






































































































































































































 
VIII. Additional Factors Indicative of Growing / Unmet Need 
 
In Maryland, and the wider United States, research and provider experiences indicate there is 
insufficient inpatient mental health capacity to enable adequate access for children (0-12) and 
adolescents (13-17) suffering from mental health and behavioral disorders.  For example: 
 
 Depression/Suicide: Per the CDC, the suicide rate for persons aged 10–14 nearly tripled from 

2007 (0.9 per 100,000) to 2017 (2.5 per 100,000).  The suicide rate for persons aged 15–19 
increased 76% from 2007 (6.7 per 100,000) to 2017 (11.8 per 100,000). 

 
More recently, the CDC identified downward trends in mental health for high school students. 

 
Figure XX1 

 

 
 

The Maryland Youth Risk Behavior Surveillance System (YRBSS) offers a more focused look 
into the emotional needs and behavioral health risks of youth in Maryland. The percentage of 
middle school and high school students who seriously considered attempting suicide in 
Maryland increased from 2018-2019 to the 2021-2022 survey period: 
 
 

 

 
1 https://www.cdc.gov/healthyyouth/data/yrbs/pdf/YRBS_Data-Summary-
Trends_Report2023_508.pdf  



Figure XX2 
 

 
 

 Provider Bias and Inequality of Care: Per the National Alliance on Mental Illness, African 
Americans have been, and continue to be, negatively affected by prejudice and discrimination 
in the health care system. Conscious or unconscious bias from providers and lack of cultural 
competence can result in misdiagnosis, inadequate treatment and mistrust of mental health 
professionals.  

 
These disparities can create a distrust in mental health professionals, which can prevent many 
from seeking or continuing treatment. Per the Black Mental Health Alliance, only 6.2% of 
psychologists, 5.6% of advanced practice nurses, and 21.3% of psychiatrists are members of 
minority groups.  When a person is experiencing challenges with their mental health, it is 
essential for them to receive quality and culturally competent care. The Maryland Department 
of Planning reported that Maryland’s minority share in its population is 50%, 72.3% in 
Baltimore City, and 44.2% in Baltimore County. Overall, Maryland is the 7th most diverse State 
in the country.   
 
This issue has been recognized in part by the Maryland Department of Health and Behavioral 
Health Administration, including in their FY 2019-2020 Cultural and Linguistic Competency 
Strategic Plan.  As they note, culturally competent care is quality care.  By increasing cultural 
competence and providing representative provider options, patients will be more likely to seek 
and receive treatment in the coming years.   
 
HHS is a Minority Business Enterprise (MBE) with diverse staff and clinical providers that 
reflect the communities HHS serves.   Its diversity will be a welcoming aspect of care to 
patients and their families. 

 
2 https://health.maryland.gov/phpa/ccdpc/Reports/Pages/State-Level-Data%2c-
2021-2022.aspx  



 
 In Baltimore City, the Local Behavioral Health Authority’s (LBHA) most recent annual report3 

related a number of issues indicating additional unmet need in the community: 
 

o Violence: Baltimore City also continues to experience endemic violence.  The 
homicide rate remains extremely elevated compared to the years leading up to 2015. 
There was a spike of 342 homicides in 2015, which was exceeded during 2019 with 
348 homicides.  In addition to the tragic loss of life, each homicide has a traumatic 
impact on the individuals, families and communities that survive the loss of a family 
member, friend, or acquaintance. Such losses, particularly when compounded by 
[other factors], can have long-term negative consequences on health and well-being, 
including mental health conditions, substance use, asthma, autoimmune, cardiac and 
other chronic diseases. 
 

o Rate of Mental Illness: [T]he prevalence of mental illness in the reported year in 
Baltimore City was 17.8%, which was higher than the state rate of 16.7%.  [Youth Risk 
Behavior Surveillance Survey] YRBSS data shows higher prevalence of mental health 
symptoms and risk factors among youth compared to state and national averages. 
Based on this data, it appears that the overall need for mental health services in 
Baltimore City is higher than the need statewide and that this disparity exists among 
the city’s youth.   
 

o Systemic Racism: Baltimore City has a disproportionate burden of structures and 
conditions, which increases the likelihood of chronic behavioral health conditions. 
 

o ACEs: As the number of Adverse Childhood Experiences (ACEs) increases, there is 
an increased likelihood of risky behaviors and chronic physical and mental health 
conditions. Maryland began collecting ACEs data through the Centers for Disease 
Control Behavioral Risk Factor Surveillance System (BRFSS) in 2015. Statewide, the 
prevalence of three or more ACEs was 24%, whereas for Baltimore it was 42%. 

 
 Improved Diagnosis: Increasing awareness and identification of mental health risk, along with 

decreasing stigmas, will drive increasing demands for mental health care amongst youth.  
 

 COVID-19: A prior Centers for Disease Control and Prevention (CDC) report found the 
prevalence of symptoms of anxiety disorder in the second quarter of 2020 was approximately 
three times those that reported in the second quarter of 2019 (25.5% versus 8.1%); and the 
prevalence of depressive disorder was approximately four times that reported in the second 
quarter of 2019 (24.3% versus 6.5%)4. 

 
In a 2020 survey of 1,000 parents around the country facilitated by the Ann & Robert H. Lurie 
Children’s Hospital of Chicago, 71% of parents said the pandemic had taken a toll on their 
child’s mental health, and 69% said the pandemic was the worst thing to happen to their child5.  
 
Additional studies have found that consistent with previous pandemics (e.g., H1N1 influenza, 
Ebola), a growing body of literature shows that the COVID-19 pandemic has had a deleterious 

 
3 https://www.bhsbaltimore.org/wp-content/uploads/2020/05/FY-19-Activities-Indicators-Utilization-
Revised-Apr-2020-1.pdf - FY 2020 is still the last annual report published.   
4 https://www.cdc.gov/mmwr/volumes/69/wr/mm6932a1.htm#T2_down  
5 https://www.luriechildrens.org/en/blog/childrens-mental-health-pandemic-statistics/  



impact on youth mental health6. Studies conducted at the onset and throughout the course of 
the pandemic have noted increased mental health problems among youth, with greater impact 
noted among vulnerable subgroups, such as those with pre-existing mental health problems, 
those with physical disabilities, racial and ethnic minorities, and sexual minorities7.   
 
Research also found that adolescents requiring psychiatric hospitalization during the 
pandemic reported increased symptom severity compared to adolescents hospitalized on the 
same inpatient unit in the three years prior to the pandemic8.  While the long-term impacts of 
the pandemic on children and adolescent mental health are not predictable, the research 
suggests additional needs may develop for youth as a result of the pandemic.   

 
The above are just further evidence of unmet need.  The issue has many root causes, and while 
psychiatric hospitals represent only one point on a care continuum, they are a critical one for 
children and adolescents in psychiatric crisis. 
 
IX. Cumulative Project Need / Discharge Assumptions 

 
The issues outlined above have identified a number of quantitative and qualitative factors 
indicating need for additional inpatient psychiatric beds for children and adolescents.  Today,  the 
number of psychiatric beds for children and adolescents per person fall well below expert’s 
consensus figures.  The historical discharge rates, ALOS, population assumptions, and current 
bed counts show that the market needs and can support more children beds and has a dire need 
for additional adolescent beds.  The current occupancy rates at the two freestanding psychiatric 
hospitals are very high for the children and adolescent patient populations, leading to upstream 
access issues for incoming patients seeking admission.  Of note, ED boarding has grown quickly 
in recent years, and the research shows that additional bed capacity and connections with 
established outpatient programs that HHS can provide are critical to address both issues.   
 
Finally, the unmet need not showing in historical use rates or current providers includes many 
patients HHS intends to serve through the expanded access.  Overall growth in mental health 
issues and demand for care is linked to issues affecting underserved and minority communities,  
including violence, racism, suicide, adverse childhood incidents, poverty, and COVID-19.  As 
mental health stigmas are removed, care coverage improves, and awareness/diagnoses 
increases the need for the proposed services will grow.  
 
The totality of the evidence shows a need for additional inpatient psychiatric beds.  To estimate 
the source of admissions for the proposed facility, HHS has broken down the expected volume 
and source of admission as seen below.  HHS notes the need in the market exceeds these 
estimates based on the factors analyzed in the proceeding sections.  As a conservative position, 
HHS projected the following discharges and market share assumptions for year 1 of operations.   

 
 
 

 
6 Meherali S., Punjani N., Louie-Poon S., Abdul Rahim K., Das J.K., Salam R.A., Lassi Z.S. Mental health of 
children and adolescents amidst CoViD-19 and past pandemics: A rapid systematic review. International Journal of 
Environmental Research and Public Health. 2021;18(7):3432. 
7 Hawke L.D., Hayes E., Darnay K., Henderson J. Mental health among transgender and gender diverse youth: An 
exploration of effects during the COVID-19 pandemic. 
8 Millner AJ, Zuromski KL, Joyce VW, Kelly F, Richards C, Buonopane RJ, Nash CC. Increased severity of mental 
health symptoms among adolescent inpatients during COVID-19. Gen Hosp Psychiatry. 2022 Jul-Aug;77:77-79. 



Table 32 
 

Service Area Cases Shifted to HHS from Existing CY2022 Volume 

Source of Admission Volume 
% of CY2022 
Admissions 

% of CY2022 
Service Type 

Direct admissions 73 1.95% 1.95% 
Admissions from ED 203 5.44% 1.16% 

Admissions from observation 41 1.11% 5.69% 
Admissions from observation >24 hours 70 1.87% 9.59% 

Population growth 2 - - 
Total 389 10.38% - 

 
From this baseline, HHS forecasts the following year over year growth assumptions: 
 

Table 33 
 

Year over Year Growth Rate 

Yr2 over Yr1 Yr3 vs Yr2 Yr4 vs Yr3 Yr5 vs Yr4 

4.88% 4.88% 3.00% 3.00% 
 
Finally, HHS project the following per year discharges, ALOS, and occupancy rates in total:   
 

Table 34 
 

TOTAL PROJECTED DISCHARGES (<18 years-old) 
 Year 1 Year 2 Year 3 Year 4 Year 5 

Total # of Discharges 389 408 428 441 454 
Average length of stay 

(ALOS) 
10.74 10.74 10.74 10.74 10.74 

Total Patient Days 4,177 4,380 4,596 4,735 4,875 
Occupancy Rate (16 beds) 72% 75% 79% 81% 83% 

CHILD (<13-year-old) PROJECTED DISCHARGES 
 Year 1 Year 2 Year 3 Year 4 Year 5 

Total # of Discharges 102 107 112 115 118 
Average length of stay 

(ALOS) 
10.00 10.00 10.00 10.00 10.00 

Total Patient Days 1,020 1,070 1,120 1,150 1,180 
Occupancy Rate (4-bed unit) 70% 73% 77% 79% 81% 

ADOLESCENT (13–17-year-old) PROJECTED DISCHARGES 
 Year 1 Year 2 Year 3 Year 4 Year 5 

Total # of Discharges 287 301 316 326 336 
Average length of stay 

(ALOS) 
11.00 11.00 11.00 11.00 11.00 

Total Patient Days 3,157 3,311 3,476 3,586 3,696 
Occupancy Rate (12-bed unit) 72% 76% 79% 82% 84% 



Source: HSCRC Case mix data, patients <18, Dx in F category, for HHS service area zip codes 
 

Assumptions:      

-Length of stay is based upon the CY State Averages of 10.28 for Children and 11.42 for 
Adolescents from pre-pandemic CY 2019 data obtained by HHS from HSCRC.  The averages 

were minimally reduced to a round figure of 10 for children and 11 for Adolescents.  These 
averages are also generally in keeping with Brook Lane for a like-provider comparison.   

-4.88% Growth rate in years 1 through 3 based on pent-up demand and program ramp up.  
-Growth expected to slow to 3% in years four and five, as facility enters a steady state. 

-Year 1 volumes represent a 10.43% market share of HHS service area CY2022 volume, 
however, portion of cases would likely be conversion of current observation stays greater than 
24 hours to inpatient stays, and some existing ED volume conversion to IP stay due to current 

lack of capacity contributing to walk-away cases, which may have otherwise resulted in an 
admission. 

 












