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Blue Cross Blue Shield of Michigan/Blue Care Network 
MDCH Public Hearing 

February 10, 2010 
Thank you for the opportunity to provide testimony on behalf of Blue Cross Blue Shield 
of Michigan (BCBSM) and Blue Care Network (BCN).  BCBSM and BCN continue to 
actively support the Certificate of Need (CON) program, designed to ensure the delivery 
of cost-effective, high quality health care to Michigan residents.  
 
Bone Marrow Transplantation (BMT) Services Standard Advisory Committee (SAC) 
BCBSM and BCN commend the work of BMT SAC members and MDCH staff during this 
groupÆs challenging deliberations. BCBSM/BCN was actively engaged as an open-
minded participant of this process, well represented by Dr. Tom Ruane, BCBSM PPO 
Medical Director.   
 
BCBSM and BCN remain unconvinced that there is a need for additional Michigan BMT 
programs despite the extensive information presented during the course of this SAC 
including presentations, discussions, statistical analyses as well as the input of clinician-
specialists.  Dr. Ruane stated thatöBCBSM/BCN is not convinced that the improved 
access that would occuràwould outweigh the problems caused by decreased volume in 
the existing centersà.ö     
 
Magnetic Resonance Imaging Service Standards 
BCBSM and BCN continue to oppose many proposed exemptions to CON review 
standards, since multiple exceptions weaken the standards as a whole and have the 
potential to increase costs of health care service delivery.  In this case, BCBSM/BCN 
does not support proposed language that allows replacing mobile MRI units with fixed 
MRI units for freestanding for-profit imaging centers that provide at least 25% of their 
service to Medicaidûcovered patients. There are many questions regarding the validity of 
this proposal from a public policy rationale.  Also, this additional capacity would be in 
direct competition with existing hospital-based not for profit MRI units, including for 
patients having coverage other than Medicaid. 
   
Conclusion 
BCBSM and BCN continue to support the CON program and the ongoing review of the 
standards in terms of cost, quality and/or access concerns. We applaud the CON 
Commission and MDCH staff as they continue to facilitate an objective review process, 
by eliciting in-depth clinical expertise as well as input from consumers, purchasers, and 
payors. BCBSM/BCN will continue to be an open-minded, active participant in these 
endeavors. As always, BCBSM/BCN commends the CON Commissioners and MDCH 
staff for their diligent efforts in maintaining CON as a strong, vibrant program, to ensure 
the delivery of high quality, safe and effective health care to patients across the state.  
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My name is Sean Gehle and I am submitting comments on behalf of Ascension Health û 
Michigan (Borgess Health, Genesys Health system, St. John Health system, St. MaryÆs 
of Michigan and St. Joseph Health system).  We would like to once again express 
opposition to proposed language that adds an exception to the criteria for conversion of 
a mobile to a fixed MRI for a for-profit freestanding facility with 2,000 MRI adjusted 
procedures and at least 25% of the MRI visits having a payor source of Medicaid and/or 
no charge. 
 
While we again applaud Basha Diagnostics for its inclusion of a significant percentage of 
Medicaid and no charge patients in its case mix, we believe that allowing for this 
exception will negatively impact the private nonprofit healthcare safety net by weakening 
nonprofit providers and ultimately would not be in the best interest of the patients that we 
serve.  Ascension Health û Michigan hospitals and health systems take very seriously 
our obligation to ensure access to Medicaid and uninsured patients across a wide array 
of healthcare services.    
 
We continue to oppose the creation of a different and lower threshold for for-profit 
entities vis-α-vis non-profit providers that would be necessary in order to convert a 
mobile MRI to Fixed and believe that this establishes a dangerous precedent in the 
broader CON Standard context.  We further question what legal basis may exist around 
the creation of standards that differentiate providers based on tax status within CON 
standards.   
 
Finally, we are supportive of the comments that we expect will be submitted on behalf of 
the MHA and its members before the comment period closes.   
 
Thank you for the opportunity to comment on this important issue.   
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The Detroit Medical Center opposes the language to amend the Magnetic Resonance 
Imaging Standards that define the process through which host sites initiate fixed 
services.  If approved, the change would benefit a select group of host sites in a manner 
that increases costs, fails to enhance access and does not improve quality.  Further, the 
compliance terms linked to the change would be difficult to monitor and impossible to 
enforce in any reasonable manner.   
 
The following proposed language in Section 3 of the Standards would dramatically alter 
the CON process: 
 
(IV) AT LEAST 2,000 MRI ADJUSTED PROCEDURES AND THE APPLICANT MEETS 
ALL OF THE FOLLOWING: 
(A)AT LEAST 25% OF THE MRI VISITS HAVE A PAYER SOURCE OF MEDICAID 
AND/OR NO CHARGE. 
(B) THE APPLICANT IS A FOR-PROFIT, FREESTANDING FACILITY. 
 
Lowering the threshold to specifically accommodate for-profit imaging centers essentially 
removes them from the thoroughly researched and calculated need justification process.  
The proposed change would create an unbalanced field of competition between for profit 
and nonprofit MRI services. 
 
As the MRI standards now read, any host site may become a fixed service once it 
reaches the 6,000 AP threshold.  This language is consistent with the MRI fixed service 
initiation process.  The current methodology upholds the stated goals of the MDCH with 
regards to cost, access and quality.  By holding a host site to the current stipulations, the 
MDCH assures the public that expenditures for new units will only be made where 
proven need truly exists.   
 
The proposed language will increase medical service cost by adding more fixed MRI's in 
already well served areas.  Per the Novemenber 1, 2009 MRI Utilization List, at least 
twelve for profit host sites meet the proposed criteria for initiating fixed units and three 
more are within 500 AP's.  So, in the very near future, if approved, this new language 
could put fifteen new MRI units in Michigan.  Using an average price of $1,500,000 per 
unit, amending the standards would create $22,500,000 in for profit health care 
expenditures.  If the language were more equitably amended to include nonprofits, at 
least another eighteen services would immediately qualify.  Combined, Michigan health 
providers woud be free to spend roughly $49,500,000 on new equipment without 
inproving access or quality. 
 
Many of these for profit centers exist within five miles of nonprofit hospitals who have 
already invested in the appropriate fixed technology.  The attached maps show ten mile 
radiuses around two host sites owned by Basha Diagnosics in Royal Oak and Sterling 
Heights that would qualify under the proposed language.  In Royal Oak, the surrounding 
ten mile area already contains twenty seven fixed MRI units.  Fourteen of these are 
within five miles.  Beaunmont's Royal Oak Hospital operates six MRI's within a half mile 
of the Basha Diagnostics host site. 
 
Similarly, in Sterling Heights, Basha Diagnostics is less than a mile from another fixed 
provider, Macomb MRI.  Ten services, operating fourteen fixed units, serve patients 
within this ten mile radius.  From these maps, which do not even include the other 



mobile host sites in the areas, one clearly understands that neither cost nor access is a 
reason to approve the proposed language.   
 
According to Kaiser Family Foundation research, in 2006 18% of Michigan's population 
participated in Medicaid.  Therefore, achieving the 25% proposed Medicaid and self pay 
threshold would not be difficult.  Since Michigan's CON standards already require that 
CON licensed facilities accept Medicaid, adding more fixed units would not improve 
access based on one's ability to pay. 
 
In medicine, clinical quality is synonymous with repetition.  One of the reasons the 
MDCH insists upon minimum volumes is the health care industry standard that providers 
improve when they deliver high volumes of similar care.  Lowering the initiation threshold 
by two-thirds means that host site clinical and support staff will not be as experienced as 
if they had done 6,000 AP's the previousl twelve months.  This could negatively affect 
the delivery of patient care. 
 
One way to improve staff skills as the patient base grows is to utilize mobile MRI 
services.  Many existing mobile units have the capacity to meet the needs of busy host 
sites.  Once a site reaches the already appropriately defined threshold of 6,000 AP's, it 
may then initiate a fixed unit.  Until then, host sites should work collaboratively with 
existing mobile units to cultivate staff. 
 
The compliance language in Section 12 (3) associated with this proposed change 
presents another set of challenges: 
 
(3) AN APPLICANT FOR AN MRI UNIT APPROVED UNDER SECTION 3(2)(B)(IV) 
SHALL AGREE TO CONTINUE TO PROVIDE AT LEAST 25% OF THE MRI VISITS 
WITH A PAYER SOURCE OF MEDICAID AND/OR NO CHARGE DURING THE FIRST 
12 MONTHS OF OPERATION AND ANNUALLY THEREAFTER FOR AT LEAST 10 
YEARS. 
 
Who will cover the cost to monitor this?  What will happen if the service payer mix 
improves?  Since treating fewer Medicaid and self pay generally means that one 
receives higher average reimbursement, will the MDCH shut down a fixed MRI service 
because it is more profitable than before?  How does the MDCH plan to enforce this 
standard and what will the penalties be for failing to meet it?  The DMC thinks that these 
questions should be answered and appropriate enforcement language included in the 
standards before any vote is taken on the proposed language. 
 
In conclusion, the Detroit Medical Center strongly opposes the proposed language as 
written.  altering or adding language to create separate rules in favor of for profit centers 
undermines the CON process, to which the nonprofits would still be held, and 
establishes a competitive advantage at the expense of the hospitals.  The language 
does not meaningfully address cost, access, or quality.  further, it poses complicated, 
and thus far, unanswered questions as to monitoring and compliance.  The DMC 
sincerely hopes that the Commission will reject this proposed language. 
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Magnetic Resonance Imaging (MRI) Services: 
EAM Board does not support the proposed changes in the MRI Standards that would 
allow replacing a mobile MRI with fixed MRI units for freestanding, for-profit imaging 
centers that provide at least 25% of their services to Medicaid and ôno chargeö patients.  
This change would allow for-profit, freestanding MRI programs that are providing MRI 
services using a mobile unit, to replace the mobile unit with a fixed unit when their 
annual volume of adjusted scans has exceeded just 33% (2000 adjusted scans) of the 
CON standardÆs required annual minimum of 6000 adjusted scans.   
 
This proposed change in the CON standards is most likely to affect only the BASHA 
Diagnostic MRI programs in Royal Oak and Sterling Heights.  The non-profit hospitals in 
or near these two communities that have a CON for MRI unit are already obligated, as 
are all other holders of CONs for MRI services,  to provide this service to patients 
regardless of what insurance coverage they may have or if they have any insurance.   
 
There is clearly a difference in how to assess the data on the provision of MRI services 
to Medicaid patients, but also to the medically indigent and the non-English speaking 
populations.  BASHA Diagnostic, as the one for-profit arguing for this special provision to 
allow it a much easier requirement for securing a fixed MRI, has had a special analysis 
prepared by its lobbying firm saying that the nearby hospitals are significantly lacking in 
serving these populations.  More recently, the Michigan Health and Hospital Association 
has done a different analysis indicating that there is no statistically significant difference 
in the providing of MRI services for these populations.  Hopefully the data dispute will be 
soon resolved by the analysis of the data on this question that was requested of the 
MDCH staff by the Commission at the December meeting. 
 
For the Economic Alliance for Michigan, the remedy for some programs not living up to 
their CON obligations to provide MRI services regardless of ôsource or amount of 
paymentö is for MDCH to promptly enforce this long-standing CON requirement.  All MRI 
CON programs should collectively and individually be held to providing MRI services to 
Medicaid recipients and the indigent in reasonable proportion to those numbers in their 
service areas.   
 
The wrong response is to allow a specific exemption to the MRI CON standardÆs 
annual minimum volume requirements, when community need has not been 
demonstrated.  That would seriously undermine the CON programÆs obligation to serve 
the communityÆs needs for access to high quality, low cost health care services. 
 
There is no obvious logic to saying that this special lower volume requirement would 
apply to for-profit but not to non-profits who have a State and Federal tax obligations to 
serve these special populations.  If the Commission adopts this provision, you will soon 
be faced with a series of other requests for special exemptions to the minimum CON 
requirements from others who say theyÆre fulfilling the socially and medically desirable 
objective that are CON requirements for all holders of CON for a particular service. 
 
7. Testimony:  
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TO:  Certificate of Need Commission 
 
FROM:  Amy Barkholz, General Counsel 
 
DATE:  February 10, 2010 
 
SUBJECT: Public Comment – Proposed MRI Language 
  MHA Position:  OPPOSED 
 
 The Michigan Health & Hospital Association opposes proposed language amending the 
Certificate of Need standards for magnetic resonance imaging (MRI) services that would allow a for-
profit, freestanding facility to obtain a fixed unit if it performed 2,000 annual adjusted procedures and 
provided at least 25 percent of its total MRI services to Medicaid and ‘no charge’ patients for a specified 
period of time.  The MHA believes this exception is unwarranted because data does not support the 
access concern and it will create an arbitrary financial incentive for excess utilization. 
 
 The current MRI standards generally require applicants for a fixed unit to perform 6,000 annual 
adjusted procedures.  In addition there are two current exceptions in the MRI standards to ensure adequate 
patient access to services.  The first exception allows an applicant located in a county without any fixed 
MRI services and located more than 15 miles from another fixed MRI machine to qualify for a fixed unit 
if it performs 4,000 annual adjusted procedures.  The second exception allows a licensed hospital with a 
high volume 24-hour emergency department (ED) to qualify for a fixed MRI if the ED has at least 20,000 
annual visits and the applicant performs at least 3,000 annual adjusted procedures.  Both of these 
exceptions address a specific concern related to access to care. 
 
 Basha Diagnostics, the MRI service provider that initiated the proposed exception, has a facility 
in Oakland County and another in Macomb County.  According to data provided to the CON Commission 
by Basha Diagnostics at the December 2009 CON Commission Meeting using Michigan Department of 
Community Health figures, 4.7 percent of patients in Macomb/Oakland/Wayne counties that sought MRIs 
from July 1, 2008 through June 30, 2009 had Medicaid insurance and 1.2 percent sought services at ‘no 
charge.’  During that same period of time, according to the MDCH data, 4.3 percent of the MRI’s 
hospitals in Macomb/Oakland/Wayne counties provided were to patients with Medicaid insurance and 1.1 
percent were provided to patients at ‘no charge.’  The Macomb/Oakland/Wayne hospitals’ MRI payer 
mix very closely mirrors the payer mix of the tri-county residents seeking MRI’s, which indicates 
appropriate access for Medicaid and ‘no-pay’ patients.  Non-hospital MRI providers, other than Basha 
Diagnostics, were not included in the MDCH data but existing CON law requires all applicants to accept 
Medicaid patients.  Given the similarity between the percentages of Medicaid and ‘no-charge’ patients 
seeking MRI services and the percentages of these patients receiving MRI’s (at least at non-profit 
hospitals) there does not appear to be justification for this proposed ‘for-profit charity exception’ based on 
a lack of access for Medicaid and ‘no charge’ patients.  Furthermore, no quality or cost justification for 
this proposed language has been suggested. 
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 In addition to demonstrating no cost, quality or access problem with the MRI standards as 
currently written, the proposed language would cause excess capacity if approved.  By reducing the 
current fixed unit volume threshold of 6,000 annual adjusted procedures by two-thirds to only 2,000 
annual adjusted procedures, at least twelve for-profit host sites would be eligible to convert to fixed MRI 
units according to the MDCH November 1, 2009 MRI Utilization List.  As it stands now, there are 
currently 27 fixed MRI units within a 10 mile radius surrounding the Basha Diagnostics facility in Royal 
Oak and 14 fixed MRI units within a 10 mile radius of the Basha Diagnostics facility in Sterling Heights.  
Given the prevalence of fixed MRI units already servicing this area, the current volume requirement 
should not be reduced by two-thirds. 
 
 This proposed ‘for-profit charity’ exception to the MRI standards highlights legitimate concerns 
about the need to ensure that all patients have appropriate access to health care, regardless of the type of 
insurance they have or whether they can pay for their care.  Specific instances of lack of access for certain 
groups of patients should be investigated.  For profit entities should fully participate in Medicaid and are 
encouraged to take charity patients as well.  Traditionally, and appropriately, it has fallen mainly to 
nonprofit community hospitals to serve as the ‘safety net’ for all patients regardless of their ability to pay 
for health care.  Increasingly this role has become more and more difficult in light of growing numbers of 
uninsured patients, inadequate Medicaid rates, and a reduced willingness of other payers to absorb these 
shortfalls.  In 2008, Michigan’s nonprofit hospitals provided more than $240 million in charity care, more 
than $557 million in uncollectable costs for treatment (“bad debt”), and more than $706 million in care to 
Medicaid patients. 
   
 This proposed MRI language, which is intended to improve access to care for Medicaid and 
uninsured patients, actually puts further strain on the health care safety net and weakens full-service, 
nonprofit providers. This is unprecedented in CON policy and fails to recognize that nonprofit community 
hospitals and for-profit freestanding facilities do not compete on a level playing field.  Unlike for-profit 
freestanding entities, nonprofit community hospitals must provide care across a full range of services.  
The CON program has traditionally recognized this additional burden when setting its standards.  In 
contrast, this proposal specifically grants a very significant exception (a two-thirds reduction in the 
adjusted volume level) to freestanding, for-profit entities.  The proposal sets an artificial Medicaid and 
charity care threshold for one category of providers (for-profit freestanding facilities) that is not based on 
a factual determination of need.  MDCH data provided to the CON Commission shows that the payer mix 
of southeast Michigan patients seeking MRI’s closely matches the Medicaid and ‘no charge’ payer mix of 
patients receiving MRI’s.  The MHA is concerned that the unintended effect of approving this 
language will be the creation of a financial incentive for inappropriate utilization in order to meet 
an artificial threshold and thus gain an unfair carve-out in the CON standards to qualify for an 
unnecessary fixed MRI that will primarily service privately insured patients. 
 
 Michigan’s effective CON program has allowed it to escape some of the problematic excesses of 
unregulated states.  In other states, for profit specialty services have crowded out nonprofit community 
hospitals and this has resulted in higher health care costs, uneven access, and less quality care for all 
patients.  Proposed carve-outs to the existing standards, such as this one, create a bad precedent that will 
further erode and weaken the effectiveness of the CON program. For these reasons, the MHA strongly 
opposes the proposed MRI carve-out for for-profit entities and urges the CON Commission to vote ‘no’ 
on this amendment during final action at the March CON Commission meeting.  Please contact Amy 
Barkholz at (517) 886-8224 or abarkholz@mha.org with any questions. 

mailto:abarkholz@mha.org
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TO:  Certificate of Need Commission 
 
FROM:  Janelle Spann, Executive Director 
 
DATE:  February 16, 2010 
 
SUBJECT: Public Comment – Proposed MRI Language 
  Michigan Resonance Imaging Position:  OPPOSED 
 
Michigan Resonance Imaging is a 501 C-3 not-for- profit Michigan Corporation, performing only 
MRI services in Southeastern Michigan.  We are a joint venture for 3 community hospitals, 
Crittenton Hospital Medical Center, Mt Clemens Regional Medical Center and POH Regional 
Medical Center.  Michigan Resonance Imaging opposes proposed language amending the 
Certificate of Need standards for magnetic resonance imaging (MRI) services that would allow a 
for-profit, mobile host site service provider to convert to a fixed unit if it performed 2,000 annual 
adjusted procedures and provided at least 25 percent of its total MRI services to Medicaid and ‘no 
charge’ patients for a specified period of time.  Michigan Resonance Imaging believes this 
exception is not justified because data does not support the access concern and it will create 
an arbitrary financial incentive for excess utilization with 25% Medicaid,  the remaining 
75% revenue would be generated potentially from private insurers. 
 
The current MRI standards generally require applicants for a fixed unit to perform 6,000 annual 
adjusted procedures.  In addition there are two current exceptions in the MRI standards to ensure 
adequate patient access to services.  The first exception allows an applicant located in a county 
without any fixed MRI services and located more than 15 miles from another fixed MRI machine 
to qualify for a fixed unit if it performs 4,000 annual adjusted procedures.  The second exception 
allows a licensed hospital with a high volume 24-hour emergency department (ED) to qualify for 
a fixed MRI if the ED has at least 20,000 annual visits and the applicant performs at least 3,000 
annual adjusted procedures.  Both of these exceptions address a specific concern related to access 
to care.  These existing exceptions are based on population density and patient focused 
standards of care requiring emergent access. 
 
Basha Diagnostics, the MRI service provider that initiated the proposed exception, has a facility 
in Oakland County and another in Macomb County.  According to data provided to the CON 
Commission by Basha Diagnostics at the December 2009 CON Commission Meeting using 
Michigan Department of Community Health figures, 4.7 percent of patients in 
Macomb/Oakland/Wayne counties that sought MRIs from July 1, 2008 through June 30, 2009 
had Medicaid insurance and 1.2 percent sought services at ‘no charge.’  During that same period 
of time, according to the MDCH data, 4.3 percent of the MRI’s hospitals in 
Macomb/Oakland/Wayne counties provided were to patients with Medicaid insurance and 1.1 
percent were provided to patients at ‘no charge.’  The Macomb/Oakland/Wayne hospitals’ MRI 
payer mix very closely mirrors the payer mix of the tri-county residents seeking MRI’s, which 
indicates appropriate access for Medicaid and ‘no-pay’ patients.  Non-hospital MRI providers, 
other than Basha Diagnostics, were not included in the MDCH data but existing CON law 
requires all approved CON applicants to accept Medicaid patients.  Given the similarity 
between the percentages of Medicaid and ‘no-charge’ patients seeking MRI services and the 
percentages of these patients receiving MRI’s (at least at non-profit hospitals) there does not 
appear to be justification for this proposed ‘for-profit charity exception’ based on a lack of access 
for Medicaid and ‘no charge’ patients.  Furthermore, no quality or cost justification for this 
proposed language has been suggested. 
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In addition to demonstrating no cost, quality or access problem with the MRI standards as 
currently written, the proposed language would cause excess capacity if approved.  By reducing 
the current fixed unit volume threshold of 6,000 annual adjusted procedures by 66%  to only 
2,000 annual adjusted procedures, at least twelve for-profit host sites would be eligible to convert 
to fixed MRI units according to the MDCH November 1, 2009 MRI Utilization List.  These 
potential additional fixed sites would create a “compliance issue” for existing providers and the 
MDCH with the existing MDCH MRI standards in areas that are currently market saturated.  
Subsequently, should this language be approved, existing providers may not be compliant or able 
to replace out-dated equipment, causing a potential quality of care issue.  As it stands now, 
there are currently 27 fixed MRI units within a 10 mile radius surrounding the Basha Diagnostics 
facility in Royal Oak (Beaumont has 6 fixed MRIs less than ¼ of a mile from this site) and 14 
fixed MRI units within a 10 mile radius of the Basha Diagnostics facility in Sterling Heights 
(Macomb MRI is less than ½ mile from the Basha Diagnostics Sterling Heights location).  Given 
the prevalence of fixed MRI units already servicing this area, the current volume requirement 
should not be reduced by two-thirds. 
 
A ‘for-profit charity’ exception to the MRI standards highlights legitimate concerns experienced 
by all providers, about the need to ensure that all patients have appropriate access to health care, 
regardless of the type of insurance they have or whether they can pay for their care.   For profit 
entities should fully participate in Medicaid and should take charity patients as well.  
Traditionally, and appropriately, it has fallen mainly to nonprofit community hospitals to serve as 
the ‘safety net’ for all patients regardless of their ability to pay for health care.  Michigan 
Resonance Imaging has a charity policy and does perform charity MRIs, in addition to 
participating with all Medicaid programs. Increasingly this role has become more and more 
difficult in light of growing numbers of uninsured patients and inadequate Medicaid rates,  but 
will continue to be part of our mission.   
   
This proposed MRI language, which is intended to improve access to care for Medicaid and 
uninsured patients, actually puts further strain on the health care safety net and further weakens, 
nonprofit providers, in an already nationwide stressed environment. This is unprecedented in 
CON policy.  The CON program has traditionally recognized this additional burden when setting 
its standards.  In contrast, this proposal specifically grants a very significant exception (a two-
thirds reduction in the adjusted volume level) to freestanding, for-profit entities.  The proposal 
sets an arbitrary Medicaid and charity care threshold for one category of providers (for-profit 
freestanding facilities) that is not based on a factual determination of need.  Historically, MDCH 
data provided to the CON Commission shows that the payer mix of southeast Michigan patients 
seeking MRI’s closely matches the Medicaid and ‘no charge’ payer mix of patients receiving 
MRI’s.  Approving this language will foster financial incentive for inappropriate utilization. 
This biased, unnecessary carve-out in the CON standards to convert mobile host sites to  
unneeded additional fixed MRIs will primarily service privately insured patients creating 
further hardship on existing  “not for profit” providers. 
 
To date the Michigan CON commission has worked at applying a uniform rigorous application 
process proving need.  The commission has judiciously avoided some of the problematic excesses 



of unregulated states by maintaining these standards.  In other states, for profit specialty services 
have created inequities for nonprofit entities,  resulting in higher health care costs, uneven access, 
and less quality care for all patients.  Approval of this language will erode and weaken the 
effectiveness and opposes the “mission” of the CON program. For these reasons, Michigan 
Resonance Imaging strongly opposes the proposed MRI  “for-profit”  exception  and would ask  
the CON Commission to vote ‘no’ on this amendment during final action at the March CON 
Commission meeting.  Questions, please contact Janelle Spann at 
mrirochesterhills@ameritech.net or call to 248-299-8000.  
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The proposed changes allow a for-profit imaging center to convert from mobile to fixed 
MRI with a reduced volume requirement, if at least 25% of the patients served are 
indigent (defined as Medicaid or no charge).  Spectrum Health has concerns about this 
proposal.  While it is admirable for an imaging center to accept indigent patients, we do 
not agree that this behavior counterbalances the risk of introducing excess MRI capacity 
into the system and of reducing the utilization of existing MRI units.  The requirement of 
6,000 adjusted MR procedures achieved on mobile MRI units is the standard for 
conversion to fixed MRI.  While there are exceptions written in the Standards for 
instances of demonstrated access concerns, no such access deficit has been 
demonstrated in this instance.  While 6,000 is a high standard, it is achievable through 
extended hours and use of multiple mobile MRIs.  These Standards have been 
successful in keeping Michigan from experiencing th 
 e over-capacity (and potential over-utilization) of MRI services that has occurred in other 
states.  Therefore, Spectrum Health recommends that the CON Commission reject these 
proposed revisions. 
 
Spectrum Health appreciates the opportunity to comment on the revised CON Review 
Standards for MRI.  We urge the CON Commission not to approve the proposed 
Standards at the March meeting, since the exception included in these proposed 
revisions is not necessary to assure access to MRI services for the Michigan populace. 
 
7. Testimony:  
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Williams Consulting Services, which works with both hospital systems and physician owned imaging,

opposes the language proposed to amend the Magnetic Resonance lmaging Standards that define the
process through which host sites initiate fixed services. lf approved, the change would benefit a select

group of host sites in a manner that increases costs, fails to enhance access and does not improve

quality. Further, the compliance terms linked to the change would be difficult to monitor and impossible

to enforce in any reasonable manner.

The proposed changes in Section 3 of the Standards dramatically alter the CON process. Lowering the

threshold to specifically accommodate for-profit imaging centers essentially removes them from the

thoroughly researched and calculated need justification process. The proposed change would create an

unbalanced field of competition between for profit and nonprofit MRI services.

As the MRI standards now read, host sites may initiate fixed units once they reach a threshold of 6,000

AP's. This language is consistent with the MRI fixed service initiation process. The current methodology

upholds the stated goals of the MDCH with regards to cost, access and quality. Forcing a host site to
adhere to the current stipulations assures the public that expenditures for new units will only be made

where proven need truly exists.

The proposed language will increase medical service cost by adding more fixed MRI's in already crowded

market places. Per the November 'J.,2AA9 MRI Utilization List, at least twelve for profit host sites meet

the proposed volume criteria for initiating fixed units and three more are within 500 AP's. So, in the very

near future, if approved, this new language could put fifteen new MRI units in Michigan. Using an

average price of S1,500,000 per unit, amending the standards would create 522,500,000 in for profit

health care expenditures. lf the language were more equitably amended to include nonprofits, at least

another eighteen services would immediately qualify. Combined, Michigan health providers would be

enabled to spend roughly 549,500,000 on new equipment without improving access or quality.

Many of these for profit centers exist within five miles of nonprofit hospitals who have already invested

in the appropriate fixed technology. The attached maps show ten mile radiuses around two example

host sites owned by Basha Diagnostics in Royal Oak and Sterling Heights. In Royal Oak, the surrounding

ten mile area already contains twenty seven fixed MRI units. Fourteen of these are within five miles.

Beaumont's Royal Oak hospital operates six MRI's within a half mile of the Basha Diagnostics host site.

Similarly, in Sterling Heights, Basha Diagnostics' site is less than a mile from another fixed service,

Macomb MRl. Ten services operating fourteen fixed units serve patients within a ten mile radius of this

site. From these maps, which do not even include the other mobile host sites in the areas, one clearly

understands that neither cost nor access is a reason to approve the proposed language. Further, all

Michigan CON standards require that CON licensed facilities accept Medicaid. Therefore, adding more

fixed units would not improve access based on geography or ability to pay.

In medicine, clinical quality is synonymous with repetition. One of the reasons the MDCH insists upon

minimum volumes is the health care industry standard that providers improve when they deliver high

volumes of similar care. Lowering the initiation threshold by two-thirds means that host site clinical and



support staff will not be as experienced as if they had done 5,000 AP's the previous twelve months. This

could negatively affect the delivery of patient care.

One way to improve staff skills as the patient base grows is to utilize mobile MRI services. Many existing

mobile units have the capacity to meet the needs of busy host sites. Once a site reaches the already

appropriately defined threshold of 6,000 AP's, it may initiate a fixed unit. Until then, host sites should

work collaboratively with existing mobile units.

Many of my clients have already invested heavily in the mobile MRI industry. These companies followed

the prescribed rules and made long term plans based upon them. As written, the proposed language has

the capability to completely undermine the value of those CON's and their related equipment. A good

dealof capitaland many jobs could be lost if the new language is approved.

in addition to the increasing upfront costs and failing to enhance access, the compliance language in

Section 12 (3) associated with this proposed change presents another set of challenges:

(3) AN APPLTCANT FOR AN MRt UNtT ApPROVED LJNDER SECTTON 3(2XBXtV) SHALL
AGREE TO CONTINUE TO PROVIDE AT LEAST 25% OF THE MRI VISITS WITII A PAYER SOURCE

OF MEDICAID AND/OR NO CHARGE DURING THE FIRST 12 MONTHS OF OPERATION AND
ANNUALLY THEREAFTER FOR AT LEAST 10 YEARS.

Who will monitor this? What will happen if the service's payer mix improves? Will the MDCH shut down
a fixed MRI service because it is more profitable than before? Hor,v does the MDCH plan to enforce this
stanciard and what will the penalties be for failing to meet it? WCS thinks that these questions should be

answered and appropriate enforcement language included in the standards before any vote is taken on

the proposed language.

I think a better approach would be to enhance the Medicaid participation language for all CON holders. I

would suggest that a minimum percentage of payer rnix each year should be mandatory for CON

stakeholders. An automatic fine, payable to the Medicaid fund, could be assessed to non-compliant

entities

In conclusion, the Williams Consulting Services strongly opposes the proposed language as written. The

language undermines the established and researched rneasure of need in the current fixed MRI CON

process and the existing capital intensive mobile MRI industry. lt benefits a select group of for profit
stakeholders at the direct expense of the nonprofit hospitals and outpatient centers. Further, it poses

complicated, and thus far, unanswered questions as to monitoring and cornpliance. WCS sincerely hopes

that the Commission will reject this proposed language.
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Basha Diagnostics Royal Oak Ten Mile Radius

26 TOTAL UNITS

Service Clinical Units Service lD

Bio-Magnetic Resonance, Inc

Central Medical lmaging

Mich Institute of Neuro Disorders

Michigan Resonance lmaging

Millennium MRlCenter

MRI Center/Oakland
MRI of Southfield

Open MRI of Michigan LLC

Providence Hospital

Rose lmaging

St Joseph Mercy Oakland

William Beaumont Royal Oak

William Beaumont Trov

850137

301186

930123

880211

01.0445

870430

850131

000175

910234
650157

940181

650163

960174
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Basha Diagnostics sterling Heights Ten Mile Radius

TOTAL UNITS1,4

Service Clinical Units Service lD

I 
aio-wagnetic Resonance, Inc

lMacomb 
MRtCenter

I 
Mich Resonance tmagine/MCG H

Michigan Resonance lmaging
MRI Center/Oakland

Open MRI of Michigan LLC

StJohn Macomb Hospital

William Beaumont Trov
Henry Ford macomb
Wayne Macomb MRI
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1
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920090
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990133
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1.  Name: Patrick O'Donovan 
2.  Organization: Beaumont Hospitals 
3.  Phone: 248-551-6406 
4.  Email: podonovan@beaumonthospitals.com  
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Dear Commissioners: 
Beaumont appreciates the opportunity to comment on the proposed BMT standards.  
We ask that you read and carefully consider the case for expanding BMT access that 
was made in Frank Vicini's letter to the Commission dated December 8, 2009 (attached).  
Dr. Vicini is Chief of Oncology for the Beaumont Cancer Institute. 
 
In addition, two comments made by Commissioners in conjunction with the December 9 
C.O.N. Commission meeting are worth noting- one relating to patients and one relating 
to the C.O.N. process: 
 
One Commissioner indicated that he voted against the proposed standards because he 
felt that a hospital of Beaumont's size with a full service cancer program ought to have 
BMT services.  Another Commissioner stated that he could tell the outcome of the SAC 
just by looking at the membership composition.  
 
There has never been a methodology behind the BMT C.O.N. standards, and the SAC 
did not establish one.  This goes against a basic tenet of C.O.N., that standards be 
based on an objective, need-based methodology. 
 
Accordingly, in order to improve access to BMT for cancer patients, we ask the 
Commission to consider removing BMT from C.O.N. altogether, or quickly consider an 
institution specific methodology for BMT services. 
 
Sincerely, 
 
Patrick O'Donovan 
Director, Planning 
Beaumont Hospitals 
 
 
Content-Length: 280415 



1.  Name: Dennis McCafferty 
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3.  Phone: 248 596 1006 
4.  Email: dennismccafferty@EAMonline.org  
5.  Standards: BMT 
6.  Testimony: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 Proposed Bone Marrow Transplant Standards:   
The EAM Board does not support increasing the number of BMT programs in Michigan.  
We strongly endorse the proposed standard that would keep the current limit of BMT 
programs in east Michigan at 3.  We feel that the three current programs in east 
Michigan (Henry Ford, Karmanos and U of M) meet the access and quality needs of the 
community and that additional programs will result in increasing the cost while harming 
quality.  
 
However, most Commissioners, while supporting the limit of 3 programs in eastern 
Michigan, voted to allow one additional program in western Michigan.  Given that 
change, EAM would argue even more strongly in favor of certain other changes included 
in the proposed BMT standards. 
ò Increase the annual volume (from 10 to 30) for all new adult .programs 
ò All new adult programs should provide a minimum of 10 allogeneic transplants 
annually to insure that the level of quality being provided by any new program is of the 
highest standards.  Every patient should be given the option of the most appropriate 
BMT treatment alternative (allogeneic or autologous).  Every BMT program should be 
able to provide patients the highest level of staff experience/expertise and treatment 
resources.  Autologous only transplant programs do not have the same level of 
resources and staff experience/ expertise as BMT programs that are able to provide 
allogeneic transplants.   
ò For these reasons, we also support the elimination from the standardÆs all 
provisions related to autologous only transplant programs. 
 
The three existing programs already meet the above requirements.  WhatÆs important 
is that these requirements would apply to the following possibilities for new programs: 
1. The one additional program in west Michigan authorized in the proposed 
standards, 
2. Any other new programs should a CON become available under the current limit 
of 3 or 
3. Any other new programs subsequently allowed in a future Commission process. 
 
BMT SAC Process: 
The SAC members were appointed by then Vice-Chair Norma Hagenow from the 
recommendations made by the MDCH staff, from the candidates who volunteered to 
participate on this SAC.  The MDCH staff reviewed the resumes and selected those who 
best represented a broad cross-section of BMT ôexpertsö and non-experts from different 
perspectives, from across the state.  All members of the SAC were given a fair 
opportunity to present their case and that the SACÆs recommendations are a valid 
consensus of the community at large. 
 
The reason why there was no SAC members from the northern half of the state is that 
no one from the northern half of the state had express an interest to participate on this 
SAC.  For future SACs, we would urge MDCH to revert to a prior Departmental practice 
of actively recruiting people during the application period where they see that there is a 
lack of appropriate candidates.  This would apply to assuring geographic representation 
but also representation of different perspectives. 
 
7. Testimony:  
 



1.  Name: Carol Christner 
2.  Organization: Barbara Ann Karmanos Cancer Institute 
3.  Phone: 313-578-4436 
4.  Email: christne@karmanos.org  
5.  Standards: BMT 
6.  Testimony:  
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The Heart/Lung and Liver Transplant (HLLT) proposed standards will maintain the 
current limit of 3 Heart/Lung Transplant programs in Michigan.  Our Board feels that, 
given the fixed supply of organs available for transplant, this limit of 3 Heart/Lung 
Transplant programs in the state meets the access, cost and quality needs of the 
community.  We strongly recommend that this limit of three HLLT programs be 
maintained. 
 
We would also support the findings of the MDCH staff that there have been only two of 
the three CONs available for Heart/Lung Transplant programs active.  As provided in 
section 4 (5) of the HLLT standards, that the Henry Ford and ChildrenÆs Hospital heart 
transplant programs are part of a ôjoint sharing arrangementö and not two separate 
CONs.   
 
The CON application submitted in October by Spectrum Health to open a third 
Heart/Lung Transplant program in west Michigan should help address any perceived 
geographic access issues. 
 
7. Testimony:  
 



1.  Name: Robert Meeker 
2.  Organization: Spectrum Health 
3.  Phone: (616) 391-2779 
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In testimony a year ago, Spectrum Health raised concerns about accessibility to heart & 
lung transplant services in Michigan.  The current Standards limit the number of organ 
transplantation services to three (3) transplant programs in Michigan.  All the existing 
transplant programs are located in southeastern Michigan.  This concentration of all 
programs in the same region of the state does not promote access to transplant services 
for the remainder of the stateÆs population.  We strongly believe that there needs to be 
better access to organ transplant services in western Michigan.  This area constitutes 
more than a third of MichiganÆs population and is growing at a faster rate than the rest 
of the State.  From Grand Rapids, the nearest heart & lung transplant program is in Ann 
Arbor, 125 miles away.  Other northern and western Michigan communities are even 
farther away.  In the last year, Spectrum Health cardiologists referred 19 patients for 
heart transplant 
 .  Only half of those patients (10) stayed in Michigan.  Other patients went without 
needed organ transplants due to lack of access or lack of understanding of the 
applicability of this vital service.  Spectrum Health is grateful to the Commission for 
responding to our concerns and establishing a SAC to investigate the issue of statewide 
access to heart & lung transplant services.   
 
At the time the SAC was established, it was generally believed that three (3) heart & 
lung transplant programs already existed in Michigan:  University of Michigan Medical 
Center, Henry Ford Health System, and ChildrenÆs Hospital of Michigan.  However, 
during the SAC process, it was revealed that the ChildrenÆs û Henry Ford program was 
approved as a single transplant program under a joint sharing agreement, and that there 
are actually only two (2) heart transplant programs operating in Michigan.  Therefore, an 
additional heart transplant program can be approved for CON under the current 
statewide cap of three (3) programs.  While this was not the result that Spectrum Health 
desired, because it does not explicitly acknowledge the need for outstate access, it does 
provide an avenue for establishing a heart & lung transplant program in western 
Michigan. 
 
In the revisions to the Standards, proposed by the SAC and endorsed for public hearing 
by the Commission, the statewide limit of three (3) heart & lung transplant programs is 
retained.  The proposed Standards also include streamlined project delivery 
requirements which defer to the requirements of the organ procurement and transplant 
network.  Spectrum Health endorses these changes. 
 
Spectrum Health would like to suggest one change to the proposed Standards.  The 
current definition of the term ôinitiate,ö as applied to transplant services, specifies that a 
new program must perform the first transplant procedure within 18 months of approval.  
This is an extremely short time frame.  Currently, the 92 Michigan heart transplant 
patients on waiting lists have been listed for an average of 16 months.  The waiting time 
for lung transplant is comparable.  A new transplant program cannot begin listing 
patients for transplant until all the UNOS requirements have been met, including all 
specialized personnel (transplant surgeon, transplant cardiologist, transplant 
coordinator, trained nursing staff, etc.) available at the center.  Recruitment of these 
specialists can take a year or more.  Added to the average patient wait on the transplant 
list of greater than one year, it is nearly impossible for a new program to meet an 18 
month time frame.  We respectfully reques 
 t that the implementation period for a new heart & lung transplant program be extended 
to 24 months in the Standards.  Alternatively, ôinitiationö could be defined as performing 
the first transplant procedure within 18 months of UNOS certification. 



 
Spectrum Health appreciates the efforts of the SAC and the Commission in revising the 
CON Review Standards for Heart/Lung and Liver Transplant Services.  While the SAC 
did not endorse our recommendation for a western Michigan planning area for transplant 
services, we are pleased for the opportunity to address access to this service for 
residents of the outstate area afforded by the recent ruling by the Attorney General that 
there are only (2) heart transplant programs operating in Michigan.  We urge the CON 
Commission to extend the initiation date for transplant services to 24 months and to 
approve the proposed Standards, with that change, at the March meeting.   
 
7. Testimony:  
 


