OPERATING ROOMS / SURGICAL UTILIZATION REPORT
Michigan Department of Community Health

CERTIFICATE OF NEED

Health Facilities Section Lewis Cass Building
320 S. Walnut St.

Lansing, Michigan 48933

(517) 241-3343 or 44 - Fax (517) 241-2962
	
AUTHORITY:
PA 368 of 1978, as amended

COMPLETION:
Is Voluntary, but is required to obtain a



Certificate of Need.  If NOT completed, a 



Certificate of Need will NOT be issued.
	The Department of Community Health is an equal opportunity employer, services and programs provider.


NOTE: Do not complete shaded areas.

OPERATING ROOMS / SURGICAL UTILIZATION:  (Use Additional Sheets as needed)

	In a licensed hospital site, list the number of:
	Number
	Value
	Total

	1. Total rooms meeting the definition of OR in

Section 2(1)(s) of CON Standards for Surgical Services
	   
	
	   

	2.
Delivery room(s) located in OB area

	   
	1
	   

	OR(s) used exclusively for endo/cysto cases
	   
	1
	   

	OR(s) with fixed lithotripters
	   
	1
	   


	*
OR(s) used exclusively for patients requiring burn care as defined in Section 2(1)(c) (limit 1)
	   
	Cannot be more than two (2)
	1
	   

	*
OR(s) used exclusively for patients requiring trauma care as defined in Section 2(1)(eel) (limit 1)
	   
	
	1
	   

	*
OR(s) used, not exclusively, for patients requiring burn care as defined in Section 2(1)(c) (limit 0.5)
	   
	
	0.5
	   

	*
OR(s) used, not exclusively, for patients requiring trauma care as defined in Section 2(1)(eel) (limit 0.5)
	   
	
	0.5
	   

	3.
Total ORs for purposes of volume determination (Item #1 minus Item #2)
	
	
	   

	In an FSOF or ASC used exclusively for endoscopy or cystoscopy:
	   
	   
	   

	4.
All rooms in which endo or cysto cases are or will be performed
	   
	1
	   

	In an FSOF or ASC not used exclusively for endoscopies or cystoscopy:
	   
	   
	   

	5.
All OR(s) in which surgery is or will be performed, excluding any OR(s) used exclusively for endo or cysto cases
	   
	1
	   

	6.
OR(s) used exclusively for endo or cysto cases
	   
	1
	   


* Hospital must have burn and/or trauma certification, as applicable.

	7.
How are Data Reported?

 FORMCHECKBOX 
 Surgical Cases
	 FORMCHECKBOX 
 Hours of Use


	8.
In a licensed hospital site, list the number of surgical cases, or hours of use, performed in OR, including cases/hours of use performed in a non-exclusive burn or trauma OR [Section 3(2)(a)(v)] but excluding cases/hours of use performed in OB delivery rooms, ORs used exclusively for endo/cysto cases, ORs with fixed lithotripters, and ORs used exclusively for burn or trauma care as defined in the Standards.  (Use the ORs in Item #3, Page 1).  (Include dates, the number and how reported, as shown.)

	Last Actual Year
	1st 12 Months Projected
	2nd 12 Months Projected

	Number: 

     
	 FORMCHECKBOX 
 Surgical Cases

 FORMCHECKBOX 
 Hours of Use
	How Reported:

 FORMCHECKBOX 
 Surgical Cases
 FORMCHECKBOX 
 Hours of Use
	How Reported:

 FORMCHECKBOX 
 Surgical Cases
 FORMCHECKBOX 
 Hours of Use

	From:

     
	To:

     
	Number: 

     
	Number: 

     


	9.
In an FSOF or ASC that IS or WILL BE used exclusively for endo or cysto cases, all endoscopy or cystoscopy cases, or hours of use, performed in all rooms in which endo or cysto cases are or will be performed.

	Last Actual Year
	1st 12 Months Projected
	2nd 12 Months Projected

	Number: 

     
	 FORMCHECKBOX 
 Surgical Cases

 FORMCHECKBOX 
 Hours of Use
	How Reported:

 FORMCHECKBOX 
 Surgical Cases
 FORMCHECKBOX 
 Hours of Use
	How Reported:

 FORMCHECKBOX 
 Surgical Cases
 FORMCHECKBOX 
 Hours of Use

	From:

     
	To:

     
	Number: 

     
	Number: 

     


	10.
In an FSOF or ASC that IS NOT or WILL NOT be used exclusively for endo or cysto cases, all surgical cases, or hours of use, performed in the OR(s) in which surgery is or will be performed,  excluding any OR(s) used exclusively for endo or cysto cases.

	Last Actual Year
	1st 12 Months Projected
	2nd 12 Months Projected

	Number: 

     
	 FORMCHECKBOX 
 Surgical Cases

 FORMCHECKBOX 
 Hours of Use
	How Reported:

 FORMCHECKBOX 
 Surgical Cases
 FORMCHECKBOX 
 Hours of Use
	How Reported:

 FORMCHECKBOX 
 Surgical Cases
 FORMCHECKBOX 
 Hours of Use

	From:

     
	To:

     
	Number: 

     
	Number: 

     


Use Additional Sheets as needed

	11a.
Provide the location(s) at which the surgical cases to be transferred were performed.

     

	11b.
Include evidence that the existing location(s) and the proposed location are within 20 miles of each other.

(i.e., a legible map that reflects the 20-mile radius from the proposed site and the address of the location at which the surgical cases / hours or procedures were performed.)

     


Use Additional Sheets as needed

	11c.
Document the number of cases performed by each physician at each location and indicate how the volume was determined.

     

	11d.
Include a summary of the number of commitments and the name of the physician committing the surgical volume.

     

	12.
Provide the total number of surgical cases performed at existing licensed surgical facility(s) (hospitals, FSOFs, ASCs) from which surgical cases will be transferred.  The utilization for the existing facility(s) must include the data for the most recent 12-month period available prior to the date an application is submitted to the Department.

     


NOTE:  If the application includes commitments for surgical cases/hours of use, please use the following form (only cases or hours of use may be used, not a combination):

SURGICAL COMMITMENT FORMAT

	1. Physician Name

     

	2. Physician's Specialty

     

	3. Number of surgical cases/hours of use (specify) per year to be committed to Certificate of Need

Application Number:        
,
Facility Name:      


For three (#) years subsequent to the initiation, expansion, or relocation of the surgical service proposed 

by the applicant.        

 FORMCHECKBOX 
 Surgical Cases
 FORMCHECKBOX 
 Hours of Use

	5. I performed the following number of surgical cases / hours of use at these locations within the last 12 months:

	Cases/Hours of Use*
	Facility(s) / Center(s) Names and Address(es)

	     
	     
     

	     
	     
     

	     
	     
     

	     
	     
     

	     
	     
     

	     
	     
     

	     
	     
     

	     
	     
     

	     
	     
     

	     
	     
     

	     
	TOTAL

	6. Physician's Signature
	Date

	7.Physician's License ID Number

     


*
Surgical cases as defined in the review standards must be used for initiation.  The total cases / procedures being committed cannot be greater than the number being performed annually.

	NOTE:
This form must be completed in its entirety prior to signature.  Otherwise the


commitment will not be considered.  Additionally, commitments and volume are


subject to audit by the Department.


ADDITIONAL INSTRUCTIONS
	Projections for surgical cases or hours of use or procedures must be submitted on diskette, utilizing Quatro Pro or Excel, in the following format for each doctor:

1. Physician Name

2. Physician License Number

3. Chronological According to Date of Procedure

4.
Confidential Patient Identifier (not simply a sequential number/letter)

5.
CPT Code

6.
Description of Procedure

7. The Location at which the Procedure was Performed (including room number)

8.
CON Application Number

EXAMPLE:

	PHYSICIAN NAME
	PHYSICIAN LICENSE NO.
	DATE
	PATIENT IDENTIFIER
	CPT CODE
	DESCRIPTION
	WHERE PERFORMED

	JONES
	XXX
	1/5/00
	543689
	45380
	COLONOSCOPY W/BIOPSY
	ABC HOSPITAL ROOM 3


	If a health facility from which surgical cases are being transferred is not meeting the required minimum volume per operations (OR) room, then cases/hours of use committed in accordance with Section 10(2) cannot be transferred from that facility.  Additionally, only the EXCESS volume can be committed.


	ASurgical case@ means a single visit to an OR during which one or more surgical procedures are performed [Sec. 2(bb) of the Surgical Services= Standards].  Therefore, only one procedure per patient per day can be counted.
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