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The Honorable Roy Cooper, Governor
State of North Carolina
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Dear Governor Cooper:

On behalf of the North Carolina State Health Coordinating Council, I am pleased to forward
our recommendations for the North Carolina 2022 State Medical Facilities Plan. This Plan is
the culmination of a year’s work by the Council, its committees and Healthcare Planning
staff.

The Council has devoted a significant amount of time to the review and discussion of a variety
of issues prior to making its recommendations for the upcoming year. The Proposed Plan was
disseminated broadly and examined in six public hearings held in July, and any petitions and
comments received during this year-long process were duly considered.

Along with staff, we respectfully propose dedicating the 2022 SMFP to the memory of Dr.
Christopher G. Ullrich and have included an In Memoriam page. Dr. Ullrich served on the
SHCC since 2003 and served as chair from 2014 until his passing in August of this year.

This final document represents the Council’s recommendations regarding health care needs
to be addressed in the 2022 certificate of need reviews.

Sincerely,

Lirdra B. SHrovr

Sandra B. Greene, Acting Chair
N.C. State Health Coordinating Council
Enclosure

cc: Mandy Cohen, MD, Secretary, DHHS
Mark Payne, Director, DHSR
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The 2022 State Medical Facilities Plan

is dedicated to the memory of:

Christopher G. Ullrich, MD, FACR, OLLP

Dr. Christopher G. Ullrich was appointed to the North Carolina State
Health Coordinating Council (SHCC) in 2003 and served as its Chair
from 2014 until his death on August 8, 2021. He also chaired the SHCC's
Technology and Equipment Committee from 2004 through 2017. Dr.
Ullrich was appointed and reappointed by governors of both political
parties and served with numerous Secretaries of the North Carolina
Department of Health and Human Services.

He was unswerving in his commitment to assuring that the processes
utilized by the SHCC to project such needs were transparent, systematic
and informed by public input. He was proud that the SHCC's processes
1950-2021 for projecting the need for various health care services were based on
the principles of quality, access and value.

Dr. Ullrich was extremely efficient and effective in chairing SHCC meetings, assisting the three
committee chairs with facilitating their meetings, and facilitating workgroup meetings with
stakeholders. He treated each member of the SHCC and public with great respect and would direct
and redirect the discussion in a manner that maintained professional decorum while allowing
thoughtful debate. Regardless of the issue, his analysis was always well informed and
demonstrated his knowledge and understanding of the complexities of North Carolina’s health
care system and the underlying issues involved in the health care planning process.

He always worked toward evolving the State Medical Facilities Plans’ (SMFP) need projections to
reflect the nature of 21st century health care and ensure that the health care needs of the people
of our state would be met. During his tenure as SHCC Chair, he oversaw several important projects
that exemplified these values. This included: developing policies that were adopted by the SHCC
that allowed small rural hospitals to acquire their own MRI scanners to ensure that they could
provide appropriate care and meet the needs of patients, particularly those presenting to the
emergency room and inpatients; leading a workgroup that revised the methodology for projecting
the need for operating rooms, in part to help respond to the changing landscape of ambulatory
surgery; and working to revise the methodologies to project need for nursing home and adult
care home beds. In his final year, he successfully oversaw a revision to the 2022 State Medical
Facilities Plan that will facilitate the development of more psychiatric and substance use disorder
facilities in the state.



Dr. Ullrich was a native of Rochester, N.Y. He was an esteemed radiologist who practiced medicine
in Charlotte from 1982 until his retirement from Charlotte Radiology in on December 31, 2020. He
was very active in the American College of Radiology, the North Carolina Radiology Society, the
Cervical Spine Research Society, and the Southeastern Neuroradiology Society, where he received
many awards and medals for his work and book publications. In 2016, Dr. Ullrich was a recipient
of the Order of the Long Leaf Pine, an honor bestowed by the Governor of North Carolina for his
significant contributions to the state, exemplary service, and exceptional accomplishments. The
American College of Radiology (ACR) recently selected Dr. Ullrich to receive its prestigious Gold
Medal for distinguished and extraordinary services to the ACR and the discipline of radiology.

All who knew him will miss his eloquence, intelligence, broad knowledge, optimism, respect and
warmth toward everyone as well as his dedication to the work of the SHCC and to the health of
the people of North Carolina.
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CHAPTER 1
OVERVIEW OF THE NORTH CAROLINA 2022 STATE
MEDICAL FACILITIES PLAN

Purpose

The North Carolina 2022 State Medical Facilities Plan (SMFP or Plan) was developed by the North
Carolina Department of Health and Human Services (DHHS), Division of Health Service Regulation
(DHSR), under the direction of the North Carolina State Health Coordinating Council (SHCC), pursuant to
G.S.! §131E-177. The major objective of the Plan is to provide individuals, institutions, state and local
government agencies, and community leadership with policies and projections of need to guide local
planning for specific health care facilities and services. Projections of need are provided for the following
facilities and services:

e acute care hospitals

e adult care homes

e end-stage renal disease dialysis facilities

e hospice home care and hospice inpatient beds

e inpatient rehabilitation facilities

e intermediate care facilities for individuals with intellectual disabilities

e Medicare-certified home health agencies

e nursing home facilities

e operating rooms

e other acute care services

e technology and equipment services
Chapters dealing with specific facility/service categories contain summaries of the supply and the utilization
of each type of facility or service, a description of any changes in the projection method and policies from

the previous planning year, a description of the projection method, and other data relevant to the projections
of need.

The projections of need for the various facilities and services are used in conjunction with other statutes
and rules in reviewing certificate of need (CON) applications for establishment, expansion, or conversion
of health care facilities and services. All parties interested in health care facility and health services planning
should consider this Plan a key resource.

! General Statutes (North Carolina General Statutes).



Basic Principles Governing the Development of this Plan

1. Safety and Quality Basic Principle

The State of North Carolina recognizes the importance of systematic and ongoing improvement in the
quality of health services. Citizens of North Carolina rightfully expect health services to be safe and
efficient. To warrant public trust in the regulation of health services, monitoring of safety and quality using
established and independently verifiable metrics will be an integral part of the formulation and application
of the North Carolina State Medical Facilities Plan.

Scientific quantification of quality and safety is rapidly evolving. Emerging measures of quality address
both favorable clinical outcomes and patient satisfaction, while safety measures focus on the elimination of
practices that contribute to avoidable injury or death and the adoption of practices that promote and ensure
safety. The SHCC recognizes that while safety, clinical outcomes, and satisfaction may be conceptually
separable, they are often interconnected in practice. The North Carolina State Medical Facilities Plan should
maximize all three elements. Where practicalities require balancing of these elements, priority should be
given to safety, followed by clinical outcomes, followed by satisfaction.

The appropriate measures for quality and safety should be specific to the type of facility or service regulated.
Clinical outcome and safety measures should be evidence-based and objective. Patient satisfaction
measures should be quantifiable. In all cases, metrics should be standardized and widely reported, and
preference should be given to those metrics reported on a national level. The SHCC recognizes that metrics
meeting these criteria are currently better established for some services than for others. Furthermore,
experience and research as well as regulation at the federal level will continue to identify new measures
that may be incorporated into the standards applicable to quality and safety. As experience with the
application of quality and safety metrics grows, the SHCC should regularly review policies and need
methodologies and revise them as needed to address any persistent and significant deficiencies in safety
and quality in a particular service area.

2. Access Basic Principle

Equitable access to timely, clinically appropriate and high-quality health care for all the people of North
Carolina is a foundational principle for the formulation and application of the North Carolina State Medical
Facilities Plan. Barriers to access include, but are not limited to: geography, low income, limited or no
insurance coverage, disability, age, race, ethnicity, culture, language, education and health literacy.
Individuals whose access to needed health services is impeded by any of these barriers are medically
underserved. The formulation and implementation of the Plan seeks to reduce all of these types of barriers
to timely and appropriate access. The first priority is to ameliorate economic barriers and the second priority
is to mitigate time and distance barriers.

The impact of economic barriers is twofold. First, individuals without insurance, with insufficient
insurance, or without sufficient funds to purchase their own health care will often require public funding to
support access to regulated services. Second, the preferential selection by providers of well-funded patients
may undermine the advantages that can accrue to the public from market competition in health care. A
competitive marketplace should favor providers that deliver the highest quality and best value care, but
only in the circumstances where all competitors deliver like services to similar populations.

The SHCC assigns the highest priority to a need methodology that favors providers delivering services to
a patient population representative of all payer types in need of those services in the service area.
Comparisons of value and quality are most likely to be valid when services are provided to like populations.
Incentives for quality and process improvement, resource maximization, and innovation are most effective
when providers deliver services to a similar and representative mixture of patients.



Access barriers of time and distance are especially critical to rural areas and small communities. However,
urban populations can experience similar access barriers. The SHCC recognizes that some essential, but
unprofitable, medical services may require support by revenues gained from profitable services or other
sources. The SHCC also recognizes a trend to the delivery of some services in more accessible, less
complex, and less costly settings. Whenever verifiable data for outcome, satisfaction, safety, and costs for
the delivery of such services to representative patient populations justify, the SHCC will balance the
advantages of such ambulatory facilities with the needs for financial support of medically necessary but
unprofitable care.

The needs of rural and small communities that are distant from comprehensive urban medical facilities
merit special consideration. In rural and small communities, selective competition that disproportionately
captures profitable services may threaten the viability of sole providers of comprehensive care and
emergency services. For this reason, methodologies that balance value, quality, and access in urban and
rural areas may differ quantitatively. The SHCC planning process will promote access to an appropriate
spectrum of health services at a local level, whenever feasible, under prevailing quality and value standards.

3. Value Basic Principle

The SHCC defines health care value as the maximum health care benefit per dollar expended. Disparity
between demand growth and funding constraints for health care services increases the need for affordability
and value in health services. Maximizing the health benefit for the entire population of North Carolina that
is achieved by expenditures for services regulated by the State Medical Facilities Plan will be a key principle
in the formulation and implementation of SHCC recommendations for the Plan.

Measurement of the cost component of the value equation is often easier than measurement of benefit. Cost
per unit of service is an appropriate metric when comparing providers of like services for like populations.
The cost basis for some providers may be inflated by disproportionate care to indigent and underfunded
patients. In such cases the SHCC encourages the adjustment of cost measures to reflect such disparity, but
only to the extent such expenditures can be measured according to an established, state-wide standard that
is uniformly reported and verifiable. Measurement of benefit is more challenging. Standardized safety and
quality measures, when available, can be important factors in achieving improved value in the provision of
health services. Prevention, early detection and early intervention are important means for increasing the
total population benefit for health expenditures. Development of new technology has the potential to add
value by improving outcome and enhancing early detection. Capital costs of such new technology may be
greater but justified by the added population benefit. At the same time, overutilization of more costly and/or
highly specialized, low-volume services without evidence-based medical indications may contribute to
escalating health costs without commensurate population-based health benefit. The SHCC favors
methodologies which encourage technological advances for proven and affordable benefit and appropriate
utilization for evidence-based indications when available. The SHCC also recognizes the importance of
primary care and health education in promoting affordable health care and best utilization of scarce and
expensive health resources. Unfortunately, technologically sophisticated and costly services that benefit
small numbers of patients may be more readily pursued than simple and less costly detection and prevention
measures that benefit the broader population. In the pursuit of maximum population-based health care
value, the SHCC recognizes the potential adverse impact for growth of regulated services to supplant
services of broad benefit to the larger population.

Long-term enhancement of health care value will result from a State Medical Facilities Plan that promotes
a balance of competition and collaboration and encourages innovation in health care delivery. The SHCC
encourages the development of value-driven health care by promoting collaborative efforts to create
common resources such as shared health databases, purchasing cooperatives, and shared information
management, and by promoting coordinated services that reduce duplicative and conflicting care. The



SHCC also recognizes the importance of balanced competition and market advantage in order to encourage
innovation, insofar as those innovations improve safety, quality, access, and value in health care delivery.

NOTE
Determinations of need for services and facilities in this Plan do not imply an intent on the part
of the North Carolina Department of Health and Human Services, Division of Health Benefits
to participate in the reimbursement of the cost of care of patients using services and facilities
developed in response to these needs.
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CHAPTER 2
STATE MEDICAL FACILITIES PLAN: PROCESS AND
ADJUSTMENTS

Overview of the State Health Planning Process

Development of the North Carolina State Medical Facilities Plan (SMFP) is a continuous process. It
includes meetings of the State Health Coordinating Council (SHCC) and its committees, public hearings
and other opportunities for public comment, two opportunities for people to file petitions, data compilation
and analysis, preparation of a Proposed SMFP, and preparation of a final SMFP to present to the Governor
for review and approval. In the current calendar year, the Department of Health and Human Services,
Division of Health Service Regulation (Agency) and the SHCC work on the SMFP for the next calendar
year. For example, work on the 2023 SMFP begins in January of 2022, and will include need determinations
that may be applied for during calendar year 2023 consistent with the assigned review period for each need
determination. With the Governor’s approval, the SMFP becomes the official document for health facility
and health service planning in North Carolina for the specified calendar year.

The following discussion describes the process followed each year to prepare the subsequent year’s SMFP.

First Quarter

From January through March, Healthcare Planning receives and compiles data about utilization of the
various facilities, services and equipment contained in the SMFP. Planners use this data to calculate need
determinations using the methodologies approved by the SHCC.

First SHCC meeting and public hearing. Near the beginning of March, the SHCC holds its first meeting
of the year. A public hearing follows immediately. At this hearing, people may make oral remarks regarding
petitions they wish to file or any other matter relevant to the development of the Proposed SMFP for the
following year.

Spring petitions and proposals. Spring petitions involve requests for changes to the SMFP that have the
potential for a statewide effect, such as the addition, deletion or revision of policies or need determination
methodologies. That is, the requested changes would apply to all health services or facilities that are the
subject of the petitions, not just the services and facilities in a specific service area. (See below for
information regarding requirements for writing and submitting petitions.) In addition to petitions from
members of the public, the Agency can propose changes to policies and methodologies in the SMFP. The
SHCC may also propose any changes it deems appropriate.

These types of changes are considered early in the calendar year to allow time for potential inclusion in the
Proposed SMFP for the following year. Petitioners are encouraged to consult with Healthcare Planning staff
as early as possible if they wish to discuss these petitions before submitting them. The deadline for these
petitions is 5:00 p.m. on the date of the first SHCC meeting of the year. Petitions are normally posted on
the Healthcare Planning website within 48 hours after the deadline. A two-week public comment period
follows the petition deadline. After the comment period ends, comments are posted to the Healthcare
Planning website.

Upon receipt of petitions and proposals and after review of public comments that have been submitted in
relation to a petition or proposal, Healthcare Planning staff prepares a report that includes the Agency’s
recommendation regarding whether to approve, deny or alter the request. The Agency report goes to the



committee that covers the health service involved in the petition or proposal for discussion at its first
meeting of the year (see below).

Second Quarter

The SHCC and its three committees hold their first two meetings during the second quarter. Each committee
is responsible for a set of chapters in the SMFP (see Chapter 1). The first committee meeting typically
occurs in April and the second meeting typically occurs in May. The second SHCC meeting occurs near
the beginning of June. In addition, Healthcare Planning staff prepares the Proposed SMFP during this time.

First and second committee meetings. Each committee discusses the Agency report(s) at the first meeting
of the year, normally held in April. Petitioners will receive written notification of times and places of
meetings at which their petitions will be discussed. At that time, the committee votes to approve, deny, or
alter the Agency’s recommendation. All committee votes are in the form of recommendations to the SHCC.
Alternately, the committee may table the matter and call for further study and consideration before making
a recommendation to the SHCC. The SHCC considers all committee recommendations at its second
meeting of the year (see below).

At the second set of committee meetings, Healthcare Planning staff presents draft need determinations,
based on the data obtained and compiled during the first quarter. These meetings are normally held in May.
If a committee voted to alter any methodologies at its first meeting, the draft need determinations presented
at the second meeting would reflect the proposed changes. In addition, the Agency and the committees may
recommend changes to the draft need determinations, as deemed appropriate. The committee votes and
forwards its recommendations regarding the need determinations to the SHCC.

Second SHCC meeting. At the second SHCC meeting, committee chairs present reports of their
committees’ activities and recommendations from the first two meetings of the year. The SHCC discusses
and votes on the recommendations of all committees. It may accept the recommendations in whole or in
part or reject them. Taken together, the committee recommendations form the body of the Proposed SMFP
for the following year. The final act of the SHCC during this meeting is to adopt the Proposed SMFP.

Third Quarter
On or about July 1, the Agency posts the Proposed SMFP for the following year on the Healthcare Planning

website. During July, the SHCC holds at least six public hearings to receive comments on petitions intended
to be submitted in the summer, or any issue related to the Proposed SMFP for the following year. The
SHCC committees hold their third and final meeting of the year during this quarter, usually in September.

Summer petitions and proposals. Summer petitions involve requests for adjustments to need
determinations in the Proposed SMFP. Petitioners may submit a written petition requesting an adjustment
to the need determination in the Proposed SMFP if they believe that special attributes of a service area or
institution give rise to resource requirements that differ from those provided by the standard methodologies
and policies. The Agency may also seek adjusted need determinations during this time. (See below for
information regarding requirements for writing and submitting petitions.) Petitioners are encouraged to
consult with Healthcare Planning staff as early as possible if they wish to discuss these petitions before
submitting them. Summer petitions are due no later than 5:00 p.m. on the date of the last public hearing in
July. Petitions are normally posted on the Healthcare Planning website within 48 hours after the deadline.
A two-week public comment period follows the petition deadline. After the comment period ends,
comments are posted to the Healthcare Planning website. Petitioners will receive written notification of
times and places of SHCC committee meetings at which their petitions will be discussed.

Third committee meeting. Upon the receipt of summer petitions or Agency proposals, the process that
follows is the same as for spring petitions. The Healthcare Planning staff prepares a report that includes the



Agency’s recommendation regarding whether to approve, deny or alter the need determination
adjustment(s) requested. The Agency report goes to the committee that covers the health service involved
in the request. The committee discusses the Agency report(s) at its third meeting of the year. At that time,
it votes to approve, deny, or alter the Agency’s recommendation. It may instead table the matter and call
for further study and consideration before making a recommendation.

Each committee also makes recommendations regarding the entirety of the chapters that it covers, such as
updates to need determinations based on edits and updates to data. The committees forward all
recommendations to the SHCC for consideration at its final meeting of the year, which normally occurs
near the beginning of the fourth quarter.

Fourth Quarter

SHCC activities culminate in the fourth quarter. The SHCC recommends the following year’s SMFP to the
Governor. After gubernatorial approval, the Agency posts the approved SMFP on the Healthcare Planning
website.

Final SHCC meeting. The final SHCC meeting of the year is usually held at the beginning of the fourth
quarter. At this meeting, the SHCC receives reports from all committees. These reports summarize their
recommendations regarding summer petitions, proposals and need determinations. Information provided to
the SHCC also includes any other updates to data that may affect need determinations. The SHCC discusses
all recommendations and data adjustments. At the end of the discussion, the SHCC will have a complete
SMEFP for the following year to recommend to the Governor for approval. Disposition of all petitions for
changes to the following year’s SMFP will be made no later than the SHCC meeting at which the Council
makes its final recommendation to the Governor.

The final SMFP. The final SMFP for the following year contains the need determinations that delineate
the number of additional facilities, operating rooms, equipment, or services that may be applied for and
approved by CON during the year. Chapter 3 describes the review categories and review schedule for CON
applications.

Near the end of October, Healthcare Planning staff meets with the Department of Health and Human
Services leadership and the Governor’s representatives to submit the recommended final SMFP for the
following year. The Governor may approve the SMFP as submitted or make any adjustments or
amendments deemed appropriate by the Governor. The deadline for the Governor to approve an SMFP is
December 31.

The Agency normally posts the approved SMFP for the coming year on the Healthcare Planning website
during December, but it will be posted no later than January 1 of the year in which the SMFP becomes
effective. The date of posting is dependent upon the date that the Agency receives the Governor’s approval;
this date is not known in advance. After the SMFP is posted, the Agency arranges for production of printed
and bound copies that the public may purchase. Copies of the SMFP are generally available by early
February each year, but the exact date is not known in advance. The Agency will notify the public when
copies are available.

Instructions for Writing and Submitting Spring and Summer Petitions
At a minimum, each written petition must contain all the following:

1. name, address, email address and phone number of the petitioner(s);

2. astatement of the requested change, citing the policy or methodology (spring), need determination
(summer), or other aspect of the SMFP for which the change is proposed;



3. reasons for the proposed change, including:

a. a statement of the adverse effects on the providers or consumers of health services that are
likely to ensue if the change is not made; and

b. a statement of alternatives to the proposed change that were considered and found not
feasible.

4. evidence that the proposed change would not result in unnecessary duplication of health resources
in the area; and

5. evidence that the requested change is consistent with the three Basic Principles governing the
development of the SMFP: safety and quality, access, and value (see Chapter 1).

For summer petitions, petitioners should use the same service area definitions in the relevant chapter(s) of
the Proposed SMFP.

Petitioners should be aware that Healthcare Planning staff may request additional information and opinions
from the petitioner or any other people and organizations who may be affected by the proposed change.

Each written petition must be clearly labeled “Petition” and the North Carolina Division of Health Service
Regulation, Healthcare Planning must receive one copy no later than 5:00 p.m. on the deadline date (see
below).

Petitions and comments must be submitted by e-mail, US mail, a delivery service, or hand delivery. The
Agency cannot accept faxed petitions or comments.

E-Mail: DHSR.SMFP.Petitions-Comments@dhhs.nc.gov

Mail: North Carolina Division of Health Service Regulation
Healthcare Planning
2704 Mail Service Center
Raleigh, North Carolina 27699-2704

The office location and address for hand delivery and use of delivery services is:

809 Ruggles Drive
Raleigh, North Carolina 27603

Workgroups and Interested Parties

As needed, the SHCC Chairperson may appoint a workgroup to address a specific issue of interest.
Workgroups are most commonly formed to address revisions to need determination methodologies. The
Chairperson will develop a specific charge to outline the workgroup’s tasks. Workgroups generally consist
of fewer than 10 people and include SHCC members and members of the public knowledgeable of the issue
under study. After one or more meetings, the workgroup votes on a recommendation to the assigned
committee or the full SHCC regarding the subject of its charge. The meetings are public, but only the
workgroup members participate in the discussion, unless a member requests additional input.
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The SHCC Chairperson may also authorize Interested Parties meetings to discuss specific topics of interest.
Unlike workgroups, there is no specific charge and no formal recommendation to the SHCC. Rather,
everyone in attendance is invited to participate in the discussion.

A public hearing or written public comment period may be part of the activities surrounding workgroups
and Interested Parties meetings. The SHCC Chairperson has the discretion to authorize a public hearing or
comment period. All written comments received are posted on the Healthcare Planning website. Workgroup
and Interested Parties meetings often occur late in the year and into the spring of the following year because
they typically involve issues surrounding policies and methodologies. However, their activities may occur
at any time of the year.

Contact Information
Healthcare Planning staff may be reached at the mailing address listed above, or by calling (919) 855-3865.

Scheduled State Health Coordinating Council Meetings and Committee Meetings
All meetings are scheduled from 10:00 a.m. until noon in Room 104 of the Brown Building on the
Dorothea Dix Campus, 801 Biggs Drive, Raleigh, NC. Directions to the Brown Building can be found at:

https://info.ncdhhs.gov/dhsr/brown.html

Any additional changes to Council, committee, workgroup, and Interested Parties meeting dates, times, and
locations will be posted on the meeting information web page at:

https://info.ncdhhs.gov/dhsr/mfp/meetings.html

North Carolina State Health Coordinating Council Meetings for 2022
(meets on Wednesdays)

March 2
June 1

September 28

The Council will conduct a public hearing on statewide issues related to development of the Proposed 2023
SMFP immediately following the business meeting on March 2.

https://info.ncdhhs.gov/dhsr/mfp/meetings.html
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2022 Spring Public Hearing Date and Deadlines for Spring Petitions and Comments

March 2

March 2
5:00 p.m.

March 16
5:00 p.m.

The Council will conduct a public hearing on statewide issues related to the
development of the Proposed 2023 SMFP immediately following the business
meeting. Electronic media may not be used in presentations at the public hearing.

Deadline for receipt by Healthcare Planning of petitions on statewide issues.

Deadline for receipt by Healthcare Planning of all written comments regarding
petitions submitted by the March 2 deadline and all other comments related to
development of the North Carolina Proposed 2023 SMFP.

Committee Meetings for 2022

Acute Care Services Committee (meets on Tuesdays)

April 12
May 10
September 13

Long-Term and Behavioral Health Committee (meets on Thursdays)

April 14
May 19
September 15

Technology and Equipment Committee (meets on Wednesdays)

April 6
May 4
September 14
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2022 Schedule of Summer Public Hearings on the NC Proposed 2023 SMFP

(All hearings begin at 1:30 p.m.)
All summer public hearings will be held via WebEXx. Instructions for joining the public hearings will be
posted on the web page below at least two weeks before the first public hearing. Information will also be

emailed to the Interested Parties list.

https://info.ncdhhs.gov/dhsr/mfp/publichearing.html

Tuesday,  July 12
Thursday, July 14
Monday, July 18
Wednesday, July 20
Monday,  July 25
Wednesday, July 27

Electronic media may not be used in presentations at any public hearings.

2022 Deadlines for Summer Petitions and Comments

July 27 Deadline for receipt by Healthcare Planning of petitions for adjustments to need

5:00 p.m. determinations and comments regarding other issues related to the Proposed 2023
SMFP.

August 10 Deadline for receipt by Healthcare Planning of any written comments on petitions

5:00 p.m. submitted by the July 27 deadline and all comments regarding other issues related

to the Proposed 2023 SMFP.
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CHAPTER 3
CERTIFICATE OF NEED
REVIEW CATEGORIES AND SCHEDULE

A certificate of need (CON) is required prior to the development of a new institutional health service.
Pursuant to 10A NCAC! 14C .0203, Certificate of Need shall determine the appropriate review category or
categories in which an application shall be submitted. For proposals which fall into more than one category,
an applicant must contact Certificate of Need prior to submittal of the application for a determination

regarding the appropriate review category or categories and the applicable review period or periods in which

the proposal must be submitted.

The categories are as follows:

Category A: Acute Care Services

O O O OO OO O OO0 O0

o

new acute care hospitals;

new or additional campus of an existing acute care hospital,;

new or additional acute care beds;

relocation of existing or approved acute care beds within the same service area;
relocation of existing acute care hospital within the same service area;

new or additional intensive care services, including but not limited to burn and neonatal;
new or expanded satellite emergency department;

offering inpatient dialysis services;

new transplantation services;

new open heart surgery services;

new long-term care hospitals or beds, including conversion of acute care beds to long-term care
hospital beds; and

Policy AC-3 projects.

Category B: Nursing and Adult Care Services

Category B.1

O O O O O O

new nursing home facilities or beds pursuant to a need determination;

relocation of existing or approved nursing home facility beds within the same service area;
transfer of nursing home facility beds from state psychiatric hospitals pursuant to Policy NH-5;
new adult care home facilities or beds pursuant to a need determination;

relocation of existing or approved adult care home beds within the same service area; and

new or existing continuing care retirement communities applying pursuant to Policy NH-2 or Policy
LTC-1.

Category B.2 (Relocation of Existing Beds to Another Service Area)

O

O

relocation of existing nursing home facility beds to another service area pursuant to Policy NH-6;
and
relocation of existing adult care home beds to a another service area pursuant to Policy LTC-2.

1 North Carolina Administrative Code
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Category C: Psychiatric, Substance Use Disorder or Intellectual Disability Services

O O O OO O O O

new psychiatric facilities or beds;

relocation of existing or approved psychiatric beds within the same service area;

transfer of psychiatric beds from state psychiatric hospitals pursuant to Policy PSY-1;

new substance use disorder facilities or beds;

relocation of existing or approved substance use disorder beds within the same service area;
new intermediate care facilities or beds for individuals with intellectual disabilities (ICF/IID);
relocation of existing or approved ICF/IID beds within the same service area; and

transfer of ICF/IID beds from state developmental centers pursuant to Policy ICF/IID-5.

Category D: Dialysis Services

Category D.1 (County or Facility Need)

O
O

new certified dialysis stations pursuant to the facility need methodology; and
new kidney disease treatment centers or certified dialysis stations pursuant to the county need
methodology.

Category D.2 (Relocation to a Contiguous County)

O

relocation of existing kidney disease treatment centers or existing certified dialysis stations to a
contiguous county pursuant to Policy ESRD-2.

Category D.3 (All Other Proposals)

O

O
O

O

relocation of existing kidney disease treatment centers or existing certified dialysis stations within
the same service area;

new kidney disease treatment centers for home hemodialysis or peritoneal dialysis services; and
development of or expansion of a kidney disease treatment center on a hospital campus pursuant to
Policy ESRD-3.

all other proposals involving dialysis services that do not fit into Category D.1 or D.2.

Category E: Surgical Services

O O O O

new licensed ambulatory surgical facilities;

new operating rooms;

relocation of existing or approved operating rooms within the same service area; and
relocation of existing ambulatory surgical facility within the same service area.

Category F: Home Health and Hospice Services

O O O O O O

new Medicare-certified home health agencies or offices;

new hospices or hospice offices;

new hospice inpatient facility beds;

relocation of existing or approved hospice inpatient facility beds within the same service area;
new hospice residential care facility beds; and

relocation of existing or approved hospice residential care facility beds within the same service
area.
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Category G: Inpatient Rehabilitation Services

o new inpatient rehabilitation facilities or beds; and
o relocation of existing or approved inpatient rehabilitation beds within the same service area.

Category H: Medical Equipment

o cardiac catheterization equipment or new cardiac catheterization services;

o heart-lung bypass machines;

o gamma knives;

o lithotripters;

o magnetic resonance imaging scanners;

o positron emission tomography scanners;

o linear accelerators;

o simulators;

o major medical equipment as defined in G.S. 131E-176(140);

o diagnostic centers as defined in G.S. 131E-176(7a);

o replacement equipment that does not result in an increase in the inventory of the equipment;

o conversion of an existing or approved fixed PET scanner to mobile pursuant to Policy TE-1 (July
1¥ Review Cycle only);

o intraoperative magnetic resonance imaging scanners acquired pursuant to Policy TE-2;

o fixed magnetic resonance imaging scanners acquired pursuant to Policy TE-3; and

Category I: Gastrointestinal Endoscopy Services

o new or additional gastrointestinal endoscopy rooms as defined in G.S. 131E-176(7d); and
o relocation of existing or approved gastrointestinal endoscopy rooms within the same service area.

Category J: Miscellaneous

o changes of scope and cost overruns;
o reallocation of beds or services pursuant to Policy GEN-1; and
o projects not included in Categories A through I.

Review Dates

Table 3A shows the review schedule, by category, for CON applications requiring review. However, except
for proposals involving new dialysis stations pursuant to the facility need methodology, a service, facility,
or equipment for which a need determination is identified in the North Carolina State Medical Facilities
Plan will have only one scheduled review date and one corresponding application deadline in the calendar
year, even though the table shows multiple review dates for the broad category. In order to determine the
designated application deadline for a specific need determination in the North Carolina State Medical
Facilities Plan, an applicant must refer to the applicable need determination table for that service in the
related chapter in the Plan. Applications for certificates of need for new institutional health services not
specified in other chapters of the Plan shall be reviewed pursuant to the following review schedule, with
the exception that no reviews are scheduled if there is no need determination.
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In order to give Certificate of Need sufficient time to provide public notice of review and public notice of
public hearings as required by G.S. 131E-185, pursuant to 10A NCAC 14C.0203(b), the deadline for filing
CON applications is 5:00 p.m. on the 15" day of the month preceding the “CON Beginning Review Date.”
In instances when the 15" day of the month falls on a weekend or holiday, the application deadline is 5:00
p.m. on the next business day. The application deadline is absolute and applications received after the
deadline shall not be reviewed in that review period. Applicants are strongly encouraged to complete all
materials at least one day prior to the application deadline and to submit material early on the application
deadline.

Table 3A: 2022 Certificate of Need Review Schedule

CgiiBesvg;;‘:t‘:g Category (All HSAs)
February 1, 2022 C D3
March 1, 2022 A B.1 E F G H I J
April 1, 2022 C D.1
May 1, 2022 A B.2 E F G H J
June 1, 2022 C D.2 I
July 1, 2022 A E F G H J
August 1, 2022 B.1 C D.1
September 1, 2022 A C E H I J
October 1, 2022 D.3 G H
November 1, 2022 A B.1 E F H J
December 1, 2022 D.1 I

For further information about specific schedules, timetables, and CON application forms, contact:

North Carolina Division of Health Service Regulation
Certificate of Need
2704 Mail Service Center
Raleigh, North Carolina 27699-2704

Phone: (919) 855-3873
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e Acute Care Facilities and Services
o Acute Care Hospitals
o End-Stage Renal Disease Dialysis Facilities
e Long-Term Care Facilities and Services
o Nursing Home Facilities
o Adult Care Homes
o Home Health Services
o All Mental Health, Developmental Disabilities, and
Substance Use Disorder Facilities
o Psychiatric Inpatient Services Facilities
o Intermediate Care Facilities for Individuals with
Intellectual Disabilities

e Technology and Equipment
e All Health Services
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CHAPTER 4
STATEMENT OF POLICIES

Summary of Policy Changes for 2022
The SHCC approved an edit to Policy TE-3 to clarify the allowed locations of MRI scanners developed
under this policy.

POLICIES APPLICABLE TO ACUTE CARE
FACILITIES AND SERVICES

Acute Care Hospitals (AC)

Policy AC-1: Use of Licensed Bed Capacity Data for Planning Purposes
For planning purposes, the number of licensed beds shall be determined by the Division of Health Service
Regulation in accordance with standards found in 10A NCAC 13B - Section .6200 and Section .3102 (d).

Licensed bed capacity of each hospital is used for planning purposes. It is the hospital's responsibility to
notify the Division of Health Service Regulation promptly when any of the space allocated to its licensed
bed capacity is converted to another use, including purposes not directly related to health care.

Policy AC-3: Exemption from Plan Provisions for Certain Academic Medical Center Teaching
Hospital Projects

Projects for which certificates of need are sought by academic medical center teaching hospitals (Appendix
F) may qualify for exemption from the need determinations of this document. The Healthcare Planning and
Certificate of Need Section shall designate as an academic medical center teaching hospital any facility
whose application for such designation demonstrates the following characteristics of the hospital:

1. serves as a primary teaching site for a school of medicine and at least one other health professional
school, providing undergraduate, graduate and postgraduate education;

2. houses extensive basic medical science and clinical research programs, patients and equipment;
and

3. serves the treatment needs of patients from a broad geographic area through multiple medical
specialties.

Exemption from the provisions of need determinations of the North Carolina State Medical Facilities Plan
shall be granted to projects submitted by academic medical center teaching hospitals designated prior to
January 1, 1990 provided the projects are necessary to meet one of the following unique academic medical
needs:

1. necessary to complement a specified and approved expansion of the number or types of students,
residents or faculty that are specifically required for an expansion of students or residents, as
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certified by the head of the relevant associated professional school; the applicant shall provide
documentation that the project is consistent with any relevant standards, recommendations or
guidance from specialty education accrediting bodies; or

2. with respect to the acquisition of equipment, is necessary to accommodate the recruitment or
retention of a full-time faculty member who will devote a majority of their time to the combined
activities of teaching (including teaching within the clinical setting), research, administrative or
other academic responsibilities within the academic medical center teaching hospital or medical
school; or

3. necessary to accommodate patients, staff or equipment for a specified and approved expansion of
research activities, as certified by the head of the entity sponsoring the research; and including, to
the extent applicable, documentation pertaining to grants, funding, accrediting or other
requirements, and any proposed clinical application of the asset; or

4. necessary to accommodate changes in requirements of specialty education accrediting bodies, as
evidenced by copies of documents issued by such bodies.

A project submitted by an academic medical center teaching hospital under this policy that meets one of
the above conditions shall demonstrate that the academic medical center teaching hospital’s teaching or
research need for the proposed project cannot be achieved effectively at any non-academic medical center
teaching hospital provider which currently offers and has capacity within the service for which the
exemption is requested and which is within 20 miles of the academic medical center teaching hospital.

The academic medical center teaching hospital shall include in its application an analysis of the cost,
benefits and feasibility of engaging that provider in a collaborative effort that achieves the academic goals
of the project as compared with the certificate of need application proposal. The academic medical center
teaching hospital shall also provide a summary of a discussion or documentation of its attempt to engage
the provider in discussion regarding its analysis and conclusions.

The academic medical center teaching hospital shall include in its application a discussion of any similar
assets within 20 miles that are under the control of the applicant or the associated professional school and
the feasibility of using those assets to meet the unique teaching or research needs of the academic medical
center teaching hospital.

For each of the first five years of operation the approved applicant shall submit to Certificate of Need a
detailed description of how the project achieves the academic requirements of the appropriate section(s) of
Policy AC-3, paragraph 2 (items 1 through 4) as proposed in the certificate of need application.

Applicants who are approved for Policy AC-3 projects after January 1, 2012 shall report those Policy AC-
3 assets (including beds, operating rooms and equipment) on the appropriate annual license renewal
application or registration form for the asset. The information to be reported for the Policy AC-3 assets
shall include: (a) inventory or number of units of Policy AC-3 Certificate of Need-approved assets
(including all beds, operating rooms and equipment); (b) the annual volume of days, cases or procedures
performed for the reporting year on the Policy AC-3 approved asset; and (c) the patient origin by county.
Except for operating rooms, neither the assets under (a) above nor the utilization from (b) above shall be
used in the annual State Medical Facilities Plan need determination formulas, but both the assets and the
utilization will be available for informational purposes to users of the State Medical Facilities Plan.
Operating rooms approved under Policy AC-3 and their utilization shall be reported on the license renewal
application and included in the inventory, regardless of the date of Certificate of Need approval.
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This policy does not apply to a proposed project or the portion thereof that is based solely upon the inability
of the State Medical Facilities Plan methodology to accurately project need for the proposed service(s), due
to documented differences in patient treatment times that are attributed to education or research components
in the delivery of patient care or to differences in patient acuity or case mix that are related to the applicant’s
academic mission. However, the applicant may submit a petition pursuant to the State Medical Facilities
Plan Petitions for Adjustments to Need Determinations process to meet that need or portion thereof (see
Chapter 2).

Policy AC-3 projects are required to materially comply with representations made in the certificate of need
application regarding academic based need. If an asset originally developed or acquired pursuant to Policy
AC-3 is no longer used for research and/or teaching, the academic medical center teaching hospital shall
surrender the certificate of need.

Policy AC-4: Reconversion to Acute Care

Facilities that have redistributed beds from acute care bed capacity to psychiatric, rehabilitation, nursing
home, or long-term care hospital use, shall obtain a certificate of need to convert this capacity back to acute
care. Applicants proposing to reconvert psychiatric, rehabilitation, nursing home, or long-term care hospital
beds back to acute care beds shall demonstrate that the hospital’s average annual utilization of licensed
acute care beds as calculated using the most recent days of care provided to Healthcare Planning by The
Cecil G. Sheps Center for Health Services Research at the University of North Carolina at Chapel Hill is
equal to or greater than the target occupancies shown below, but shall not be evaluated against the acute
care bed need determinations shown in Chapter 5 of the North Carolina State Medical Facilities Plan. In
determining utilization rates and average daily census, only acute care bed days of care are counted.

Facility Average Daily Census Targetﬁc&n; pé‘:::z ](;te'(lfsicensed
1-99 66.7%
100 — 200 71.4%
Greater than 200 75.2%

Policy AC-5: Replacement of Acute Care Bed Capacity

Proposals for either partial or total replacement of acute care beds (i.e., construction of new space for
existing acute care beds) shall be evaluated against the utilization of the total number of acute care beds in
the applicant’s hospital in relation to utilization targets found below. For hospitals not designated by the
Centers for Medicare & Medicaid Services as Critical Access Hospitals, in determining utilization of acute
care beds, only acute care bed days of care shall be counted. For hospitals designated by the Centers for
Medicare & Medicaid Services as Critical Access Hospitals, in determining utilization of acute care beds,
only acute care bed days of care and swing bed days (i.e., nursing home facility days of care) shall be
counted in determining utilization of acute care beds. Any hospital proposing replacement of acute care
beds must clearly demonstrate the need for maintaining the acute care bed capacity proposed within the
application. Additionally, if the hospital is a Critical Access Hospital and swing bed days are proposed to
be counted in determining utilization of acute care beds, the hospital shall also propose to remain a Critical
Access Hospital and must demonstrate the need for maintaining the swing bed capacity proposed within
the application. If the Critical Access Hospital does not propose to remain a Critical Access Hospital, only
acute care bed days of care shall be counted in determining utilization of acute care beds and the hospital
must clearly demonstrate the need for maintaining the acute care bed capacity proposed within the
application.
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Facility Average Daily Census Targetli)ccuctlng:lc‘g Ei;:censed
1-99 66.7%
100 — 200 71.4%
Greater than 200 75.2%

Policy AC-6: Heart-Lung Bypass Machines for Emergency Coverage

To protect cardiac surgery patients, who may require emergency procedures while scheduled procedures
are underway, a need is determined for one additional heart-lung bypass machine whenever a hospital is
operating an open-heart surgery program with only one heart-lung bypass machine. The additional machine
is to be used to assure appropriate coverage for emergencies and in no instance shall this machine be
scheduled for use at the same time as the machine used to support scheduled open-heart surgery procedures.
A certificate of need application for a machine acquired in accordance with this provision shall be exempt
from compliance with the performance standards set forth in 10A NCAC 14C .1703.

End-Stage Renal Disease Dialysis Facilities (ESRD)

Policy ESRD-2: Relocation of Dialysis Stations
Relocations of existing dialysis stations to contiguous counties are allowed. Certificate of need applicants
proposing to relocate dialysis stations to a contiguous county shall:

1. demonstrate that the facility losing dialysis stations or moving to a contiguous county is currently
serving residents of that contiguous county; and

2. demonstrate that the proposal shall not result in a deficit or increase an existing deficit in the number
of dialysis stations in the county that would be losing stations as a result of the proposed project,
as reflected in the most recent North Carolina State Medical Facilities Plan; and

3. demonstrate that the proposal shall not result in a surplus or increase an existing surplus of dialysis
stations in the county that would gain stations as a result of the proposed project, as reflected in the
most recent North Carolina State Medical Facilities Plan.

Policy ESRD-3: Development or Expansion of a Kidney Disease Treatment Center on a Hospital
Campus

Licensed acute care hospitals (see stipulations in G.S. 131E-77 (el)) may apply for a certificate of need to
develop or expand an existing Medicare-certified kidney disease treatment center (outpatient dialysis
facility) without regard to a county or facility need determination if all the following are true:

1. The hospital proposes to develop or expand the facility on any campus on its license where general
acute beds are located.

2. The hospital must own the outpatient dialysis facility, but the hospital may contract with another
legal entity to operate the facility.
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3. The hospital must document that the patients it proposes to serve in an outpatient dialysis facility
developed or expanded pursuant to this policy are inappropriate for treatment in an outpatient
dialysis facility not located on a hospital campus.

4. The hospital must establish a relationship with a community-based outpatient dialysis facility to
assist in the transition of patients from the hospital outpatient dialysis facility to a community-based
facility wherever possible.

The hospital shall propose to develop at least the minimum number of stations allowed for Medicare
certification by the Centers for Medicare & Medicaid Services (CMS). Certificate of Need will impose a
condition requiring the hospital to document that it has applied for Medicare certification no later than three
(3) years from the effective date on the certificate of need.

The performance standards in 10A NCAC 14C .2203 do not apply to a proposal submitted by a hospital
pursuant to this policy.

Dialysis stations developed pursuant to this policy are excluded from the inventory in the State Medical
Facilities Plan and excluded from the facility and county need methodologies. Certified outpatient dialysis
stations that existed in hospitals as of the date of implementation of this policy will be removed from the
inventory and methodologies; these facilities will be treated as though the stations were developed pursuant
to this policy.

Outpatient dialysis facilities developed or expanded pursuant to this policy shall report utilization to the
Agency in the same manner as other facilities with outpatient dialysis stations.

POLICIES APPLICABLE TO LONG-TERM CARE
FACILITIES AND SERVICES

Nursing Home Facilities (NH)

Policy NH-2: Plan Exemption for Continuing Care Retirement Communities

Qualified continuing care retirement communities (CCRC) may include from the outset or add or convert
bed capacity for nursing care without regard to the nursing home bed need shown in Chapter 10: Nursing
Home Facilities. To qualify for such exemption, the applicant shall document that the proposal meets all
the following requirements:

1. will only be developed concurrently with or subsequent to construction on the same site of facilities
for both of the following levels of care:

a. independent living accommodations (apartments and homes) for people who are able to carry
out normal activities of daily living without assistance; such accommodations may be in the
form of apartments, flats, houses, cottages and rooms;

b. licensed adult care home beds for use by people who, because of age or disability, require some
personal services, incidental medical services and room and board to assure their safety and
comfort.
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2. will be used exclusively to meet the needs of people with whom the facility has continuing care
contracts (in compliance with the North Carolina Department of Insurance statutes and rules) who
have lived in a non-nursing unit of the continuing care retirement community for a period of at least
30 days. Exceptions shall be allowed when one spouse or sibling is admitted to the nursing unit at
the time the other spouse or sibling moves into a non-nursing unit, or when the medical condition
requiring nursing care was not known to exist or be imminent when the individual became a party
to the continuing care contract.

3. reflects the number of nursing home facility beds required to meet the current or projected needs
of residents with whom the facility has an agreement to provide continuing care after making use
of all feasible alternatives to institutional nursing care.

4. will not be certified for participation in the Medicaid program.

One hundred percent of the nursing home facility beds developed under this exemption shall be excluded
from the inventory and the occupancy rate used to project nursing home bed need for the general population.
Certificates of need issued under policies analogous to this policy in the North Carolina State Medical
Facilities Plans subsequent to the 1985 State Medical Facilities Plan are automatically amended to conform
to the provisions of this policy at the effective date of this policy. Certificates of need awarded pursuant to
the provisions of Chapter 920, Session Laws 1983 or Chapter 445, Session Laws 1985 shall not be amended.

Policy NH-5: Transfer of Nursing Home Facility Beds from State Psychiatric Hospital Nursing
Facilities to Community Facilities

Beds in state psychiatric hospitals that are certified as nursing home facility beds may be relocated to
licensed nursing home facilities. However, before nursing home facility beds are transferred out of the state
psychiatric hospitals, services shall be available in the community. State psychiatric hospital nursing home
facility beds that are relocated to licensed nursing home facilities shall be closed within 90 days following
the date the transferred beds become operational in the community.

Licensed nursing home facilities proposing to operate transferred nursing home facility beds shall commit
to serve the type of residents who are normally placed in nursing home facility beds at the state psychiatric
hospitals. To help ensure that relocated nursing home facility beds will serve those people who would have
been served by state psychiatric hospitals in nursing home facility beds, a certificate of need application to
transfer nursing home facility beds from a state hospital shall include a written memorandum of agreement
between the director of the applicable state psychiatric hospital, the director of the North Carolina Division
of State Operated Healthcare Facilities, the secretary of the North Carolina Department of Health and
Human Services, and the person submitting the proposal.

This policy does not allow the development of new nursing home facility beds. Nursing home facility beds
transferred from state psychiatric hospitals to the community pursuant to Policy NH-5 shall be excluded
from the inventory.

Policy NH-6: Relocation of Nursing Home Facility Beds
Relocations of existing licensed nursing home facility beds to another service area are allowed. Certificate
of need applicants proposing to relocate licensed nursing home facility beds to another service area shall:

1. demonstrate that the proposal shall not result in a deficit, or increase an existing deficit in the
number of licensed nursing home facility beds in the county that would be losing nursing home
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facility beds as a result of the proposed project, as reflected in the North Carolina State Medical
Facilities Plan in effect at the time the certificate of need review begins; and

2. demonstrate that the proposal shall not result in a surplus or increase an existing surplus of licensed
nursing home facility beds in the county that would gain nursing home facility beds as a result of
the proposed project, as reflected in the North Carolina State Medical Facilities Plan in effect at the
time the certificate of need review begins.

Policy NH-8: Innovations in Nursing Home Facility Design

Certificate of need applicants proposing new nursing home facilities and replacement nursing home
facilities shall pursue innovative approaches in environmental design that address quality of care and
quality of life needs of the residents. These plans could include innovative design elements that encourage
less institutional, more home-like settings, privacy, autonomy and resident choice, among others.

Adult Care Homes (LTC)

Policy LTC-1: Plan Exemption for Continuing Care Retirement Communities — Adult Care Home
Beds

Qualified continuing care retirement communities may include from the outset or add or convert bed
capacity for adult care without regard to the adult care home bed need shown in Chapter 11: Adult Care
Homes. To qualify for such exemption, the applicant shall document that the proposal meets all the
following requirements:

1. will only be developed concurrently with, or subsequent to, construction on the same site of
independent living accommodations (apartments and homes) for people who are able to carry out
normal activities of daily living without assistance; such accommodations may be in the form of
apartments, flats, houses, cottages, and rooms.

2. will provide for the provision of nursing services, medical services or other health related services
as required for licensure by the North Carolina Department of Insurance.

3. will be used exclusively to meet the needs of people with whom the facility has continuing care
contracts (in compliance with the North Carolina Department of Insurance statutes and rules) who
have lived in a non-nursing or adult care unit of the continuing care retirement community for a
period of at least 30 days. Exceptions shall be allowed when one spouse or sibling is admitted to
the adult care home unit at the time the other spouse or sibling moves into a non-nursing or adult
care unit, or when the medical condition requiring nursing or adult care home care was not known
to exist or be imminent when the individual became a party to the continuing care contract.

4. reflects the number of adult care home beds required to meet the current or projected needs of
residents with whom the facility has an agreement to provide continuing care after making use of
all feasible alternatives to institutional adult care home care.

5. will not participate in the Medicaid program or serve State-County Special Assistance recipients.

One hundred percent of the adult care home beds developed under this exemption shall be excluded from

the inventory used to project adult care home bed need for the general population. Certificates of need
issued under policies analogous to this policy in the North Carolina State Medical Facilities Plans
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subsequent to the North Carolina 2002 State Medical Facilities Plan are automatically amended to conform
with the provisions of this policy at the effective date of this policy.

Policy LTC-2: Relocation of Adult Care Home Beds
Relocations of existing licensed adult care home beds to another service area are allowed. Certificate of
need applicants proposing to relocate licensed adult care home beds to another service area shall:

I. demonstrate that the proposal shall not result in a deficit, or increase an existing deficit in the
number of licensed adult care home beds in the county that would be losing adult care home beds
as a result of the proposed project, as reflected in the North Carolina State Medical Facilities Plan
in effect at the time the certificate of need review begins; and

2. demonstrate that the proposal shall not result in a surplus or increase an existing surplus of
licensed adult care home beds in the county that would gain adult care home beds as a result of
the proposed project, as reflected in the North Carolina State Medical Facilities Plan in effect at
the time the certificate of need review begins.

Policy LTC-3: Certification of Beds for Special Assistance

Certificate of need applicants proposing to develop new adult care home beds pursuant to a need
determination shall demonstrate that the proposed beds will be certified for special assistance and that at
least 5% of the projected days of care in the third full fiscal year of operation shall be provided to residents
receiving State-County Special Assistance.

Home Health Services (HH)

Policy HH-3: Need Determination for Medicare-Certified Home Health Agency in a County

When a county has no Medicare-certified home health agency office physically located within the county’s
borders, and the county has a population of more than 20,000 people; or, if the county has a population of
less than 20,000 people and there is not an existing Medicare-certified home health agency office located
in a North Carolina county within 20 miles, need for a new Medicare-certified home health agency office
in the county is thereby established through this policy. The need determination shall be reflected in the
next annual North Carolina State Medical Facilities Plan that is published following determination that a
county meets the criteria indicated above. (Population is based on population estimates/projections from
the North Carolina Office of State Budget and Management for the plan year in which the need
determination would be made excluding active duty military for any county with more than 500 active duty
military personnel. The measurement of 20 miles will be in a straight line from the closest point on the
county line of the county in which an existing agency office is located to the county seat of the county in
which there is no agency.)

All Mental Health, Developmental Disabilities and Substance Use Disorder
Facilities (MH)

Policy MH-1: Linkages between Treatment Settings
An applicant for a certificate of need for psychiatric, substance use disorder or intermediate care facilities
for individuals with intellectual disabilities (ICF/IID) beds shall document that the affected local

26



management entity-managed care organization has been contacted and invited to comment on the proposed
services.

Psvchiatric Inpatient Services Facilities (PSY)

Policy PSY-1: Transfer of Beds from State Psychiatric Hospitals to Community Facilities

Beds in the state psychiatric hospitals used to serve short-term psychiatric patients may be relocated to
community facilities through the certificate of need process. However, before beds are transferred out of
the state psychiatric hospitals, services and programs shall be available in the community. State psychiatric
hospital beds that are relocated to community facilities shall be closed within 90 days following the date
the transferred beds become operational in the community.

Facilities proposing to operate transferred beds shall submit an application to Certificate of Need of the
North Carolina Department of Health and Human Services and commit to serve the type of short-term
patients normally placed at the state psychiatric hospitals. To help ensure that relocated beds will serve
those people who would have been served by the state psychiatric hospitals, a proposal to transfer beds
from a state hospital shall include a written memorandum of agreement between the local management
entity-managed care organization serving the county where the beds are to be located, the secretary of the
North Carolina Department of Health and Human Services, and the person submitting the proposal.

Intermediate Care Facilities for Individuals with Intellectual Disabilities

(CF/IID)

Policy ICF/IID-5: Transfer of ICF/IID Beds from State Operated Developmental Centers to
Community-Based Facilities

Intermediate Care Facilities for Individuals with Intellectual Disabilities (ICF/IID) beds in state operated
developmental centers may be relocated to existing community-based facilities through the certificate of
need process. This policy covers the relocation of beds only and does not provide for or preclude transfer
of residents with the beds. State operated developmental center ICF/IID beds that are relocated to a
community-based facility shall be closed upon licensure of the transferred beds.

Applicants proposing to relocate beds from a state operated developmental center shall be required to
submit a certificate of need application. The application shall include a written agreement signed by all the
following:

1. director of the local management entity/managed care organization serving the county where the
community-based facility is or will be located;

2. director of the state operated developmental center transferring the beds;

3. director of the North Carolina Division of State Operated Healthcare Facilities;
4. secretary of the North Carolina Department of Health and Human Services; and
5. operator of the community-based facility.

The maximum number of beds in the facility upon project completion shall not exceed 15 beds.
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The project shall not result in more than three facilities housing a combined total of 18 people being
developed on contiguous pieces of property.

POLICIES APPLICABLE TO TECHNOLOGY AND EQUIPMENT (TE)

Policy TE-1: Conversion of Fixed PET Scanners to Mobile PET Scanners

Facilities with an existing or approved fixed PET scanner may apply for a Certificate of Need (CON) to
convert the existing or approved fixed PET scanner to a mobile PET scanner if the applicant(s) demonstrates
in the CON application that the converted mobile PET scanner:

1. shall continue to operate as a mobile PET scanner at the facility, including satellite campuses, where
the fixed PET scanner is located or was approved to be located;

2. shall be moved at least weekly to provide services at two or more host facilities; and

3. shall not serve any mobile host site that is not owned by the PET certificate holder or an entity
related to the PET certificate holder such as a parent or subsidiary that is located in the county
where any existing or approved fixed PET scanner is located, except as required by subpart (1).

There will be one certificate of need application filing opportunity each calendar year.

Policy TE-2: Intraoperative Magnetic Resonance Imaging Scanners
Qualified applicants may apply for an intraoperative Magnetic Resonance Imaging Scanner (iMRI) to be
used in an operating room suite.

To qualify, the health service facility proposing to acquire the iMRI scanner shall demonstrate in its
certificate of need application that it is a licensed acute care hospital which:

1. performed at least 500 inpatient neurosurgical cases during the 12 months immediately preceding
the submission of the application; and

2. has at least two neurosurgeons that perform intracranial surgeries currently on its Active Medical
Staff; and

3. 1islocated in a metropolitan statistical area as defined by the US Census Bureau with at least 350,000
residents.

The iMRI scanner shall not be used for outpatients and may not be replaced with a conventional MRI
scanner.

The performance standards in 10A NCAC 14C .2703 would not be applicable.

Intraoperative procedures and inpatient procedures performed on the iMRI shall be reported separately on
the Hospital License Renewal Application.
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These scanners shall not be counted in the inventory of fixed MRI scanners; the procedures performed on
the iMRI will not be used in calculating the need methodology and will be reported in a separate table in
Chapter 17.

Policy TE-3: Plan Exemption for Fixed Magnetic Resonance Imaging Scanners
Qualified applicants may apply for a fixed magnetic resonance imaging scanner (MRI).

To qualify, the health service facility proposing to acquire the fixed MRI scanner shall demonstrate in its
certificate of need application that it is a licensed North Carolina acute care hospital with emergency care
coverage 24 hours a day, seven days a week and that does not currently have an existing or approved fixed
MRI scanner as reflected in the inventory in the applicable State Medical Fac