renovated space consisting of 15,329 square feet within an existing
building owned by Hope Health Properties, LLC (“HHP"). HHP and HHS share common
ownership and management, as detailed in Part IV below.  HHS currently leases another part
of the same building in which it operates its outpatient programs.  HHP will undertake a gut
renovation of the space in which HHPH will be located for use as a psychiatric hospital as
proposed in this Application. HHS will enter into a lease with HHP of the finished space the form
of which is attached as Exhibit 3. The space is currently vacant but was previously used as
offices, classrooms, and conference rooms.

The newly renovated space in which HHPH will be located will be separate and distinct from the
space within which HHS operates its cutpatient programs.  As shown in the floor plans (Exhibit
4), HHPH will have a separate entrance for patients and visitors. The space will feature private
sleeping rooms and the variety of rooms and environments required by the FGI guidelines and
recommended by evidence-based best practices. The experience of the Applicant's architect
that prepared the floor plans is described in Exhibit 5.

The present mechanical, electrical, and plumbing (MEP) infrastructure within the building is
adequate to serve the area identified for renovation. The project includes all new MEP services
within the project area and modifications to the controls systems as necessitated by the design.
Utility services to HHPH will be supplied from the existing infrastructure in the building.

As shown in the floor plans (Exhibit 4), the space for the adolescent and children age groups will
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12.

date of the binding construction contract.

Completion of 1%t Phase of Construction within 24
months of the effective date of the binding construction
coniract

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 15! 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

Completion of each phase within 24 months of the
effective date of binding construction contract for that
phase

months

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

17

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”.

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.

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










* The cost estimates were prepared by CostCon Construction Services and
benchmarked to the Marshall Valuation Services by Treffer Appraisal
Group. See Exhibit 8.
o Architect/Engineering Fees
» HDS Architecture and Design provided the cost estimate after preparing
the Floor Plan and working with CostCon Construction Services to procure
the cost estimates on the buildout. A description of HDS's experience is
provided in Exhibit 5.
o Contingency Allowances
» The cost estimates were prepared by CostCon Construction Services and
benchmarked to the Marshall Valuation Services by Treffer Appraisal
Group. See Exhibit 8.
o Mortgage
* The project will be financed by HHP through a refinancing of an existing
mortgage on the building.
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3.

4. Prince George’s County, 7300 Van Dusen Road, L.aurel Md, 20707; (410) 265-
8737, ext. 500. HHS has been providing behavioral health services including
outpatient services, partial hospitalization services, psychiatric evaluations and
follow ups, family therapy, individual therapy as well as tele-psychiatric services at
the Laurel Medical center location since 2021. HHS' office was located next to the
emergency department of Laurel Medical Center and is currently in the process of
being relocated to the new building.

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.

No.

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 fo the possibility of penalties, admission
bans, probationary status, or other sanctions at the applicant facility or at any facility listed in
response to Question 27 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.

No.

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.
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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.

| 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 Board-designated Official

Owner and CEQ

Position/Title

Oladipo Fadiora

Printed Name
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Table 2

Baltimare Upper Shore Planning Region; Under 18 Population
Maryland County 2020 Pop. Est.
Anne Arundei County 132,327
Baltimore City 118,698
Baltimore County 187,211
Carroil County 37,894
Cecil County 23,364
Harford County 58,565
Howard County 81,209
Kent County 2,969
Queen Anne's County 10,722
Talbot County 6,856
Total 659,815
Baltimore Upper Planning Region Pop.
Shore Planning Region | within Optimal Travel | % of Total Population
Pop. 2020 Time 2020
659,815 615,904 93.34%

(2) Need for Acute Psychiatric Services.

(a) The Commission shall publish, at least every two years, regional projections for
adults, children, adolescents, and the geriatric population using the methodology in
Regulation .06 of this Chapter.

(b) The Commission shall publish at least every two years a needs determination for
historically underserved populations for acute psychiatric services by region.

)] The needs determination for historically underserved populations will be
developed based on consideration of factors that include trends in acute psychiatric
discharges, trends in hospital emergency department boarding, and needs assessments
developed by local behavioral health authorities and State agencies that identify gaps in
the mental health system.

(ii) Commission staff shall publish on its website a draft needs determination for
historically underserved populations that includes the sources and assumptions used to
develop the determination and request public comment regarding the draft
determination. Staff shall also send the notice to each acute general hospital and special
psychiatric hospital in Maryland. The Commission shall consider the comments and
Commission’s staff’'s recommendations at a public meeting before establishing a needs
determination for historically underserved populations that shall apply to a Certificate of
Need review and to a request for exemption from Certificate of Need review for a project
that involves acute psychiatric services.

{c) The Commission shall use the regional acute psychiatric hospital utilization
projections and the needs determination for historically underserved populations to
evaluate the need for a proposed new psychiatric hospital, the proposed introduction of
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14 age range to the children analysis to reflect the state child age range of 0-12° The total for
each column reflects this analysis.

The patient population was then equally distributed on a year over year basis to equal the
estimated population changes indicated in the state data. The following tables summarize the
anticipated patient population for the service area over the next five years.

Table 3

State of Maryland
Population 2021-2027

Year Total (Ages 0-12) | et} 10101 (Ages 13-17) | Fercent

Change Change
i Total2021 ) 969671 - | oo opt0ie3733 ol oo
Total 2022 974,944 393,993 _
o Total2023 .| 980316 | 394250 -
Total 2024 985,691 394,508
o Total2025- .- . 091,085 @ 1394766
Total 2026 996,440 395,022 Lo
_Total 2027 ' 1,001,816 = = | 333% | - 395278 | O

Table 4

Maryland Baltimore Upper Shore Planning Region
Children {Ages 0-12) Population 2021-2027

County Year Total (Ages 0-12) Percent Change

Anne Arundel Co. 2021 94 991
. 'Anne Arundel Co. | 2027 | 963200 @
Baltimore Co. 2021 131,163
Baltimore Co. = | 2027 | '~ 120458 | . 430%
Carroll Co. 2021 26,1568
o CarrollCo. 2027 | 273000 i 440%
Harford 2021 41,414
- Harfordi ] 2027 )i 043692 ol BB0%
Howard 2021 57,414
... Howard: 2027 80227 00 ) 400%
Baltimore City 2021 84,051
i i Baltimore City . | 2027 | 83714 oo 040%
Total All 2021 435,190
Total All 2027 440,721 1.27%

P 1 40%

9HHS notes that the 40%/60% assumptions led fo results in line with the State-wide population figures
reported by age from the US Census for 2019.
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Table 5

Maryland Baltimore Upper Shore Planning Region
Adolescents (Ages 13-17) Population 2021-2027
County Year Total {Ages 13-17) Percent Change
Anne Arunde! Co, 2021 36,566
- AnneArundelCo. | 2027 . 36932 | % o
Baltimore Co. 2021 54,291
. BaltimoreCo. - f2027 [ - . ‘54834 Y%
Carroll Co. 2021 11,857
oo CamollCor feo2r 1067 0%
Harford 2021 17,182
o Harford . |2027) . 18323 | 5%
Howard 2021 23,061
Howard 2027 23]753 3%
Baltimore City 2021
. Baltimore City . . | 2027 G 1%
Total AH 2021
Total AH 2027 175,163 -0.44%

Please see Exhibit 14 for a list of population by zip codes included within the service area.

.  Projected Psychiatric Discharge Rates & Historical Analysis

In assessing the historical discharge rates and projecting its discharge rates, HHS built upon its
research and data from its prior CON filing initially submitted at the end of CY 2020. This included
reviewing the prior data collected and discussing with HSCRC the options/suitability of utilizing
updated data from the intervening years.10 However, given the COVID-19 pandemic’s impact
during the CY 2020-CY 2022 timeline, the HSCRC related its concerns about the reliability and
forecasting use of this data, including anticipated issues with small cell size limitations (whereby
HSCRC must mask data).

Given this feedback, HHS collected data for the entire <18 age group {vs. adolescent and children
separately) to ensure larger groupings, and focused the data on the primary service area to
analyze total inpatient admissions, emergency department visits, observation stays, and

admission sources to estimate the projected admissions, market shifts, and service area volume
from CY 2019 — CY 2022."

In addition to this recent analysis, the prior research through CY 2019 is included below to
document the need present within the market outside of the COVID-19 pandemic period. HHS
notes that recent signs of returning volumes to pre-COVID levels is also documented within the

HHS retained the services of the Durant Bailey Group (DBG), which assisted in the
gathering/analysis/presentation of the HSCRC data.
" CY 2022 was annualized based on data through September 2022
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Table 10

Service Area Volume

CY2019 | CY2020 | CY2021 | CY2022*
Inpatient Admissions (Psych age <18) 4053 3,391 3,425 | 3,733
% YQY change -16.3% 1.0% 9.0%
Emergency Department Visits (Psych age
<18) 22,889 14,751 | 15,548 | 17 547
% YOY change -35.6% 5.4% 12.8%
% of IP Admissions from the ED 55.07% 53.11% | 57.64% | 57.18%
Observation Stays 634 636 809 729
Avq # of Hours in Observation per Patient 24.98 33.82 33.87 47.09
% of Patients Admitted from Observation | 39.75% 42.30% | 49.69% | 56.49%
Observation Stays > Than 24 Hours 211 227 351 307
% of total observation stays | 33.28% 35.69% | 43.39% | 42.05%

Given the clear pandemic specific impacts on the HSCRC data from CY 2020 — CY 2022, HHS
also includes an analysis of the historical discharge factors from the pre-pandemic data.

Pre-Pandemic Data Analysis

HHS first references the reported per-population discharge rates for the applicable age groups
from an MHCC's pre-pandemic publication. The foliowing table from the Maryland Health Care
Commission’s “White Paper: Maryland Acute Psychiatric Hospital Services”. April 2019
showcases the use rates per 100,000 in population from 2008-2017. The MHCC analysis

documented a rise in use rates from 2008 to 2017, with a sharp increase in the adolescent
population.

Table 11
Psychiatric Discharge Rates per 100,000 Population, CY 2008-CY 20175

Use

2008 | 2009 | 2010 | 2011 | 2012 | 2013 | 2014 | 2015 | 2016 | 2017 | Rate
Change |

Child (0-12) | 179 | 189 | 204 | 200 | 217 | 201 | 192 | 170 | 175 | 183 | 2.30%
A“:g’gﬁ‘;‘;“t 1,008 | 1,199 | 1,190 | 1,201 | 1204 | 1,328 | 1.320 | 1,318 | 1.273 | 1273 | 26.40%
Adult (>18) | 853 | 898 | 896 | 905 | 887 | 860 | 850 | 804 | 802 | 772 | -6.60%
AllAges | 752 | 799 | 801 | 816 | 804 | 790 | 775 | 734 | 731 | 709 | -5.60%

¥ Maryland Health Care Commission: “White Paper: Maryland Acute Psychiatric Hospital Services”. April

2019
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» Reducing drive time for patients in south Baltimore County and Baltimore City who are
currently being admitted to Sheppard Prait and inpatient hospitals outside of the service
area. The new facility would also reduce the number of transfers currently required for a
patient to reach admission to a psychiatric unit.

« The new facility would increase the speed at which patients in need of inpatient care can
be admitted.

As described above and recently highlighted,”® as a consequence of the lack of sufficient
psychiatric bed capacity {o serve the under-18 population, at-risk youth in need of an inpatient
admission for psychiatric care end up being housed in juvenile justice detention facilities which
are not equipped or appropriate to care for them while they await a bed becoming available. The
additional inpatient bed capacity at HHPH will improve access to inpatient psychiatric care,
including for these vulnerable youth. The volume shifts associated with the proposed project
are not expected to affect existing inpatient children and adolescent psychiatric units in such
measure as to compromise the financial viability, thereby threatening access/availability, of any
existing programs. This is based on the following assumptions:

» The majority of existing inpatient pediatric psychiatric volume is handled by Sheppard Pratt
and Brook Lane — the only two facilities in the state with dedicated child and adolescent
units — which have recently operated at occupancy rates reaching 99% in recent years
(see Table 15). Other facilities throughout the state with dedicated pediatric psychiatric
units are often simply a last resort for those seeking care.

» Sheppard Pratt remains as the only psychiatric hospital within the HHS service area with
both a dedicated child and adolescent unit, which serves as regional provider of care for
this population. HHS would serve a less severe patient population than what Sheppard
Pratt can accommodate, thus a projected rise in uses rate and severity would sufficiently
backfili an already significantly burdened facility.

« Roughly 18% of HHPH's year one volume would be direct admits shifting from Sheppard
Pratt and Brook Lane (73 cases tfotal) — generally aligning with the Brook Lane and
Sheppard Pratt statewide market share of pediatric psych volume.

+ Most of the year one volume (80%) would be patients who ultimately get admitted from
acute care hospital emergency departments, observation units (60%) and those who have
extended observation stays (18%).

+ These estimates are highly conservative as, it is unknown how many patients are currently
on waitlists for inpatient care which would result in undercounting the demand in the
service area, limiting any impact even further.

Total Costs of Care

HHPH would provide a lower cost per care than the acute care general hospitals where the
children and adolescents are currently being admitted when a bed is available.  Additionally,
cost improvements to the system would stem from reduced length of stay in hospital emergency
rooms and observation units. By providing additional and appropriate capacity to serve children
and adolescents, this would ease pressures on the system currently unable to meet the need for

2 (Shortage of inpatient beds in Maryland Psychiatric Hospitals is putting children at risk, officials worry.
Baltimore Sun. (n.d.). Retfrieved March 14, 2023, from hitps:.//www.baltimoresun.com/health/bs-md-cr-
juvenile-detention-psychiatric-care-20211103-wcidebu7unhzpaf2fg7ixshrri-story. himi)
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inpatient psychiatric care within the under-18 population. By easing volume in overburdened
hospital emergency departments and costly acute care rates, savings to the system would be
realized through increased efficiency in throughput, discharging and providing inpatient care for
those who need it.

Conservatively, HHPH would be expected to produce roughly $709,000 in savings to the health
system through a reduction of emergency department length of stay, elimination of observation

hours for certain cases, including observations greater than 24 hours, as shown in the following
Table.

Table 21
Service Area Cases Shifted to HHS from Existing
CY 2022 Volume
LOS

LOS (hours) *
Source of Year 1 Reductio | Statewide
Admission Volume | n (hours) | Unit Rate Assumptions
Direct 73
admissions

On average, patients admitted from
the ED have almost 1 hour longer
o LOS than patients not admitted.
égmlssmns from 203 142 $18,084 This hour is assumed as potential
savings. Actual reduction in LOS is
expected to be much more
significant.
Assumes patients historically
admitted from observation, would
have hours of observation
Admissions from a1 1,468 $135,292 eliminated from total costs and

observation would be admitted directly or
through ED. Does not assume all
observation for pediatric psych
cases would be eliminated.
Assumes, patients in observation

Admissions from $ greater than 24 hours are in need

observation >24 | 70 6,023 555252 of inpatient care. Increased service

[ ' ] - H N JR-J puy

hours area capacity allows navigation of
these patients to appropriate care.

Popuiation 5

| growth
Total 389 $708,628
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Patient Mix:

1) Medicare 0.0%
2) Medicaid 80.0%
3) Blue Cross 2.5%
4) Commercial Insurance 8.5%
5} Self-pay 5.0%
6) Other 4.0%

HHS has been a provider of outpatient mental health services and worked with inpatient facilities
for many years in Maryland. Working heavily with the Medicaid patient population (~70% of HHS's
existing patient population) and the underserved, HHS has actively encountered the access
barriers for inpatient care and disconnected inpatient to outpatient freatment for this patient
population. in addition to these operational experiences, HHS reviewed a number of data sources
regarding the Medicaid patient population in the service area.

Based on HHS’s research described below, HHS estimates its Medicaid patient percentage at
80%. HHS believes this figure is a conservative assumption given the facility location, evidence
of like providers, and importantly the fact that HHS’s existing patient base and common referral
networks are heavily weighted to servicing the Medicaid population. Although this is our working
assumption for a payer percentage, the proposed facility will accept all patients regardless of
payer source.

HSCRC Data

HHS looked at its pre-COVID data for perspective on Medicaid patient expectations. The
pandemic’'s effect on volumes and distortion of Medicaid enroliments due to a pause in eligibility
reviews favors the pre-pandemic period for forecasting figures in 2024 and beyond.

The HSCRC data obtained by HHS documented that Medicaid patients make up around 70% of
the patient population for children inpatient psychiatric services looking at 2017-2019. Further,
some providers, such as the University of Maryland were often above the State average.

Table 25
Medicaid Patient Days as % of Total Patient Days — Children {0-12)
2017 2018 2019
State Total 71% 72% 68%
University of 40 ane Q40
Maryland 84% 90% 81%

The HECRC data obtained by HHS documented that Medicaid patients make up around 50% of
the patient population for adolescent inpatient psychiatric services looking at 2017-2019. Further,
some providers, such as the University of Maryland and MedStar were often above the State
average.
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Table 26

Medicaid Patient Days as % of Total Patient Days — Adolescent {13-17)
2017 2018 2019
State Total 51% 49% 51%
University of o 0
Maryland 62% 79% 80%
MedSStar Franklin 61% B65% 64%
quare

The HSCRC data confirms that Medicaid patients comprise a significant portion - and often a
majority - of inpatient children and adolescent psychiatric patients within the State and at providers
in the Baltimore area.

UMMC CON Filing

HHS also referenced the payer statistics in the University of Maryland’s recent CON application
(Docket #18-24-2429) to establish an adolescent unit at UMMC. UMMC's filing also empathized
admission/transfer access issues for ED patients — a core component of the need identified in our
filing. UMMC projected Medicaid patients would account for approximately 85% of their volume.
This is in line with HHS's estimates as well.

Expenses:

To evaluate the reasonableness of its expense assumptions, HHS looked at the recent
experience of Sheppard Pratt and Brook Lane as one data point for cost reasonableness.

Salaries and Wages (including Benefits): based upon final amount in Table L

Contractual services: HHS calculated the total amount paid by similarly situated hospitals (Brook
Lane, Shepherd Pratt) based upon their most recently filed cost report. HHS identified the amount
on a per patient day basis and adjusted it upward by 120% to adjust for inflation to the first year
of operations and possible inefficiencies in size and scale for the smaller proposed location.

The per bed day amount was then applied to the anticipated patient days at the proposed hospital.
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Table 27

Per P&gﬁﬁt Day YTar Year 2 "Year 3 Year 4 Year 5
Laundry Linen, $2.85 $3.43 | $14,307. | $15,002. | $15,708. | $16,188.
A Uniforms: 57 91 53 07
8 . $7.72 $9.26 | $38,690. | $40,571. | $42,479, | $43,776.
g Agency Nurses: 00 5 40 20
g Food: $28.31 $33.9 | $141,923 | §148,821 | $155,820 | $160,577
w ) 8 97 40 76 .61
3 Other Contracted $57.48 $68.9 | $288,134 | $302,137 | $316,348 | $326,005
8 Services: 3 .70 .89 03 40
. Total 115, | 8483,057 | $506,533 | $530,356 | $546,547
65 13 45 71 28
Insurance: $19.87 $23.8 | $99,606. | $104,446 | $109,359 | $112,697
) 5 02 .82 16 65
Q Telephone: $5.87 $7.04 | $29,421. | $30,851. | $32,302. | $33,288.
g ' 20 06 04 15
_r'f Utilities and Water: $14.31 $l7’:’.1 $715,;1(}. $756,§1;95. $782,;32. £8 1’;;;35.
% Office Supplies: $4.39 $527 | $2 19,53)93. $23ég62. $245, 147. $246,§84.
Total $53.3 | $222,731 | $233,556 | $244,541 | $252,006
2 14 .38 .00 27
Medical Medical Supplies: $92.39 $110. | $463,081 | $485,587 | $508,425 | $523,946
Supplies ) 86 63 .18 29 34

Inflation: HHS projects the following inflation assumptions for its expenses:

Table 28
Year 2025 2026 2027 2028
Inflation percent 3.00% | 3.00% | 3.00% | 3.00%
a. Salaries & Wages (including benefits) 3.00% |3.00% |3.00% |3.00%
b. Contractual Services 200% |[2.00% |2.00% |200%
i. Medical Supplies 3.00% [3.00% |3.00% | 3.00%
j- Other Expenses: 2.00% |2.00% |200% |2.00%

Outpatient Revenue / Expenses:

While the proposed hospital project does not include new outpatient services, HHS has included
its existing outpatient services within the applicant tables for transparency. HHS utilized its
existing operational history along with the following assumptions to project current and future year
figures for volume related growth.
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Table 29

Qutpatient Program Volume Growth
2023 2024 2025 2026 2027 2028
105.00% 106.00% 103.00% 103.00% 103.00% 103.00%
Boost from year one
Rebound of hospital
from CV19/ | operations, building Stable Growth assumption from expanding inpatient
organic increased exposure volumes / organic growth
growth and use of outpatient
programs
Table 30
Outpatient Program Expense (Volume Growth Related)
2, EXPENSES 2023 2024 2025 2026 2027 2028
Salaries & Woages | 104.80% | 104.80% | 102.40% | 102.40% |102.40% |102.40%
(including benefits)
Contractual Services | 104.80% | 104.80% | 102.40% | 102.40% | 102.40% | 102.40%
Supplies 103.00% | 103.00% | 101.50% | 101.50% | 101.50% | 101.50%
Other Expenses 103.00% | 103.00% | 101.50% | 101.50% | 101.50% | 101.50%
For inflationary rates, HHS applied the following factors to the outpatient program.
Table 31
Infiation - Reimbursement
2024 2025 2026 2027 2028
102.75% | 105.50% | 108.25% | 111.00% : 113.75%
2.75% 2.75% 2.75% 2.75% 2.75%
Inflation - Expenses
2023 2024 2025 2026 2027 2028 2029
Salaries &

Wages 0 0 0 0 0 0
(including 3.00% 3.00% 3.00% 3.00% 3.00% 3.00%
benefits)

Conractual | 2.00% | 200% | 200% | 200% | 200% | 2.00%

Shli?i:fci:zls 3.00% | 3.00% | 3.00% | 3.00% | 3.00% | 3.00%
Exgé?;esres: 200% | 200% | 200% | 200% | 200% | 2.00%
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underserved, HHS has actively encountered the access barriers for inpatient care and
disconnected inpatient to outpatient treatment. HHS can address these barriers to access and
disjointed care only if it has the full range of services — including inpatient care — within the
continuum of care it provides.

As a longstanding existing provider of a broad continuum of outpatient mental health services,
HHS is keenly aware of the important role that outpatient programs and population health
measures play. However, a child or adolescent in crisis being boarded in an ED waiting for an
admission needs a bed, not an outpatient program or population health initiative. These

programs and measures are important, but they cannot address the demonstrated need for
additional inpatient capacity.

Likewise, existing facilities are not meeting the demonstrated need, and cannot meet the
demonstrated need because there are not enough available beds in these facilities, as shown by
the fengthy ED boarding and barriers to inpatient care being experienced in the State, particularly
among minority and underserved populations that HHS primarily serves.

The project is also a cost effective alternative because it involves the renovation of an existing
building rather than new construction.

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 1o sustain the project.

INSTRUCTIONS: Please provide a complete description of the funding plan for the project,
documenting the availability of equity, grani(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 pianning 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.

= |dentify 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.

s Audited financial statements for the past two years should be provided by ail applicant
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The volume shifts associated with the proposed project are not expected to affect existing
inpatient children and adolescent psychiatric units in such measure as to compromise the financial
viability of any existing programs. The assumptions on which this is based are listed in response
to COMAR 10.24.21.05B(9) (Adverse Impact standard) above.

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);

HHPH would increase access by increasing capacity in a service area lacking the beds to meet
the current and projected demand. Additional benefits to the population from an access
perspective include:

» Reducing drive time for patients in south Baltimore County and Baltimore City who are
currently being admitted to Sheppard Pratt and hospitals outside of the service area. The
new facility would also reduce the number of transfers currently required for a patient to
reach admission to a psychiatric unit.

» The new facility would increase the speed at which patients in need of inpatient care can
be admitted.

As recently highlighted,*' as a consequence of the lack of sufficient psychiatric bed capacity to
serve the under-18 population, at-risk youth in need of an inpatient admission for psychiatric
care end up being housed in juvenile justice detention facilities which are not equipped or
appropriate to care for them while they await a bed becoming available. The additional
inpatient bed capacity at HHPH will improve access to inpatient psychiatric care, including for
these vulnerable youth.

On costs to the health care delivery system.

The new facility would provide a lower cost per care than the acute care hospitals many of the
existing patients are in. Additionally, cost improvements to the system would stem from reduced
length of stay in hospital emergency rooms and observation units. By providing additional and
appropriate capacity the population in need, this would ease pressures on the system currently
challenged with meting the current need for the under 18 population in need of inpatient
psychiatric care. By easing volume in overburdened hospital emergency depariments and costly
acute care rates, savings to the system would be realized through increased efficiency in
throughput, discharging and providing care for those requiring necessary inpatient acute care.

As explained in response to COMAR 10.24.21.05B(9) (Adverse Impact standard) above,
conservatively, the new facility would be expected to produce roughly $709 000 in savings fo the
health system through a reduction of emergency department length of stay, elimination of
observation hours for certain cases, including observations greater than 24 hours.

*1 (Shortage of inpatient beds in Maryland Psychiatric Hospitals is putting children at risk, officials worry.
Baltimore Sun. {n.d.). Retfrieved March 14, 2023, from https://iwww_baltimoresun.com/health/bs-md-cr-
juvenile-detention-psychiatric-care-20211103-weidebu7unhzpaf2fg7ix5hrri-story. html)
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AFFIRMATION

I hereby declare and affirm under the penalties of perjury that the facts stated in the foregoing
Application by Hope Health Systems, Inc. for a Certificate of Need for the Establishment of a
Freestanding Inpatient Psychiatric Hospital for Children and Associates, and in its altachments,
are true and correct to the best of my knowledge, information and beliel.

Date: March 20, 2023

[4 { R .
Printed Name: V/ ‘V/‘é‘}’ &Alf/ﬁ/
Title: £ k& et f I i v



AFFIRMATION

I hereby declare and affirm under the penalties of perjury that the facts stated in the foregoing
Application by Hope Health Systems, Inc. for a Certificate of Need for the Establishment of a
Freestanding Inpatient Psychiatric Hospital for Children and Associates, and in its altachments,
are true and correct to the best of my knowled ge, information and belief.

Date: March 20, 2023 V@"“ /

Printed Name: L ANRE 4/;49/ 02H
Title: C&D




AFFIRMATION

I hereby declare and affirm under the penalties of perjury that the facts stated in the foregoing
Application by Hope Health Systems, Inc. for a Certificate of Need for the Establishment of a
Freestanding Inpatient Psychiatric Hospital for Children and Associates, and in its attachments,
are true and correct to the best of my knowledge, information and belief.

Date: March 20, 2023

ZW Nvehzees

Printed Name: Bryan Niehaus

Title: Vice President - Advis, Inc.



AFFIRMATION

[ hereby declare and affirm under the penalties of perjury that the facts stated in the foregoing
Application by Hope Health Systems, Inc. for a Certificate of Need for the Establishment of a
Freestanding Inpatient Psychiatric Hospital for Children and Associates, and in its attachments,
are true and correct to the best of my knowledge, information and belief.

Date: March 20, 2023 QW\\/&/

Printed Name: Angela Wells-Sims

Title: Principal
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Table A Physical Bed Capacity Before and After Project ?2 szrﬁcants whose project impacts any nursing unit, regardless of project type or scope, must complete:

Table C Construction Characteristics All app]ncants proposing new construction or renovation must complete Table C.

Table E Project Budget All applicants, regardless of project type or scope, must complete Table E.

Table G Revenues & Expenses, Uninflated - Entire Facility 32‘;’;2Eﬁ;ﬂ;ﬁ“ﬁﬁiﬂf\?ﬁuﬂfggemggj; i Biciciea RSN ues = erkesdy Tl Cishould

Applicants who propose to establish a new facility, existing facility applicants who propose a new service,
and applicants who are directed by MHCC staff must: complete Table I. All applicants who complete this

Table | Statistical Projections - New Facility or Service
table must also complete Tables J and K.

‘Applicants who propose to establish a new facility and existing facility applicants who propose a new service
Revenues & Expenses, Inflated - New Facility or Service and any other applicant that completes a Table | must complete Table K. The projected revenues and

Table K
expenses in Table K should be consistent with the projections in Tables | and J.




TABLE A, PHYSICAL BER CAPACITY BEFORE AND AFTER PROJECT

total pumberof beds that

meastire of staffin

Before the Project After Project Completion

. N Based on Physical Capacity . Based on Physical Capacity
Location {Licensed Location
Hospital Service {Floor! Beds: Room Gourt Totl B:: C?”Tt Hospital Service {Floor/ Roogl wan o B:: Cf:m:t
ingr . i o ysica gl : emi- L] ysica
Wing) V2011 Private | Semi-Private Rooms Capacity Wing) Private Private Rooms Capacity
ACUTE CARE ACUTE CARE

General Medical! Surgical* g C General Medical/ Surgical* 0 0

0 c 4] 0

0 0 ¢} 0

0 0 o 0

o} 0 G Y]

SUBTOTAL Gen. Med/Surg® SUBTOTAL Gen. Med/Surg*

IcCU/CCU o 0 ICW/CCU

Other (Specify/add rows as

needed) 0 0 0 ¢
TOTAL MSGA JTOTAL MSGA

Obstetrics Q 0 Obstetrics

Pediatrics 0 0 Pediafrics

Psychiatric 0 0 0 Psychiatric 18 18 16
TOTAL ACUTE ; OTAL ACUTE

NON-ACUTE CARE NON-ACUTE CARE

Dedicated Observation* 0 0 Dedicated Qbservation™* ] 0
Rehabilitation 0 0 Rehabilitation ] o]
Comprehensive Care a ¢ Comprehensive Care 2 0
Other (Specify/add rows as 0 o Other (Specify/add rows as 0 0

nesded) needed)

TOTAL NON-ACLITE OTAL NON-ACUTE

HOSPITAL TOTAL OSPITAL TOTAL

*Include beds dedicated to gynecology and addictions, if unit(s) is separate for acute psychiatric unit

** include services inciuded in the reporting of the "Cbservation 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
reascnable and necessary to determine the need for a possible admission to the hospital as ar inpatient; Must be ordered and documented in writing, given by a medical practitioner.
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TABLE H. WORKFORCE INFORMATION

UR/Billing 2.00 $42,813 $85,627 2.00 $55,000 $110,000 $0 4.00 $195,627
HIM/Medical Records 30 1.00 $47,000 $47.000 30 1.00 $47,000
Patient Services/Accounts $0 2.00 $40,000 $80,000 30 2.00 $80,000
Purchasing /Materials so| os0| 25000  $12.500 so| 050 $12,500
Management

LAB $73,989 $258,960 $0 3.50 $258,960
Drivers $45,760 $45,760 $0 1.00 845,760
T $51,280 $115,380 $0 2.25 $115,380

Maintenance

Total Suppo

REGULAR EMPLOYEES TOTAL

2. Contractual Employees

$37,440

$37,440

37,440




TABLE H. WORKFORCE INFORMATION

Administration (List general
categoties, add rows if needed)

Medical Director $ $115,000  $115,000 $115,000
$0 $0 so[ 0.0 $0
$0 30 so[ 0.0 $0
$0 $0 0| 0.00 $0
30 3 30000 30

Total Administratio

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

1.50

$127,500

Psychologist $0 1.50 $85,000 $127,500 $0

Psychiatrist 3.00 $378,352| $1,135,056 4.00 $380,000f %1,520,000 $0 7.00 %2 655,056

infection Cantrol / Health & Safety %0 0.50 $63,000 $31,500 $0 0.50 $31,500

Clinical Psychiatrist Director 1.00 $346,885 $346,885 $0 $0 1.00 $346,885

Physicians 1.15 $205,860 $236,739 20 $0 1.15 $236,739
$0 30 $0 0.00 $0

Total Direct Care Sta

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

Security Officer $39.500 $284,400
Physical Plant Management / $0| 1.00] $39,000 $39,000 so|  1.00 $39,000
Maintenance
Dietary/Food Service $0 2.50 $45,000 $112,500 %0 2.50 $112,500
Professional Services 0.93 $124.,020 $114,719 $0 0.03] $124,020 %3,319 0.95 $118,037
50 $0 $0 0.00 50
30

Total Support Sta

CONTRACTUAL EMPLOYEES T(

Benefits (State method of
calculating benefits befow) :

TOTAL COST

1,281,701.0

4,066
2,029,714.8
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