Luminis Health Doctors Community Medical Center
CON Application -- Obstetrics and Facility Modernization (Docket No. 23-16-2466)

Response to MHCC Request for Completeness Information Dated April 25, 2023
Proposed Project

1. Application page 25 asks about any required approvals and site control. The applicant
states not all approvals have been obtained. Please provide an estimated timetable for
all approvals and utilities.

Applicant Response:

Prince George’s County passed CB-40-2021 allowing LHDCMC to forego the special
exception requirement. The preliminary plan of subdivision has been approved by
MNCPPC. Grading and utility permits are expected to be approved by July 2023. There
are no additional approvals required.

2. Please include a description of the connection between the existing hospital and the
new acute care pavilion and the plans to manage the renovations without disruption to
the hospital.

Applicant Response:

In preparation for the Acute Care Pavilion construction, there is a preceding site
development project underway that will address site circulation, utilities, parking, and
loading dock functions. The Acute Care Pavilion will connect directly to the west side of
the existing facility on Level 1 and Level 2. The site preparation work will allow us to
maintain accessibility for material deliveries, staff, and visitors/patients throughout all
phases of construction.

All new construction will be completed and ready for occupancy before renovation of
the existing facility begins in order to minimize impact to hospital services.

At Level 1, the existing entrance will be maintained during all phases of construction.
For the lobby and arrival circulation area, visitors and patients will access the hospital
through a temporary circulation route that ensures safe and secure passage to their
respective destinations. Planning and design related to interior and support services areas
strongly considered the operational impact and maximized accessibility while minimizing
the effect on patient safety, clinical operations, and staff wellbeing.



At Level 2, logistics planning and design strongly considered the impact on patient
care, staff wellbeing, and safety while minimizing the impact to surgical services
operations. The sequence of construction is set to construct new operating rooms in the
Acute Care Pavilion in parallel with ongoing surgical operations, meaning that surgical
operations will continue in the existing space until the new facility is ready. At that time,
surgical services will move into the new space and renovation to existing hospital space
will be phased in order to maximize uptime. All construction, renovation, and relocation
activities will be performed to minimize impact to surgical operations. The connection on
the second floor will ultimately be located in the pre- and post-operative service areas once
all renovations are complete.

At Level 3, connecting to an existing corridor will have a minimal disruption to patient
care.

Once complete, the connections between new and existing space will be generally
through corridors connecting both sides. Attention was given to limit spaces that span both
sides to allow for walls to provide natural barriers between the new and existing buildings
to limit the impact during construction and renovation.

3. MHCC reports that the applicant had four outpatient general operating rooms, and nine
mixed use general operating rooms in 2019, For clarification, please confirm the
proposed project will yield 10 mixed use ORs and 2 ORs used for C-sections.

Applicant Response:
The proposed project will yield 10 mixed use ORs and 2 ORs used for C-sections.

4. Please include at least one clear floor plan/drawing that is legible on an 8.5”x11” page.

Applicant Response:
Please see Exhibit 3 (Corrected).

Project Schedule
Applicant History

5. Application page 32 question 2 asks if the applicant, owner, or responsible person listed
in the application has been involved with other healthcare facilities and directs the
reader to Exhibit 4. Exhibit 4 has no names, only facilities provided. Please supply
information on facilities affiliated with Deneen Richmond and any other persons
responsible for the project.

Ihttps://mhce.maryland.gov/mhcc/pages/hcfs/hcfs_hospital/documents/acute care/con_chartbook _md_gen_spec
ial_hospitals 20220930.pdf , Table 16.




Applicant Response:

Deneen Richmond is the President of Luminis Health Doctors Community Medical
Center, Inc. and also serves as the Chief Quality and Population Health Officer for Luminis
Health Inc. At this time, Ms. Richmond is not involved in the ownership, development, or
management of another health care facility outside of LHDCMC. However, Ms.
Richmond’s prior involvement with other health care facilities is as follows: a) Vice
President, Population Health & Clinical Improvement, Anne Arundel Medical Center
(2018-2020); b) Vice President, Performance Improvement and Outcomes, Inova Health
System (2011-2018); and c) Vice President, Quality and Care Management, Holy Cross
Hospital (2007-2009).

6. Application page 32 question 4 asks if the applicant has had any possibility of penalties
and directs the reader to Exhibit 5. Please provide more information on:
(@) the basis of the Self Disclosure to the Office of Inspector General in January
2023;

Applicant Response:

Beginning in 2010 LHDCMC contracted with Diagnostic Imaging Associates, LLC,
(“DIA”) a radiology physician practice, to provide breast imaging services at
LHDCMC. After LHDCMC joined Luminis Health, it was discovered that the breast
imaging services were being billed under the wrong NPI number; the service was being
billed under DIA’s NP1 number instead of LHDCMC. In April 2021, LHDCMC and DIA
jointly reported to the U.S. Department of Health and Human Services Office of Counsel
for the Inspector General (OIG-HHS) that it had used the wrong NPI number to bill for
LHDCMC Breast Center imaging services. The United States Department of Justice
Baltimore Office agreed to resolve the non-compliance in February 2022 for the amount
proposed by LHDCMC in its self-disclosure. Following a lengthy period of government
approvals, the parties executed the final settlement agreement in January 2023.

(b) the applicant not receiving findings from the OHCQ survey conducted in
February 2021. (If survey findings are received while the application is
pending, please share them with MHCC staff).

Applicant Response:

There was an error in our response to Part 111, Question 4 (p 32; Exhibit 5). While
LHDCMC received findings from an OHCQ survey in Feb 2021, those findings were
successfully addressed and the matter was closed on Feb. 10, 2021. In addition, there was
a subsequent CMS survey related to these issues and the plan of correction was accepted
on April 22, 2021.



Budget

7. Inthe applicant’s budget (Table E) please provide the basis for:
(a) the calculation of the applicant’s contingency allowance and its inflation
allowance;
(b) the 3M in loan placement fees under financing cost, when there are no loans
identified as a source of funding;
(c) the terms for the authorized bonds (type, issued by, term, interest rate).

Applicant Response:

(a) Inflation contingency is calculated based on projected rates, compounded to
December 2025, the midpoint of construction. Projected inflation rates are as
follows; 8% for 2023, 6% for 2024 and 4.75% for 2025. The compounded
resultant of these rates is 19.92%. This rate multiplied by the direct construction
cost estimate results in the $29,100,650 allowance as noted in Table E.

Contingency allowance is based on a design contingency of 10% of the cost
estimate and 3% for construction contingency. The resultant of the two
considered contingency allowances is $22,575,000 as shown in Table E.

(b) The loan placement fees on Table E were incorrectly labeled. These fees
represent Bond issue fees. The corrected Table E attached in Exhibit 1
(Corrected) correctly identifies these fees. In our review of the CON Tables
we noticed a mistake in Table E. This increased the total cost by $628,629. The
Source of Funds on Table E and depreciation on Tables G, H, J, and K are
updated. A complete set of updated Tables is attached in Exhibit 1
(Corrected).

(c) Luminis Health projects the use of a hybrid of taxable and tax-exempt bonds,
with a term of 30 years at a rate of 5.50%. The bonds will be issued by the
Maryland Health and Higher Education Facilities Authority.

Acute Care and General

Quality Care



8. Commission staff utilizes the Maryland Quality Reporting found on the Commission’s
website? which was accessed by staff on April 10, 2023. Staff found that not all the
below average metrics were responded to. Please respond to the omitted metrics and
provide the date data was accessed:

(a) Nurse communication with patients;

(b) Explanation about medication before giving to the patient;

(c) How often patients received help quickly from staff;

(d) Area around the patient’s room quiet at night;

(e) Patient rooms and bathrooms kept clean;

(f) Wait time for cardiac patients needing to be transferred to another hospital for
a procedure;

(g) Deaths within 30 days after receiving hospital care for pneumonia.

Applicant Response:

Below are the action plans for the omitted metrics, which were accessed for this
Response to Comments on 4/26/2023. For the original application, the data was accessed
on 3/15/2023.

(&) Nurse Communication with patients
e New interdisciplinary rounding model and huddles were implemented
e Leadership rounds
e Developing teams with 1:1 coaching
e Living Our RISE Values Training in progress
e Patient Experience Committee meeting bi-weekly
e Team STEPPS Implementation
(b) Explanation about medication before giving to the patient;
e Implementing discharge folders which will help with medications.
e Patient Experience Committee meeting bi-weekly
(c) How often patients received help quickly from staff;
e Call bell data was pulled to determine average length of response time to
identify target improvement
e Working with Hospital PFAC on call bell response time
e Patient Experience Committee meeting bi-weekly
(d) Area around the patient’s room quiet at night;
e Senior Director of Nursing Optimization Operations is heading a Quietness
of the hospital workgroup which meets weekly
e Patient Experience Specialist is sending noise comments to unit directors to
identify and address areas of noise

2 https://healthcarequality.mhcc.maryland.gov/




e Patient Experience Committee meeting bi-weekly
(e) Patient rooms and bathrooms kept clean;
e Patient Experience Committee meeting bi-weekly
(F) Wait time for cardiac patients needing to be transferred to another hospital for
a procedure;
e Transitioned to High Sensitivity troponin in Oct 2022 for evaluation of
chest pain.
e All providers completed education on the USACS Clinical Management
Tool (CMT), modified HEART score.

e ED directors track the utilization of the CMT in patients discharged with
chest pain.

e Developed a strong partnership with Washington Hospital Center for
efficient transfer of STEMI and NSTEMI patients with active chest pain.

e Developed a transfer protocol and increased resources for transfer inside
the Luminis Health System to Anne Arundel Medical Center for NSTEMI
patients without active chest pain.

(g) Deaths within 30 days after receiving hospital care for pneumonia.

e Institution of early warning system across DCMC & AAMC.

e Institution of Sepsis navigator.

e Developed standardized mortality review process and tool to identify, track,
and trend gaps in care uniformly.

e Early identification of potential hospice candidates on repeat readmissions.
Cost-Effectiveness

9. Although not selected for the project, what were the cost estimates of Option B
Converting Existing Hospital Space and Option C Vertical Expansion of EXxisting
Hospital?

Applicant Response:

LHDCMC evaluated several alternative approaches for implementing obstetric
services and considered the following alternatives:

Option A: Do Nothing -$0

Option B: Convert Existing Hospital Space - $117,500,000

Option C: Vertical Expansion of Existing Hospital - $189,200,000

Option D: Change Model of Operations from LDR to LDRP - $291,120,000

Option E: Construct New Facility (Selected Option) -$286,582,858

Construction Cost of Hospital Space

10. Please provide the Excel spreadsheet used for the MVS calculation.



Applicant Response:
Please see Exhibit 22.

Efficiency

11. In the application p. 53, please elaborate on whether the project will maintain staffing
efficiency with the impact of 107.6 new FTEsS?

Applicant Response:

This project will allow us to provide new services leading to the creation of additional
departments such as labor and delivery, post-partum and well-baby nursey. Creation of
these departments necessitates the hiring of additional staff to provide care for these critical
services to our community. Our units were designed to keep services either co-located or
in close proximity to reduce excessive staff movement to promote efficiency. These design
efficiencies that were developed for this project will allow us to keep our existing gross
dollar per FTE ratio intact.

In addition, we anticipate following existing care models as well as best practices for
staffing models for new services to LHDCMC, which will allow us to maintain our existing
staffing efficiency. In many cases, design efficiencies will actually allow us to improve our
staffing efficiencies through the implementation of improved physical and operational
workflows.

Financial Feasibility

12. Provide assumptions used by the applicant in the Exhibit 1 financial tables A-L.

Applicant Response:
Please see Exhibit 1 (Corrected).

13. Please discuss the implications on the financial feasibility of the project if the requested
rate relief from HSCRC is not granted.

Applicant Response:

Prior to submitting the original Certificate of Need Application in April 2023, Luminis
Health met with the HSCRC to familiarize them with this project and our plan, including
the proposed rate relief. If the requested rate relief from the HSCRC is not granted it would
pose significant financial challenges for this project to be implemented as designed. We
believe this application adheres to the HSCRC requirements to obtain rates to offset our
capital investment per the current HSCRC Capital Funding Policy. Additionally, following



HSCRC methodologies for funding a new service, we believe the obstetrics program at
LHDCMC will be funded.

Obstetrics
Need

14. Please provide the source for this statement on page 63 “The total number of licensed
obstetrics beds in the local region has declined from over 100 obstetric beds in FY2015
to fewer than 50 today.”

Applicant Response:

This statement comes from the annual publication of MHCC licensed bed tables. In
FY2015, the Southern Maryland total licensed obstetric beds was 1009.
https://mhcc.maryland.gov/mhcc/pages/hcfs/hcfs_hospital/documents/acute care/chcf co
n_acute care license_rpt 2015 revised 20150313.pdf

In FY23, the Southern Maryland total licensed obstetric beds was 63. The original
response cited the number of obstetrics beds in only Prince George’s County for FY23,
which was an improper comparison to the original FY2015 number, by oversight. Despite
the oversight, Southern Maryland has still lost 46 obstetric beds since FY15.

https://mhcc.maryland.gov/mhcc/pages/hcfs/hcfs_hospital/documents/acute care/chcf

Acute_Care Beds fy2023.pdf

The corrected statement should read, “The total number of licensed obstetrics beds in
the Southern Maryland Region has declined from over 100 obstetric beds in FY2015 to
fewer than 65 today (a 42% decline in Obstetrics Beds in the Region).”

15. Please provide the source of information for the initial two introductory paragraphs in
the Obstetrics section under 1. Need.

Applicant Response:

The introductory paragraph cited in the question did not include source references
because they were detailed in the following complete Needs Analysis sections. The
paragraph is re-stated, below, including the citations requested.

Although Prince George’s County has the second highest birth rate in the State of
Maryland (CON Table 3), the total number of licensed obstetric beds in the local region
has declined from over 100 obstetric beds in FY2015 to fewer than 50 today (See answer
to completeness question #14). The limited number of obstetric beds in Prince George’s



County forces over 7,000 women to leave the County each year to deliver their babies and
to receive other related services (CON Table 4). Prince George’s County has a low
OB/GYN physician-to-population ratio (CON Table 8). The dependence on out of county
obstetric units and OB/GYNs creates inequities through transportation challenges,
disjointed medical management of pregnancy and lack of perinatal continuity of care
(CON Figure 4). Compared to the rest of the State, Prince George’s County has high
infant mortality rates (CON Figure 8), a high rate of low-birth-weight infants (CON
Figure 7), and high teen birth rates (CHNA, below).

Figure 1
Teen Birth Rate
2013-2020

https://www.luminishealth.orq/sites/default/files/2022-11/2022-Prince-Georges-County-
CHA-Luminis.pdf

The Applicant recognizes the need for both community-based obstetrics care and
inpatient obstetric beds in Prince George’s County. Easy access to OB/GYNs and local
delivery sites are critical for the improvement of maternal and infant outcomes. The women
of Prince George’s County deserve access to obstetrical care close to home, which this
project will provide on the LHDCMC campus. LHDCMC’s proposed obstetrics program
will improve access to obstetrical care and related services in Prince George’s County,
including outpatient ambulatory women’s care from preconception health to postpartum
care, gynecology, and breast health.

16. Please provide Table 13 in the application in WORD format.



Applicant Response:
Table 13 is attached as Exhibit 23 and will be provided in WORD format with the

electronic filing of these responses.

Staffing

17. For Table 13 on application page 86:

(a) Add a current staffing column to this table.
(b) Add physicians to the table (note contracted or staff) and include salaries.
(c) Please provide this table in WORD format.

Applicant Response:

(@)
(b)

(©)

LHDCMC does not operate an obstetric program. There is no current staff to
include in Table 13.

Physicians for the obstetric program are added to Table 13 (Exhibit 23). They were
not originally included as they are contracted services and not LHDCMC staff. We
provided a modified Table 13 that includes detail on these contractual services,
such as the physician expense to LHDCMC, malpractice expense to LHDCMC,
and other, non-physician contractual services that are not directly related to
program staffing. The staffing section ties to the Table L and Table J line 2a
Salaries & Wages including benefits. The contractual services ties to Table J line
2b Contractual Services.

A word format of Table 13 (Exhibit 23) is being included in WORD format with
the electronic version of this filing..

18. Please identify where the physician expenses are in the tables package. If no physician
expenses are projected, please explain.

Applicant Response:

Physician expenses were included in Tables J and K on the line b. Contractual Services.
Contractual services includes the physician expense, malpractice expense and non-
physician contractual services that are not directly related to program staffing.

19. Provide a sample schedule for physician staffing.

Applicant Response:

A — D represent the 4 new physicians added to serve as laborists 24/7 on the unit.
During weekday hours, the laborist will have a morning and an evening 12 hour shift. On
weekends, the laborist will have 24 hour shifts. Laborists A — D will rotate on the schedule.
Additional members of the clinical team will include a midwife and a resident physician.

10



FT Laborists | Mon Tues | Wed Thurs Fri Sat Sun
Week1l A/B s ) | C D
Week?2 C/D . —— ) | [\ B
Week3 A/B e ————) | C D
Week4 C/D e ———) | A B
Week5 A/B ——— ) | D

20. On page 73 it states Luminis will be hiring four OB/GYNs. Please explain the
assumptions that were relied on to project that 4 OB/GYNs will meet the need for 20
Obstetrics beds?

Applicant Response:

These OBGY Ns represent a fraction of the total estimated deliveries at LHDCMC once
the program is mature. On page 73, we are proposing to add four additional community
providers to our existing community OBGYN practices. In addition to Luminis Health
Clinical Enterprise (“LHCE”) providers, we anticipate a number of area OBGYNs will
choose to affiliate with LHDCMC’s obstetric program. Therefore, the anticipated need for
obstetrics beds is not intended to be generated solely by LHCE community OBGYN
practices. There are also 8.4 employed provider/laborists in our staffing model who will be
hospital-based, vs community based, and will focus their care on hospital obstetrics needs.
This is the number of hospital-based providers required to staff a program of this size 24/7
for all deliveries.

21. In the application, it states that Luminis has the following recruiting strategies, please
provide a timeframe in which these strategies will be implemented and include any
other strategies that will be used.

(a) strategic investment in salaries;

(b) create a pipeline of clinicians by collaborating with medical schools (San Jorge,
GWU, Hopkins and community colleges);

(c) work with private practice physicians and physicians employed by other
hospitals;

(d) use of a “Laborist” model to work in conjunction with community physicians.

Applicant Response:

(a) Luminis Health has already invested in the salaries of 3 OBGYN providers who
currently practice in Prince George’s County and is projected to add 4 more
OBGYN community providers leading up to the start of obstetric services at
LHDCMC. In addition to the four community-based providers who will be hired

11



before the start of obstetric services at LHDCMC, Luminis Health intends to hire
additional hospital-based laborists. These hires will occur over the coming years,
with laborists being hired closer to the anticipated program start and community
providers being added incrementally in the interim years.

The reference to a strategic investment in salaries, found on Page 119 of the
Application, originally referred to Luminis Health’s recent workforce investment
in which staff salaries have been strategically increased in the past few years,
including our improved corporate minimum wage of $17 per hour. Other
compensation adjustments include incentives for high vacancy and high-demand
positions, such as bedside nursing staff. The staffing investments are reflected in
our CON tables.

(b) Luminis Health operates a large obstetric program at LHAAMC. In support of that
program and medical education and strategic partnerships, it has already
established strong relationships as a health system which will extend to LHDCMC,
when appropriate. Below outlines the timeline of these collaborations with medical
and nursing training programs:

Institution Educational Area Initial Year of
Collaboration
San Jorge’s OB/Gyn FY21
GWU OB/Gyn/medicine/surgery FY21
JHH OB/Gyn FY07
Anne Arundel County Physician Assistant Program FYOQ7
community College
Prince George’s County Medical assistant and nursing FY20
Community College programs

(c) We currently have formal collaborative relationships with physicians in private
practice who are on the medical staff of LHDCMC and LHAAMC and we intend
to maintain and grow these relationships. Several private practice physicians teach
our OBGYN Residents and participate in the quality programs for our service line.
Luminis Health has actively sought the input of OBGYN physicians who are on
our medical staffs and practice in the region as this program has been developed.
Many area physicians have expressed interest in joining our medical staff and/or
having their pregnant mothers deliver at LHDCMC once this program is open.

(d) A laborist model will be implemented when the LHDCMC obstetric service
opens. Currently, LHAAMC has a hybrid hospitalist-laborist model that supports

12



both LHCE-employed and community, private-practice physicians. Luminis Health
has extensive experience operating blended medical models with both private and
system-employed physicians and has a strong reputation for working with regional
providers to enhance services available through blended employed/private models.
The laborist model will support coverage of inpatient obstetrical clinical care and
will allow private OBGYN providers to stay in their offices to maximize access to
ambulatory women’s healthcare while laborists deliver babies and other hospital-
based services. https://pubmed.ncbi.nlm.nih.gov/30835985/

Community Benefit Plan

22. How will the Community Benefit Plan initiatives as described in response to the
standard be staffed and funded?

Applicant Response:

The Community Benefit Plan initiatives are a continuation of the ongoing work of the
Luminis Health Women’s and Children’s service line. These initiatives, including the ones
below, are a part of ambulatory programming development.

Community Benefit Plan initiatives (listed on pg. 95):

e Access to physicians and healthcare providers;

e Create continuous pipeline of physicians, APP's and nurses through
educational collaborations with San Jorges Medical School in Puerto
Rico/George Washington University/John Hopkins Medical Center /and area
community colleges;

Programmatic initiatives to target reduction in preterm, low birth infants;

Pre-conception Health program;

Ambulatory models of care;

Early prenatal visit campaign;

Centering (https://www.centeringhealthcare.org/;)

Post-partum Long-Acting Reversible Contraception (LARC);

Increase education of the community (engagement of medical & nursing

students and faculty) through Health Fairs/Civic organization presentations;

and

e Engage community, industry, insurers and government partners in our health
system efforts to decrease disparities in infant mortality and teen pregnancy.

The engagement of multiple stakeholders across diverse disciplines positively

impact outcomes for the medically underserved.

13



All of the cost of staffing medical providers in community practices will be borne by
LHCE, which has direct professional billing. As discussed in Question 21, this work is
already underway.

Ambulatory program development includes the programmatic initiatives to improve
outcomes for women and babies, including reductions in preterm deliveries, low birth
infants, expand pre-conception health programs, implement early prenatal visit campaign,
expand use of centering programs, and offer post-partum, Long-Acting Reversible
Contraception. Ambulatory practices run by LHCE include these initiatives and these
practices collect revenue to cover the expenses of these initiatives.

The Community Health Improvement team will contribute to disseminating pregnancy
tests and educating the community. These efforts are funded through donors. The staff
includes existing a community health provider, community health RN, and community
health educator.

Any additional funding needed for community benefit services would be borne by
Luminis Health, if foundation support was not available.

Designated Bed Capacity

23. The standard states that “An applicant for a new obstetric service shall designate a
number of the beds from within the hospital’s licensed acute care beds that will
comprise the proposed obstetric program.” However, the CON application, page 100
states that the beds “will be new beds, not taking away from the hospital’s existing
licensed acute care beds.” Please explain how this plan complies and why the applicant
is not designating MSGA beds for the Obstetrics program.

(a) Exhibit 1, Table A and Table F show 20 Obstetric beds. Please reconcile
this number with the number under the Designated Bed Capacity standard on
page 100 which states there will be 21 licensed beds.

(b) Page 8 states there will be six LDRs and three Antepartum rooms, however
the line diagram shows seven LDRs and two Antepartum. Please reconcile these
numbers.

Applicant Response:
The Applicant has requested additional guidance from Staff on the requirements of this
standard and will supplement this response based on this guidance.

(@) The correct number is 21, and Tables A and F have been corrected
accordingly

14



(b) These rooms were mislabeled in the drawings filed with the Application.
The correction has been made in Exhibit 3 (Corrected) and a corrected set
of oversized drawings is being filed with MHCC.

Source of Patients

24. On page 99, the applicant states it is not currently providing OB services, however,
data in the Medicaid table (p.68) shows OB cases. Please reconcile this contradiction.

Applicant Response:

LHDCMC treats patients who come in through the Emergency Room with obstetric
concerns. LHDCMC does not provide inpatient obstetric services. The data in the Medicaid
table on (p.68) includes other obstetric cases.

An internal review of LHDCMC’s data found 48 other obstetric discharges and 24 of
those discharges are Medicaid (corresponding to p.68). All of these cases arrived through
the Emergency Room. Examples of the primary diagnoses and clinical classifications
include postpartum diagnoses, other antepartum diagnoses, menstrual & other female
reproductive system disorders, and infections of the female reproductive system. While
women in labor occasionally present to the LHDCMC ED, these deliveries have been
successfully transferred in recent years.

General Surgical

General Standards

25. Please refer to the State Health Plan General Standards at COMAR 10.24.11. Provide
a response to Paragraph .05A (1) Information Regarding Charges and Network
Participation, Paragraph .05A (2) Information Regarding Procedure Volume, and
Paragraph .05A (5) Transfer Agreements.

.05 Standards
A. General Standards.
(1) Information Regarding Charges and Network Participation.

(a) Each ambulatory surgery center, ambulatory surgical facility, and hospital shall
provide to the public, upon inquiry or as required by applicable regulations or law,
information concerning charges for the full range of surgical services provided.

(b) Each ambulatory surgery center, ambulatory surgical facility, and general hospital
shall provide to the public, upon inquiry or as required by applicable regulations, the
names of the health carrier networks in which it currently participates.

15



(c) Each ambulatory surgery center, ambulatory surgical facility, and general hospital
shall provide to the public, upon inquiry, the names of the health carrier networks in
which each surgeon and other health care practitioner that provides services at the facility
currently participates.

(d) The Commission shall consider complaints to the Consumer Protection Division in
the Office of the Attorney General of Maryland or to the Maryland Insurance
Administration when evaluating an applicant’s compliance with this standard in addition
to evaluating other sources of information.

(e) Providing a patient with an estimate of out-of-pocket charges prior to arrival for
surgery shall be a condition of any CON issued by the Commission.

Applicant Response:

(a) All gross charges including operating room minute charges are listed on the
Luminis Health website. Surgical services are also included in our Epic patient
estimate toll that can be accessed both on the Luminis Health website and through
My Chart. The link to the Luminis Health price transparency is Price/Cost
Transparency | Luminis Health.

(b) Upon inquiry, Luminis Health will provide the names of networks in which we
participate to the public.

(c) Upon inquiry, Luminis Health will provide the names of the networks in which
each surgeon and other health care practitioner who provides surgical services at
Luminis Health currently participates.

(d) From time to time, Luminis Health receives letters from the Maryland Office of the
Attorney General/Consumer Protection Division/Health Education and Advocacy
Unit (“HEAU”). These letters are sent by HEAU on behalf of individuals who have
a question about the services received by Luminis Health providers. In each
instance, Luminis Health has worked with HEAU representatives to provide all
requested information in accordance with federal and state law. No inquiries from
HEAU have led to the filing of a complaint by HEAU or the Maryland Attorney
General.

(e) LHDCMC understands that providing a patient with an estimate of out-of-pocket
charges prior to arrival for surgery is a condition of the CON.

(2) Information Regarding Procedure Volume.

Each hospital, ambulatory surgical facility, and ambulatory surgery center shall provide
to the public upon inquiry information concerning the volume of specific surgical
procedures performed at the location. A hospital, ambulatory surgical facility, or ASC
shall provide the requested information on surgical procedure volume for the most recent
12 months available, updated at least annually.

16



Applicant Response:

Luminis Health will provide to the public upon request the volume of specific surgical
procedures performed at LHDCMC for the most recent 12 months.

(5) Transfer Agreements.
(a) Each hospital shall have arrangements for transfer of surgical patients to another
hospital that comply with the requirements of Health-General Article §19-308.2.

(b) Each ambulatory surgical facility shall have a process for assuring the emergency
transfer of surgical patients to a hospital that complies with the requirements of COMAR
10.05.05.00.

Applicant Response:
(a) LHDCMC operates under the LH-ADM1.1.79 Emergency Medical Treatment and

Active Labor Act-Evaluation, Treatment and/or Transfer of patient and LHDCMC
transfer of Patients to Other Acute Facilities. These policies comply with the
requirements of Health-General Article 819-308.2. Please see Exhibits 24 and 25,
respectively.

(b) This standard is not applicable as LHDCMC is not an ambulatory surgical facility.

Design Standards

26. Please include a narrative that demonstrates the project’s compliance with section 2.2
of the FGI guidelines.

Applicant Response:
Please see Exhibit 26 demonstrating compliance with section 2.2 of the FGI guidelines.

New Minimum Utilization for Establishment of a New or Replacement Facility

27.0n p. 112-113, LHDCMC states that it currently only uses eight of the twelve licensed
general purpose ORs. The applicant’s proposed project seeks to construct a
replacement facility for surgical services. Using Paragraph .06A Assumptions
Regarding Operating Room Capacity, submit a response to Paragraph .05B (2) that
supports the need for ten dedicated inpatient and/or mixed-use ORs at optimal capacity
by providing the following:

(a) Two years of historical and current utilization for the 8 ORs in the surgical
services at LHDCMC,;

(b) Projected surgical utilization during the 66-month construction period for the
new addition;
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(c) Projected surgical utilization for the first three years after completion and the
start of operations in the proposed new surgical services addition;

(d) Provide the assumptions and/or basis for any increases in projected surgical
utilization that supports the need for ten ORs;

(e) Provide the Excel spreadsheet with the supporting calculations used to support
the need for the ten operating rooms.

Applicant Response:

LHDCMC is renovating its existing surgical department, not establishing a new or
replacement surgical facility. As discussed in the application, LHDCMC is licensed for
twelve general purpose operating rooms but several of them are obsolete due to their size
and cannot be utilized. The eight currently-in-use operating rooms are an average of 536
square feet each, which is too small to allow for specialty equipment or support staff who
are needed for more complex surgeries. In addition, the existing LHDCMC operating
rooms also lack advanced lighting and mechanical controls which leads to less efficient
systems with higher energy use. Sterile processing and other support services are also
undersized, and are not currently collocated, creating inefficiencies.

In addition to the overall facility deficiencies of LHDCMC’s existing operating rooms
and support services, there have been numerous downtimes for one or more operating room
and sterile processing over the past few years. Ongoing repairs to maintain equipment and
facilities have impacted OR utilization, including the need to address water leaks and
replacement of sterile processing equipment. Given these challenges, LHDCMC has had
operating room capacity reductions due to downtimes, which, if accounted for, demonstrate
that LHDCMC is operating at a level at or above efficiency standards for hospital ORs.

(a) Table 27 shows two years of historical and current utilization for
the 8 ORs in the surgical services at LHDCMC.

According to MHCC standard, the full capacity of an OR is 2,375 hours (142,500
minutes). Eight fully utilized ORs at 80% (the optimal capacity standard in COMAR
10.24.11) would translate to 912,000 surgical minutes with Turnaround Time. Even in
FY22, when LHDCMC had reduced surgical demand due to the Dec-Jan COVID-19 surge,
the surgical program exceeded optimal utilization rates. In each of the past two years, and
for the current year projection, LHDCMC is operating above optimal utilization for 8 ORs.
These utilization rates do not reflect actual OR downtimes which impacted surgical
capacity over the past few years.
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Table 27
LHDCMC Surgical Cases
FY 21 -FY 23 Projected

Year DCMC Main DCMC Main ORs Required at
OR Volume OR Minutes Optimal Utilization
and TAT (COMAR 10.24.11)
FY21 6,486 938,525 8.23
FY22 6,261 915,343 8.03
FY23 Projected 6,541 968,119 8.49

(b) Table 28 shows projected surgical utilization during the 66-month construction
period for the new addition.

Because we are operating close to surgical capacity, there is little surgical growth
projected for the coming several years. However, there is ongoing programmatic
recruitment to align with our strategic growth initiatives for the region. In addition to
surgical specialists who have been recruited over the past 2 years, in FY24, LHCE has
recruited a new Joint Surgeon who will be performing cases at both LHDCMC and
LHAAMC. It would be preferable for these surgeons, who are based largely in the
LHDCMC region, to focus their OR time at LHDCMC. However, the existing surgical
infrastructure is not sufficient to support this projected growth. We expect these surgeons
to continue to add volume at LHDCMC over several years, as we adjust OR utilization to
align with programmatic needs.

Table 28 shows anticipated surgical volume at LHDCMC for the coming 5 years (Year
1 being FY23, which aligns to the volume shown above).

Table 28
LHDCMC Surgical Cases
66 month construction period

DCMC
Main OR

Year Volume
Year 1l 6,541
Year 2 6,581
Year 3 6,621
Year 4 6,661
Year 5 6,701
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(c) Table 29 shows the projected surgical utilization for the first three years after
completion and the start of operations in the proposed new surgical services
addition. The increase in volume between Year 5 shown in Table 28 above, and
Table 29 below, after construction is complete, is associated with the surgical
volumes that align to the planned, ongoing recruitment of surgical specialists.

Table 29
LHDCMC Surgical Cases
First Three Years after Project Completion

DCMC
Main OR
Year Volume
Year 1 7,101
Year 2 7,267
Year 3 1,427

(d) Luminis Health plans to recruit 11 surgical specialists into the LHDCMC
market over the coming 5 years, as shown in Table 30 below. Four of these
specialists are the community OB/GYNSs discussed in the obstetric program
descriptions, who will perform gynecologic surgery in addition to providing
clinical office-based care. There are 3 projected orthopedic surgeons to be
recruited to the market, including a joint surgeon who is joining LHCE in
September 2023. The additional recruitments demonstrated below are slated to
occur over the coming years in order to meet anticipated need in the LHDCMC
community.

Table 30
LHDCMC-Region Planned Surgical Recruitment
Planned
Surgeon Specialty Recruitment
Bariatric Surgery 1
Breast Surgery 1
General Surgery 1
Gynecology 4
Orthopedics 3
Vascular Surgery 1
Grand Total 11
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(e) Exhibit 27 is an excel spreadsheet with the supporting calculations used to
support the need for the ten operating rooms.

28. Please provide a list of the current number of surgeons (including specialties) that
perform surgical services offered at LHDCMC. After project completion, please
provide any expected changes in surgical staff.

Applicant Response:

LHDCMC plans to add 11 surgeons who will base their surgical practices largely at
LHDCMC after project completion. The surgeons include 1 bariatric, 1 breast, 1 general,
4 gynecology (these are the 4 OB/GY Ns recruited for the obstetric program), 3 orthopedics
(hand, joint and spine) and 1 vascular surgeon.

Table 31
LHDCMC Current and Future Surgeons

Current Future
Surgeon Specialty Count Count
Bariatric Surgery 1 2
Breast Surgery 2 3
Ear, Nose, And Throat 2 2
Gastroenterology 19 19
General Surgery 15 16
Gynecologic Oncology 4 4
Gynecology 6 10
Neurosurgery 2 2
Orthopedics 13 16
Plastic Surgery 5 B
Podiatry 6 6
Surgical Oncology 1 1
Urogynecology 2 2
Urology 15 15
Vascular Surgery 3 4
Grand Total 96 107

Service Area

29. Please identify the service area for General Surgical Services.
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Applicant Response:

The service area for General Surgical Services is the same service area as is defined for
LHDCMC’s overall hospital and the proposed obstetric program. The service area is
defined by our FY22 discharges, as shown below.

Table 32

Luminis Health Doctors Community Medical Center
Service Area Definition
FY22
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% DCH

Zip Code Community Discharges Discharges Cumulative %
20706 Lanham 1,104 12% 12%
20743 Capitol Heights 665 7% 20%
20785 Hyattsville 649 7% 27%
20784  Hyattsville 595 7% 34%
20774  Upper Marlboro 528 6% 39%
20770 Greenbelt 493 5% 45%
20737 Riwverdale 372 4% 49%
20747 District Heights 340 4% 53%
20721 Bowie 312 3% 56%
20720 Bowie 240 3% 59%
PSA Subtotal 5,298 59% 59%
20715 Bowie 244 3% 62%
20716 Bowie 215 2% 64%
20740 College Park 213 2% 66%
20710 Bladensburg 199 2% 69%
20772  Upper Marlboro 186 2% 71%
20781 Hyattsville 153 2% 2%
20782 Hyattsville 153 2% 74%
20769 Glenn Dale 129 1% 75%
20748 Temple Hills 126 1% 7%
20746  Suitland 121 1% 78%
20708 Laurel 102 1% 79%
20744  Fort Washington 82 1% 80%
20735 Clinton 74 1% 81%
20705 Beltsville 71 1% 82%
20745  Oxon Hill 64 1% 83%
SSA Subtotal 2,132 24% 83%
All Other 1,564 17% 100%
Total 8,994 100% 100%

Source: HSCRC Discharge Abstract Database, FY 2022
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Financial Feasibility

30. On page 111, under subpart (a) (ii) please elaborate the lack of projected increase in
revenue associated with the expected increase in surgical cases.

Applicant Response:

We did not include additional revenue for surgical cases unrelated to OB to be
conservative in our financial projections. LHDCMC’s only source of additional revenue
for these cases would be the HSCRC’s market shift policy. This policy awards hospitals
additional GBR in the event they capture market share from another hospital. However,
another hospital would need to have year over year surgical volume declines in order for
LHDCMC to receive additional revenue. In the event all hospitals in our service area
experience surgical case growth, no hospital would receive a GBR adjustment. With the
uncertainty surrounding this policy, and the potential revenue LHDCMC would receive,
we felt it was appropriate to omit consideration of additional revenue in our financial
forecast.

31. On p. 112, the applicant reports the following inpatient and outpatient surgical cases
and surgical minutes for FY 2022:

MHCC
Reported Report_ed Calculated | Reported M!_I cc %
Ave Min/ . Minutes/ | ~.
Cases Total Minutes Difference
Case . Case
Minutes
Inpatient | 2,224 136 302,464 380,857 171.2 25.9%
Outpatient | 4,037 97 391,589 534,485 | 132.4 36.5%

There is a discrepancy in the average minutes per case between what LHDCMC
reports, and what MHCC staff calculates, please clarify the discrepancy.

Applicant Response:

In the original table our reported total minutes included turnaround time, but turnaround
time was not included in the average minutes per case. Average turnaround time at
LHDCMC is 35 minutes.

Total surgical minutes was calculated by multiplying the number of surgical cases by
the sum of the average minutes per case and the average turnaround time.

Please see Table 33 below which now includes the average turnaround time.
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Table 33
LHDCMC Current Cases at Average Time per Case
Actual FY 2022

Inpatient | | Qutpatient | | Total
Avg Avg. Avg Avg.
time per Turnaround Total time per Turnaroun Total Total Total
Hospital Cases Case Time Minutes Cases Case d Time Minutes Cases Minutes #ORs
LHDCMC 2,224 136 35 380,857 4,037 a7 35 534,485 6,261 915343 8.03

General Review Criteria

Viability

32. Regarding the philanthropic portion of the applicant’s funding plan, please provide
applicant’s historical success with similar fundraising campaigns.

Applicant Response:

Luminis Health has a long history of successful capital campaigns to support large
capital projects. Our largest capital campaign to date was the $44M campaign to support
the expansion of LHAAMC in 2010 when the 2" Acute Care Hospital Tower was opened.
In addition, in 2017 Luminis Health conducted aLiving the Way to Healthy
Minds campaign to support the construction of the J. Kent McNew Family Medical Center
which raised $10M for our Behavioral Health campus on Riva Road. Another example
involved Luminis Health’s campaign to raise capital dollars for the LHAAMC Cardiac
Surgery Program, which concluded in the spring of 2022 and raised over $2 million.

More recently at LHDCMC, the Foundation raised $800,000 in short order to
supplement the $20 million grant from Prince George’s County to renovate and open a new
Behavioral Health Pavilion on the Lanham campus. Leveraging the expertise within
Luminis Health and its history of successful capital campaigns, the LHDCMC Foundation
plans to launch a more expansive campaign for the Obstetrics and Facility project,
engaging our board, community leaders and corporate partners to reach our goals. In
addition to the Foundation at LHDCMC, there are shared Luminis Health grants resources
that will be allocated to support the fundraising goals for this project.

33. In the application page 118, the applicant states it has already received a commitment
of 21M by the State. Please document what was received in the recent 2024 budget and
explain how a 2025 capital budget request can be projected with certainty.

Applicant Response:
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LHDCMC received an appropriation of $6 million in capital funding in FY24 under
Chapter 102 of the Laws of Maryland of 2023 (the "Act") “for the acquisition, planning,
design, construction, repair, renovation, reconstruction, site improvement, and capital
equipping of infrastructure improvements to the Luminis Health Doctors Community
Medical Center, including a new tower for obstetrical care."” An additional $10 million is
pre-authorized in the Act for the same project in FY25. Please refer to Exhibit 28 for the
relevant provisions of the Act. LHDCMOC is also pursuing additional funding through
the United States Congressionally Directed Spending program.

While the preauthorized amount of $10 million is not guaranteed, the fact that it was
preauthorized is a strong indication of the State’s support of the project and intent to
provide this funding in FY25.  LHDCMC is working closely with elected officials and
community organizations to educate them on the significant health care disparities within
LHDCMC’s communities, LHDCMC'’s strategy for addressing those disparities, and the
critical need for community and government financial support to deliver obstetrical care to
the community. Based on those discussions, LHDCMC is confident it will receive this and
other significant financial support for the project.

34. Please discuss the applicant’s contingency plan for the total State award in the event it
IS not received.

Applicant Response

The project outlined in the CON application closely aligns with the priorities of Maryland, as
outlined by Governor Moore’s Administration. The significant disparity in maternal and infant
outcomes for people of color has been well documented in government reports, by non-
governmental organizations, and in academic, trade and mass media. LHDCMC is in a unique
position to partner with government agencies to launch initiatives to improve maternal and
infant outcomes. Our existing partnerships with Prince George’s County and the State of
Maryland have resulted in access to needed services, and we believe these partnerships will be
continued, and expanded, due to the successful implementations of programs to address
disparities. The $6M in FY24 funding and the preauthorization of another $10M in the FY25
budget highlight the State’s support of this project. With that said, should the projected $95M
in anticipated funding from government sources, both State and Federal, not come to fruition,
and no other grant source offsets that loss, Luminis Health could potentially back-fill this loss
of funding with a combination of operating cash, investment redemption, and bond issuance,
with bond issuance being the majority of the new funding. The increase of $79M in debt
would result in an average annual increased interest expense over the first five years of
$611,000. The annual increased depreciation expense due to capitalized interest for the
roughly three-year construction period would be approximately $52,000.

35. For community support, (Exhibit 20) staff are unable to read all the signatures on the
form letters from Luminis Health. If the applicant wants the individual names included
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under the support section, please provide letters with legible signatures and/or typed

names and titles.

Applicant Response

It is not necessary to include the individual names in the support section.

Impact

36. Please resubmit Table 24 with Obstetrics units for service area discharges in addition
to Obstetric units for the whole State.

Applicant Response

Table 24 is resubmitted with all Obstetric units across the State impacted by the
LHDCMC Obstetric Program. (Please note that the impact is 1% or less to the hospitals

listed in the “Other” category.)

Table 24 (Revised)

Impact of LHDCMC Obstetric Programs on Existing Obstetric Units

In FY 2022 VVolumes

Hospital's
Total Shiftof  Total OB
Discharges FY  FY 2022 Shift as a %o of
2022 (Note 2 Note  Total Hospital
Hospital County (Note 1) 3) OB, FY 2022
Anne Arundel Medical Center Anne Arundel County 778 5,897 13.2%
Holy Cross Hospital Montgomery County 613 9,142 6.7%
Adventist HealthCare White Oak
Hospital Montgomery County 103 1,528 6.8%
UM Capital Region Medical Center Prince George's County 103 1,526 6.8%
MedStar Southern Maryland Hospital
Center Prince George's County 48 1,072 4.5%
Adventist HealthCare Shady Grove
Medical Center Montgomery County 45 1,528 2.9%
Howard County General Hospital Howard County 44 2,876 1.5%
University of Maryland Medical
Center Baltimore City 43 2,159 2.0%
Holy Cross Germantown Hospital Montgomery County 43 1,868 2.3%
UM Baltimore Washington Medical
Center Anne Arundel County 34 1,711 2.0%
Saint Agnes Hospital Baltimore City 31 1,538 2.0%
Other Maryland Hospitals 48 36,739 0.1%
Total Maryland 1,934 67,584
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MedStar Washington Hospital Center ~ Washington, D.C. 240

George Washington University Washington, D.C. 54
Sibley Memorial Hospital Washington, D.C. 68
MedStar Georgetown University

Hospital Washington, D.C. 36
All Other Washington, D.C. 30
Total Washington, D.C. 428

Total FY22 Discharges to shift to
DCMC 2,362

Note 1: Projected Discharges & Source of Volume, Fiscal Years
2027 through 2031

Note 2: HSCRC FY22 Abstract dataset for Maryland hospital
discharges

Note 3: CY21 DCHA discharge database for DC hospital discharges Maryland discharges only

Tables

37. Exhibit 1, Table B, staff found multiple mathematical errors in this table, please review
for accuracy, and revise accordingly.

Applicant Response
Please refer to Table B in Exhibit 1 (Corrected) for the corrected table.

38. Table D, please identify the total site and off-site costs included and excluded from the
MVS analysis for the $127,369,727 in new construction.

Applicant Response
Please refer to Table D in Exhibit 1 (Corrected) for this information.

39. The applicant states on page 3 of the Project Description that the new acute care
pavilion will span 167,000 square feet, but Table D states 186,949 square feet. Please
reconcile these numbers.

Applicant Response

Table C showed the project as 182,949 square feet, which is the correct square footage.
The square footage reference in the Project Description is incorrect and should say 182,949
square feet, to match Table D.

40. Table F is incomplete, please submit a completed table.

Applicant Response

28



Please refer to Table F in Exhibit 1 (Corrected) for a completed Table.

41. Table F for the Entire Facility shows that for the projected years after the new Obstetric
program opens (2027-2031) the hospital occupancy is below minimum occupancy
standards set forth in COMAR 10.24.10 State Health Plan Acute Care Hospital
Services. Please comment on these projections.

Applicant Response
There was a calculation error for average length of stay in Table F that resulted in
lower than projected occupancy (in patient days). Please refer to Table F in Exhibit 1

(Corrected) for a corrected Table F.

42. The coversheet for Exhibit 1 has the correct table listings. Table H Revenue and
Expenses Inflated has never been received and was instead submitted as a workforce
table which should be Table L. Please resubmit the correct tables.

Applicant Response

In responding to this question, the Applicant discovered that there is an inadvertent
labelling variance between the paper copy of Tables H and L as filed with MHCC, and the
electronic (PDF) version of these Tables that were transmitted to MHCC and are now
posted on the MHCC website. The electronic version posted on the MHCC website
includes the correct Table H (Revenues and Expenses Inflated), but the Workforce
Information table (Table L) is mis-labelled as a second Table H. The paper version of the
Application did not include Table H (Revenues and Expenses Inflated) but included the
Workforce Information table mis-labelled as Table H. Exhibit 1 (Corrected) includes
Table H (Revenues and Expenses Inflated) and Table L (Workforce Information) with the
correct labels.

43. Please provide the assumptions used in your workforce table for calculating average
salaries and note if there will be additional expenses related to contracted staff.

Applicant Response

Table L ties to the FY24 2a Salaries & Wages (including benefits) on Table G.

The FY24 LHDCMC budgeted salary and wages, including benefits, was used for both
Tables G and L ($118,166,414).

For each employment category in the table (RN, Tech, Management), the average
salary was determined by dividing the total salary, wage, and benefit expenses for each
category by the number of FTEs within that category.

The staffing for the obstetrics program, including FTEs and wages by category were
added to the second set of columns (PROJECTED CHANGES AS A RESULT OF THE
PROPOSED PROJECT THROUGH THE LAST YEAR OF PROJECTION (CURRENT
DOLLARS) and the staffing related to other anticipated workforce growth to support the
surgical program is included in the next set of columns (OTHER EXPECTED CHANGES
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IN OPERATIONS THROUGH THE LAST YEAR OF PROJECTION (CURRENT
DOLLARS). All of these numbers are added for the final columns of the table, which are
presented in current dollars and ties to Table G.

44. Are benefits included in the workforce table in Exhibit 1?

Applicant Response
Yes benefits are included in Table L and are approximately 17% of the wages and
salaries.

45. Please elaborate on the additional 8.7 FTEs needed under “other changes to
operations.”

Applicant Response

As discussed in 10.24.11 8(3) Financial Feasibility Table 23 to operate 10 operating
rooms which is 2 more than LHDCMC currently operates we need to add 8.7 FTEs. These
8.7 FTEs include 4.16 staff nurse FTES, 2.92 surgical technicians FTEs, and 1.62 operating
room assistant FTEs. The estimated FTEs needed are based on the current FTES needed to
operate the existing 8 functioning ORs at LHDCMC and no additional support staff or staff
beyond these specific functions will be needed to support the projected surgical operations.
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