MICHIGAN DEPARTMENT OF HEALTH AND HUMAN SERVICES (MDHHS)
CERTIFICATE OF NEED (CON) COMMISSION MEETING

Thursday, December 10, 2015

Capitol View Building
201 Townsend Street
MDHHS Conference Center
Lansing, Michigan 48913

APPROVED MINUTES
Call to Order & Introductions
Chairperson Keshishian called the meeting to order at 9:33 a.m.
A. Members Present:

Denise Brooks-Williams

Gail J. Clarkson, RN arrived at 9:35 a.m.
Kathleen Cowling, DO

James B. Falahee, Jr., JD

Marc Keshishian, MD, Chairperson
Jessica Kochin

Gay L. Landstrom, RN arrived at 9:40 a.m.
Thomas Mittelbrun

Suresh Mukherji, MD, Vice- Chairperson
Luis Tomatis, MD

B. Members Absent:
Robert Hughes
C. Department of Attorney General Staff:
Joseph Potchen
D. Michigan Department of Health and Human Services Staff Present:
Tulika Bhattacharya
Natalie Kellogg
Amber Myers
Beth Nagel

Tania Rodriguez
Brenda Rogers
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I. Review of Agenda
Motion by Commissioner Mittelbrun, seconded by Commissioner Tomatis, to
amend the agenda to include Public Comment and Commission Discussion
under the Psychiatric Beds and Services Workgroup Report. Motion Carried.

[I. Declaration of Conflicts of Interests
None.

V. Review of Minutes of September 24, 2015
Motion by Commissioner Cowling, seconded by Commissioner Mittelbrun, to
amend the minutes of September 24, 2015 to reflect Commissioner Mittelbrun
was present and Commissioner Falahee was absent. Motion Carried.

V. Magnetic Resonance Imaging (MRI) Services Workgroup Final Report
Vice-Chairperson Mukherji gave a power point presentation of the
workgroup’s recommendations (see Attachment A) and an overview of the
draft standards (see Attachment B).

A. Public Comment
None.

B. Commission Discussion
Discussion followed.

C. Commission Proposed Action
Motion by Commissioner Falahee, seconded by Commissioner Brooks-
Williams to accept the language as presented and move forward for
Public Hearing and the Joint Legislative Committee (JLC). Motion carried
in a vote of 10- Yes, 0- No, and O- Abstained.

VI. Psychiatric Beds & Services Workgroup Report

Commissioner Cowling gave a power point presentation of the workgroup’s
recommendations (see Attachment C).

A. Public Comment
Bob Nycamp, Pine Rest
B. Commission Discussion
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VII.

VIII.

XI.

Discussion followed.

Nursing Home and Hospital Long-Term Care Unit (NH-HLTCU) Bed Need
Effective Date- Action Delayed from September 24, 2015 CON
Commission Meeting

Ms. Rogers gave an overview.

A.

Public Comment

Pat Anderson, Health Care Association of Michigan (HCAM) (see
Attachment D)

David Walker, Spectrum Health

Commission Discussion

Discussion followed.

Commission Action

Action on setting the effective date of the bed need delayed to the March
16, 2016 meeting.

Bone Marrow Transplantation (BMT) Services Standards Advisory
Committee (SAC)- Interim Report (Written Only)

See Attachment E.

Legislative Report

Ms. Nagel reported that there is no legislative update.

Administrative Update

A.

Planning and Access to Care Update

Ms. Nagel announced that the meeting locations will be changing in the
upcoming year.

CON Evaluation Section Update
Ms. Bhattacharya gave an update.

1. Compliance Report (see Attachment F)
2. Quarterly Performance Measures (see Attachment G)

Legal Activity Report
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XII.

XIlLI.

XIV.

XV.

Mr. Potchen reported that there is no legal activity update.

2016 Meeting Dates- January 28, 2016- CON Special Commission Meeting,
March 16, 2016, June 15, 2016, September 21, 2016, & December 7, 2016

Public Comment
None.
Review of Commission Work Plan

Ms. Rogers gave an overview of the Commissions future work plan to include
the decisions made at today’s meeting (see Attachment H).

A. Commission Discussion
None.

B. Commission Action
Motion by Commissioner Falahee, seconded by Commissioner
Landstrom, to accept the work plan as presented. Motion Carried in a
vote of 10 - Yes, 0 - No, and O - Abstained.

Adjournment

Motion by Commissioner Landstrom, seconded by Commissioner Mittelbrun,

to adjourn the meeting at 11:09 a.m. Motion Carried in a vote of 10 - Yes, O -
No, and O - Abstained.
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MR CON Workgroup Report

Suresh K. Mukherji, M.D., M.B.A., F.A.C.R.
Certificate of Need Commissioner
December 10, 2015
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Review and update, if necessary, the MRI Adjusted
Procedure volume threshold for expansion at a freestanding
site or consider adding an additional scan weight for fixed
MRI scanners located at a freestanding site.

* Did notincrease the threshold

 Did add language that updates the definition of
“Special Needs Patient”

— Implantable cardiac devices

— Unable to comply with the motionless requirements
and whose resulting movements result in non-
diagnostic quality images therefore requiring the
technologist to repeat the same sequence in an
attempt to obtain a diagnostic quality image.

Improved Quality



Attachment A

Review and update, if necessary, the standards to
allow facilities to update equipment when it has
surpassed its useful life and/or removes volume
requirements for replacement consistent with other
CON review standards.

e Removed volume threshold for replacement

Reduced regulation by understanding that
replacement is a business decision



Attachment A

Consider any necessary technical or other changes
from the Department, Commission, or SAC, e.g.,
updates or modifications consistent with other CON
review standards and the Public Health Code.

 Changes made as appropriate

 “American College of Radiology (ACR) Practice
parameter for Performing and Interpreting
Magnetic Resonance Imaging (MRI).”

Improved Quality
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Relocation Requirements Draft Language.

(i) The owner of the building where the site is located has
incurred a filing for bankruptcy under chapter seven (7)
within the last three years.

(ii)) The ownership of the building where the site is located
has changed within 24 months of the date of the service
being operational.

(iii) The MRI service being replaced is part of the
replacement of an entire hospital to a new geographic site
and has only one (1) MRI unit.

Reduced regulation
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Review and update, if necessary, the designation of rural
counties in Michigan by considering the utilization of
population instead of the current federal designations.

* Informational item

e This would affect all standards. The CON
Commission may wish to hear such a presentation
if appropriate
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Review and update, if necessary, the allowance for
freestanding Emergency Departments to meet the same
volume requirements as hospitals as defined in Section

3(2)(b)(iii)(B) of the standards.

* No changes were felt to be necessary
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MICHIGAN DEPARTMENT OF COMMUNITY HEALTH

CERTIFICATE OF NEED (CON) REVIEW STANDARDS
FOR MAGNETIC RESONANCE IMAGING (MRI) SERVICES

(By authority conferred on the CON Commission by Section 22215 of Act No. 368 of the Public Acts of
1978, as amended, and sections 7 and 8 of Act No. 306 of the Public Acts of 1969, as amended, being
sections 333.22215, 24.207, and 24.208 of the Michigan Compiled Laws.)

Section 1. Applicability

Sec. 1. These standards are requirements for the approval of the initiation, expansion, replacement,
or acquisition of MRI services and the delivery of services under Part 222 of the Code. Pursuant to Part
222 of the Code, MRl is a covered clinical service. The Department shall use these standards in applying
Section 22225(1) of the Code, being Section 333.22225(1) of the Michigan Compiled Laws and Section
22225(2)(c) of the Code, being Section 333.22225(2)(c) of the Michigan Compiled Laws.

Section 2. Definitions

Sec. 2. (1) For purposes of these standards:

(a) "Acquisition of an existing MRI service or existing MRI unit(s)" means obtaining control or
possession of an existing fixed or mobile MRI service or existing MRI unit(s) by contract, ownership, lease,
or other comparable arrangement.

(b) "Actual MRI adjusted procedures” or "MRI adjusted procedures," means the number of MRI
procedures, adjusted in accordance with the applicable provisions of Section 15, performed on an existing
MRI unit, or if an MRI service has two or more MRI units at the same site, the average number of MRI
adjusted procedures performed on each unit, for the 12-month period reported on the most recently
published "MRI Service Utilization List," as of the date an application is deemed submitted by the
Department.

(c) "Available MRI adjusted procedures” means the number of MRI adjusted procedures performed
by an existing MRI service in excess of 8,000 per fixed MRI unit and 7,000 per mobile MRI unit. For either
a fixed or mobile MRI service, the number of MRI units used to compute available MRI adjusted
procedures shall include both existing and approved but not yet operational MRI units. In determining the
number of available MRI adjusted procedures, the Department shall use data for the 12-month period
reported on the most recently published list of available MRI adjusted procedures as of the date an
application is deemed submitted by the Department.

In the case of a mobile MRI unit, the term means the sum of all MRI adjusted procedures performed
by the same mobile MRI unit at all of the host sites combined that is in excess of 7,000. For example, if a
mobile MRI unit serves five host sites, the term means the sum of MRI adjusted procedures for all five
host sites combined that is in excess of 7,000 MRI adjusted procedures.

(d) "Central service coordinator" means the organizational unit that has operational responsibility for
a mobile MRI unit(s).

(e) "Certificate of Need Commission" or "CON Commission" means the Commission created
pursuant to Section 22211 of the Code, being Section 333.22211 of the Michigan Compiled Laws.

(f) "Code" means Act No. 368 of the Public Acts of 1978, as amended, being Section 333.1101 et
seq. of the Michigan Compiled Laws.

(g) "Contrast MRI procedure" means an MRI procedure involving either of the following: (i) a
procedure following use of a contrast agent or (ii) procedures performed both before and after the use of a
contrast agent.

(h) "Dedicated pediatric MRI" means an MRI unit on which at least 80% of the MRI procedures are
performed on patients under 18 years of age

(i) "Department" means the Michigan Department of Community Health (MDCH).

CON Review Standards for MRI Services CON-213
For CON Commission Proposed Action on 12/10/15
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(i) "Doctor" means an individual licensed under Article 15 of the Code to engage in the practice of
medicine, osteopathic medicine and surgery, chiropractic, dentistry, or podiatry.

(k) "Existing MRI service" means either the utilization of a CON-approved and operational MRI
unit(s) at one site in the case of a fixed MRI service, and in the case of a mobile MRI service, the
utilization of a CON-approved and operational mobile MRI unit(s) at each host site, on the date an
application is submitted to the Department.

() "Existing MRI unit" means a CON-approved and operational MRI unit used to provide MRI
services.

(m) "Expand an existing fixed MRI service" means an increase in the number of fixed MRI units to
be operated by the applicant.

(n) "Expand an existing mobile MRI service" means the addition of a mobile MRI unit that will be
operated by a central service coordinator that is approved to operate one or more mobile MRI units as of
the date an application is submitted to the Department.

(o) "Group practice" means a group practice as defined pursuant to the provisions of 42 U.S.C.
1395nn (h)(4), commonly known as Stark Il, and the Code of Federal Regulations, 42 CFR, Part 411,
published in the Federal Register on August 14, 1995, or its replacement.

(p) "Health service area" or "HSA" means the geographic areas set forth in Section 21.

(q) "Host site" means the site at which a mobile MRI unit is authorized by CON to provide MRI
services.

(r) "Initiate a fixed MRI service" means begin operation of a fixed MRI service at a site that does
not provide or is not CON approved to provide fixed MRI services as of the date an application is
submitted to the Department. The term does not include the acquisition or replacement of an existing
fixed MRI service to a new site or the renewal of a lease.

(s) "Initiate a mobile MRI host site" means the provision of MRI services at a host site that has not
received any MRI services within 12 months from the date an application is submitted to the Department.

The term does not include the renewal of a lease.

(t) "Initiate a mobile MRI service" means begin operation of a mobile MRI unit that serves two or
more host sites.

The term does not include the acquisition of an existing mobile MRI service or the renewal of a
lease.

(u) "Inpatient" means an MRI visit involving an individual who has been admitted to the licensed
hospital at the site of the MRI service/unit or in the case of an MRI unit that is not located at that licensed
hospital site, an admitted patient transported from a licensed hospital site by ambulance to the MRI
service.

(v) "Institutional review board" or "IRB" means an institutional review board as defined by Public
Law 93-348 that is regulated by Title 45 CFR 46.

(w) "Intra-operative magnetic resonance imaging" or "IMRI" means the integrated use of MRI
technology during surgical and interventional procedures within a licensed operative environment.

(x) "Licensed hospital site" means the location of the hospital authorized by license and listed on
that licensee's certificate of licensure.

(y) "Magnetic resonance imaging" or "MRI" means the analysis of the interaction that occurs
between radio frequency energy, atomic nuclei, and strong magnetic fields to produce cross sectional
images similar to those displayed by computed tomography (CT) but without the use of ionizing radiation.

(z) "MRI adjusted procedure" means an MRI visit, at an existing MRI service, that has been
adjusted in accordance with the applicable provisions of Section 15.

(aa) "MRI database" means the database, maintained by the Department pursuant to Section 14 of
these standards, that collects information about each MRI visit at MRI services located in Michigan.

(bb) "MRI-guided electrophysiology intervention" or "MRI-guided EPI" means equipment specifically
designed for the integrated use of MRI technology for the purposes of electrophysiology interventional
procedures within a cardiac catheterization lab.

(cc) "MRI procedure" means a procedure conducted by an MRI unit approved pursuant to sections
3,4,5,6, 7, or 9 of these standards which is either a single, billable diagnostic magnetic resonance
procedure or a procedure conducted by an MRI unit at a site participating with an approved diagnostic
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radiology residency program, under a research protocol approved by an IRB. The capital and operating
costs related to the research use are charged to a specific research account and not charged to or
collected from third-party payors or patients. The term does not include a procedure conducted by an MRI
unit approved pursuant to Section 7.

(dd) "MRI services" means either the utilization of an authorized MRI unit(s) at one site in the case of
a fixed MRI service or in the case of a mobile MRI service, the utilization of an authorized mobile MRI unit
at each host site.

(ee) "MRI unit" means the magnetic resonance system consisting of an integrated set of machines
and related equipment necessary to produce the images and/or spectroscopic quantitative data from
scans including FDA-approved positron emission tomography (PET)/MRI scanner hybrids if used for MRI
only procedures. The term does not include MRI simulators used solely for treatment planning purposes
in conjunction with a Megavoltage Radiation Therapy (MRT) unit.

(ff) "MRI visit" means a single patient visit to an MRI service/unit that may involve one or more MRI
procedures.

(gg) "Medicaid" means title XIX of the social security act, chapter 531, 49 Stat. 620, 1396 to 1396¢g
and 1396i to 1396u.

(hh) "Mobile MRI unit" means an MRI unit operating at two or more host sites and that has a central
service coordinator. The mobile MRI unit shall operate under a contractual agreement for the provision of
MRI services at each host site on a regularly scheduled basis.

(i) "Ownership interest, direct or indirect" means a direct ownership relationship between a doctor
and an applicant entity or an ownership relationship between a doctor and an entity that has an ownership
relationship with an applicant entity.

(i) "Pediatric patient" means a patient who is 12 years of age or less, except for Section 8.

(kk) "Planning area" means

(i) inthe case of a proposed fixed MRI service or unit, the geographic area within a 20-mile radius
from the proposed site if the proposed site is not in a rural or micropolitan statistical area county and a 75-
mile radius from the proposed site if the proposed site is in a rural or micropolitan statistical area county.

(i) in the case of a proposed mobile MRI service or unit, except as provided in subsection (iii), the
geographic area within a 20-mile radius from each proposed host site if the proposed site is not in a rural
or micropolitan statistical area county and within a 75-mile radius from each proposed host site if the
proposed site is in a rural or micropolitan statistical area county.

(iii) in the case of a proposed mobile MRI service or unit meeting the requirement of Section
15(2)(d), the health service area in which all the proposed mobile host sites will be located.

(I "Referring doctor" means the doctor of record who ordered the MRI procedure(s) and either to
whom the primary report of the results of an MRI procedure(s) is sent or in the case of a teaching facility,
the attending doctor who is responsible for the house officer or resident that requested the MRI procedure.

(mm) "Renewal of a lease" means extending the effective period of a lease for an existing MRI unit
that does not involve either replacement of the MRI unit, as defined in Section 4, or (ii) a change in the
parties to the lease.

(nn) "Research scan" means an MRI scan administered under a research protocol approved by the
applicant’s IRB.

(00) "Re-sedated patient" means a patient, either pediatric or adult, who fails the initial sedation
during the scan time and must be extracted from the unit to rescue the patient with additional sedation.

(pp) "Sedated patient" means a patient that meets all of the following:

(i) whose level of consciousness is either conscious-sedation or a higher level of sedation, as
defined by the American Association of Anesthesiologists, the American Academy of Pediatrics, the Joint
Commission on the Accreditation of Health Care Organizations, or an equivalent definition.

(i) who is monitored by mechanical devices while in the magnet.

(iii) who requires observation while in the magnet by personnel, other than employees routinely
assigned to the MRI unit, who are trained in cardiopulmonary resuscitation (CPR).

(qq) "Site" means

(i) in the case of a licensed hospital site, a location that is part of the licensed hospital site or a
location that is contiguous to the licensed hospital site or
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(ii) inthe case of a location that is not a licensed hospital site, a location at the same address or a
location that is contiguous to that address.

(rr) "Special needs patient” means a non-sedated patient, either pediatric or adult, with any of the
following conditions: down syndrome, autism, attention deficit hyperactivity disorder (ADHD),
developmental delay, malformation syndromes, hunter’s syndrome, multi-system disorders, psychiatric
disorders, IMPLANTABLE CARDIAC DEVICES (ICDS), and other conditions that make the patient unable
to comply with the positional requirements of the exam_OR IS UNABLE TO COMPLY WITH THE
MOTIONLESS REQUIREMENTS AND WHOSE RESULTING MOVEMENTS RESULT IN NON-
DIAGNOSTIC QUALITY IMAGES THEREFORE REQUIRING THE TECHNOLOGIST TO REPEAT THE
SAME SEQUENCE IN AN ATTEMPT TO OBTAIN A DIAGNOSTIC QUALITY IMAGE.

(ss) “Teaching facility" means a licensed hospital site, or other location, that provides either fixed or
mobile MRI services and at which residents or fellows of a training program in diagnostic radiology, that is
approved by the Accreditation Council on Graduate Medical Education or American Osteopathic
Association, are assigned.

(tt) "Unadjusted MRI scan" means an MRI procedure performed on a single anatomical site as
defined by the MRI database and that is not adjusted pursuant to the applicable provisions of Section 15.

(2) Terms defined in the Code have the same meanings when used in these standards.
Section 3. Requirements to initiate an MRI service

Sec. 3. An applicant proposing to initiate an MRI service or a host site shall demonstrate the following
requirements, as applicable:

(1) An applicant proposing to initiate a fixed MRI service shall demonstrate 6,000 available MRI
adjusted procedures per proposed fixed MRI unit from within the same planning area as the proposed
service/unit.

(2) An applicant proposing to initiate a fixed MRI service that meets the following requirements shall
not be required to be in compliance with subsection (1):

(a) The applicant is currently an existing host site.

(b) The applicant has received in aggregate, one of the following:

(i) Atleast 6,000 MRI adjusted procedures.

(i) Atleast 4,000 MRI adjusted procedures and the applicant meets all of the following:

(A) Is located in a county that has no fixed MRI machines that are pending, approved by the
Department, or operational at the time the application is deemed submitted.

(B) The nearest fixed MRI machine is located more than 15 radius miles from the application site.

(iii) At least 3,000 MRI adjusted procedures and the applicant meets all of the following:

(A) The proposed site is a hospital licensed under Part 215 of the Code.

(B) The applicant hospital operates an emergency room that provides 24-hour emergency care
services and at least 20,000 visits within the most recent 12-month period for which data, verifiable by the
Department, is available.

(c) All of the MRI adjusted procedures from the mobile MRI service referenced in Section 3(2)(b)
shall be utilized even if the aggregated data exceeds the minimum requirements.

(d) The applicant shall install the fixed MRI unit at the same site as the existing host site or within
the relocation zone. If applying pursuant to Section 3(2)(b)(iii), the applicant shall install the fixed MRI unit
at the same site as the existing host site.

(e) The applicant shall cease operation as a host site and not become a host site for at least 12
months from the date the fixed service and its unit becomes operational.

(3) An applicant proposing to initiate a mobile MRI service shall demonstrate 5,500 available MRI
adjusted procedures from within the same planning area as the proposed service/unit, and the applicant
shall meet the following:
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(a) Identify the proposed route schedule and procedures for handling emergency situations.

(b) Submit copies of all proposed contracts for the proposed host site related to the mobile MRI
service.

(c) Identify a minimum of two (2) host sites for the proposed service.

(4) An applicant, whether the central service coordinator or the host site, proposing to initiate a host
site on a new or existing mobile MRI service shall demonstrate the following, as applicable:

(a) 600 available MRI adjusted procedures, from within the same planning area as the proposed
service/unit, for a proposed host site that is not located in a rural or micropolitan statistical area county, or

(b) 400 available MRI adjusted procedures from within the same planning area for a proposed host
site that is located in a rural or micropolitan statistical area county, and

(c) The proposed host site has not received any mobile MRI service within the most recent 12-
month period as of the date an application is submitted to the Department.

(5) An applicant proposing to add or change service on an existing mobile MRI service that meets
the following requirements shall not be required to be in compliance with subsection (4):

(a) The host site has received mobile MRI services from an existing mobile MRI unit within the
most recent 12-month period as of the date an application is submitted to the Department.

(b) Submit copies of all proposed contracts for the proposed host site related to the mobile MRI
service.

(6) The applicant shall demonstrate that the available MRI adjusted procedures from the "Available
MRI Adjusted Procedures List" or the adjusted procedures from the "MRI Service Utilization List," as
applicable, are from the most recently published MRI lists as of the date an application is deemed
submitted by the Department.

Section 4. Requirements to replace an existing MRI unit

Sec. 4. Replace an existing MRI unit means (i) any equipment change involving a change in, or
replacement of, the entire MRI unit resulting in an applicant operating the same number and type (fixed or
mobile) of MRI units before and after project completion or (ii) an equipment change that involves a capital
expenditure of $750,000 or more in any consecutive 24-month period or (iii) the renewal of a lease.
Replacement also means the relocation of an MRI service or unit to a new site. The term does not include
the replacement of components of the MRI system, including the magnet, under an existing service
contract or required maintenance to maintain the system to operate within manufacturer specifications.
The term does not include an upgrade to an existing MRI unit or repair of an existing MRI service or unit,
and it does not include a host site that proposes to receive mobile MRI services from a different central
service coordinator if the requirements of Section 3(5) have been met.

(1) "Upgrade an existing MRI unit" means any equipment change that

(i) does not involve a change in, or replacement of, the entire MRI unit, does not result in an
increase in the number of MRI units; or does not result in a change in the type of MRI unit (e.g., changing
a mobile MRI unit to a fixed MRI unit); and

(i) involves a capital expenditure related to the MRI equipment of less than $750,000 in any
consecutive 24-month period.

(2) “Repair an existing MRI unit” means restoring the ability of the system to operate within the
manufacturer’s specifications by replacing or repairing the existing components or parts of the system,
including the magnet, pursuant to the terms of an existing maintenance agreement WITH THE
MANUFACTURER OF THE MRI UNIT that does not result in a change in the strength of the MRI unit.

(3) An applicant proposing to replace an existing MRI unit shall demonstrate the following

requirements—as-applicable:
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—b)—Equipment that is replaced shall be removed from service and disposed of or rendered
considerably inoperable on or before the date that the replacement equipment becomes operational.

(eb) The replacement unit shall be located at the same site.

(dc) An applicant proposing to replace an existing MRI unit that does not involve a renewal of a lease
shall demonstrate that the MRI unit to be replaced is fully depreciated according to generally accepted
accounting principles; the existing equipment clearly poses a threat to the safety of the public; or the
proposed replacement equipment offers a significant technological improvement which enhances quality
of care, increases efficiency, and reduces operating costs.

(4) An applicant proposing to replace an existing mobile MRI host site to a new location shall
demonstrate the following:

(a) The applicant currently operates the MRI mobile host site to be relocated.

(b) The MRI mobile host site to be relocated has been in operation foratleast 36-menths-as of the
date an application is submitted to the Department.

(c) The proposed new site is within a 5-mile radius of the existing site for a metropolitan statistical
area county or W|th|n a 10-mile radlus for a rural or micropolitan statlstlcal area county

(ed) The relocatlon will not mvolve a change in the current central service coordlnator unless the
requirements of Section 3(5) are met.

(5) An applicant proposing to replace an existing fixed MRI service and its unit(s) to a new site shall
demonstrate the following:

(a) The existing MRI service and its unit(s) to be replaced has been in operation for at least 36
months as of the date an application is submitted to the Department UNLESS THE APPLICANT MEETS
THE REQUIREMENT IN SUBSECTION (c)(i) OR (ii).

(b) The proposed new site is within a 10-mile radius of the existing site.

(c) Each existing MRI unit to be relocated performed at least the applicable minimum number of
MRI adjusted procedures set forth in Section 14 based on the most recently published MRI Service
Utilization List as of the date an application is deemed submitted by the Department,UNLESS ONE OF
THE FOLLOWING REQUIRMENTS ARE MET-:

(i) THE OWNER OF THE BUILDING WHERE THE SITE IS LOCATED HAS INCURRED A
FILING FOR BANKRUPTCY UNDER CHAPTER SEVEN (7) WITHIN THE LAST THREE YEARS;

(i) THE OWNERSHIP OF THE BUILDING WHERE THE SITE IS LOCATED HAS CHANGED
WITHIN 24 MONTHS OF THE DATE OF THE SERVICE BEING OPERATIONAL: OR

(ii) THE MRI SERVICE BEING REPLACED IS PART OF THE REPLACEMENT OF AN ENTIRE
HOSPITAL TO A NEW GEOGRAPHIC SITE AND HAS ONLY ONE (1) MRI UNIT.

CON Review Standards for MRI Services CON-213
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(6) An applicant proposing to replace a fixed MRI unit of an existing MRI service to a new site shall
demonstrate the following:

(a) The applicant currently operates the MRI service from which the unit will be relocated.

(b) The existing MRI service from which the MRI unit(s) to be relocated has been in operation for at
least 36 months as of the date an application is submitted to the Department.

(c) The proposed new site is within a 10-mile radius of the existing site.

(d) Each existing MRI unit at the service from which a unit is to be relocated performed at least the
applicable minimum number of MRI adjusted procedures set forth in Section 14 based on the most
recently published MRI Service Utilization List as of the date an application is deemed submitted by the
Department.

(e) For volume purposes, the new site shall remain associated to the original site for a minimum of
three years.

Section 5. Requirements to expand an existing MRI service
Sec. 5. An applicant proposing to expand an existing MRI service shall demonstrate the following:

(1) An applicant shall demonstrate that the applicable MRI adjustable procedures are from the most
recently published MRI Service Utilization List as of the date of an application is deemed submitted by the
Department:

(a) Each existing MRI unit on the network has performed at least an average of 9,000 MRI adjusted
procedures per MRI unit.

(b) Each existing fixed MRI unit at the current site has performed at least an average of 11,000 MRI
adjusted procedures per MRI unit.

(c) Each existing dedicated pediatric MRI unit at the current site has performed at least an average
of 3,500 MRI adjusted procedures per MRI unit.

(2) The additional fixed unit shall be located at the same site unless the requirements of the
replacement section have been met.

Section 6. Requirements to acquire an existing MRI service or an existing MRI unit(s)

Sec. 6.1 An applicant proposing to acquire an existing fixed or mobile MRI service and its unit(s)
shall demonstrate the following:

(a1) For the first application proposing to acquire an existing fixed or mobile MRI service on or after
July 1, 1997, the existing MRI service and its unit(s) to be acquired shall not be required to be in
compliance with the volume requirements applicable to a seller/lessor on the date the acquisition occurs.
The MRI service shall be operating at the applicable volume requirements set forth in Section 14 of these
standards in the second 12 months after the effective date of the acquisition, and annually thereafter.

(b2)For any application proposing to acquire an existing fixed or mobile MRI service and its unit(s), except
the first application approved pursuant to subsection (a), an applicant shall be required to document that
the MRI service and its unit(s) to be acquired is operating in compliance with the volume requirements set
forth in Section 14 of these standards applicable to an existing MRI service on the date the application is
submitted to the Department.

(23) An applicant proposing to acquire an existing fixed or mobile MRI unit of an existing MRI service
shall demonstrate that the proposed project meets all of the following, AS APPLICABLE:
(a) AN APPLICANT SHALL DEMONSTRATE THAT THE APPLICABLE MRI ADJUSTABLE
PROCEDURES ARE FROM THE MOST RECENTLY PUBLISHED MRI SERVICE UTILIZATION LIST AS
OF THE DATE OF AN APPLICATION IS DEEMED SUBMITTED BY THE DEPARTMENT:

CON Review Standards for MRI Services CON-213
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(i} THE FIXED MRI UNIT(S) TO BE ACQUIRED PERFORMED AT LEAST 6,000 MRI ADJUSTED
PROCEDURES PER FIXED MRI UNIT.

(i) THE MOBILE MRI UNIT(S) TO BE ACQUIRED PERFORMED AT LEAST 5,500 MRI
ADJUSTED PROCEDURES PER MOBILE MRI UNIT.

(b) The project will not change the number of MRI units at the site efthe-MRl-serviceFROM WHICH
THE NUMBER OF UNITS ARE being acquired, subject to the applicable requirements under Section 4(6),
unless the applicant demonstrates that the project is in compliance with the requirements of the initiation
or expansion Section, as applicable.

(bc) The project will not result in the replacement of an MRI unit at the MRI service to be acquired

unless the applicant demonstrates that the requirements of the replacement section have been met.

Section 7. Requirements to establish a dedicated research MRI unit

Sec. 7. An applicant proposing an MRI unit to be used exclusively for research shall demonstrate the
following:

(1) The applicant agrees that the dedicated research MRI unit will be used primarily (70% or more
of the procedures) for research purposes only.

(2) Submit copies of documentation demonstrating that the applicant operates a diagnostic
radiology residency program approved by the Accreditation Council for Graduate Medical Education, the
American Osteopathic Association, or an equivalent organization.

(3) Submit copies of documentation demonstrating that the MRI unit shall operate under a protocol
approved by the applicant's IRB.

(4) An applicant meeting the requirements of this section shall be exempt from meeting the
requirements of sections to initiate and replace.

(6) THE DEDICATED RESEARCH MRI UNIT APPROVED UNDER THIS SECTION MAY NOT
UTILIZE MRI ADJUSTED PROCEDURES PERFORMED ON THE DEDICATED MRI UNIT TO
DEMONSTRATE NEED OR TO SATISFY MRI CON REVIEW STANDARDS REQUIREMENTS.

Section 8. Requirements to establish a dedicated pediatric MRI unit

Sec. 8. An applicant proposing to establish dedicated pediatric MRI shall demonstrate all of the
following:

(1) The applicant shall have experienced at least 7,000 pediatric (< 18 years old) discharges
(excluding normal newborns) in the most recent year of operation.

(2) The applicant shall have performed at least 5,000 pediatric (< 18 years old) surgeries in the
most recent year of operation.

(3) The applicant shall have an active medical staff that includes, but is not limited to, physicians
who are fellowship-trained in the following pediatric specialties:
a) pediatric radiology (at least two)

(
(b) pediatric anesthesiology
(c) pediatric cardiology
(d) pediatric critical care
(e) pediatric gastroenterology
(f) pediatric hematology/oncology
(g) pediatric neurology
CON Review Standards for MRI Services CON-213
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(h) pediatric neurosurgery
(i) pediatric orthopedic surgery
(j) pediatric pathology
(k) pediatric pulmonology
[) pediatric surgery
(m) neonatology
4) The applicant shall have in operation the following pediatric specialty programs:

)
a) pediatric bone marrow transplant program
b) established pediatric sedation program

) pediatric open heart program

(5) An applicant meeting the requirements of this section shall be exempt from meeting the
requirements of Section 5 of these standards.

Section 9. Requirements for all applicants proposing to initiate, replace, or acquire a hospital
based IMRI

Sec. 9. An applicant proposing to initiate, replace, or acquire a hospital based IMRI service shall
demonstrate each of the following, as applicable to the proposed project.

(1) The proposed site is a licensed hospital under Part 215 of the Code.

(2) The proposed site has an existing fixed MRI service that has been operational for the previous
36 consecutive months and is meeting its minimum volume requirements.

(3) The proposed site has an existing and operational surgical service and is meeting its minimum
volume requirements pursuant to the CON Review Standards for Surgical Services.
(4) The applicant has achieved one of the following:
(a) atleast 1,500 oncology discharges in the most recent year of operation; or
(b) atleast 1,000 neurological surgeries in the most recent year of operation; or
(c) atleast 7,000 pediatric (<18 years old) discharges (excluding normal newborns) and at least
5,000 pediatric (<18 years old) surgeries in the most recent year of operation.

(5) The proposed IMRI unit must be located in an operating room or a room adjoining an operating
room allowing for transfer of the patient between the operating room and this adjoining room.

(6) Non-surgical diagnostic studies shall not be performed on an IMRI unit approved under this
section unless the patient meets one of the following criteria:

(a) the patient has been admitted to an inpatient unit; or

(b) the patient is having the study performed on an outpatient basis, but is in need of general
anesthesia or deep sedation as defined by the American Society of Anesthesiologists.

(7) The approved IMRI unit will not be subject to MRI volume requirements.

(8) The applicant shall not utilize the procedures performed on the IMRI unit to demonstrate need
or to satisfy MRl CON review standards requirements.

Section 10. Requirements for all applicants proposing to initiate, replace, or acquire a hospital
based MRI-guided EPI service

CON Review Standards for MRI Services CON-213
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Sec. 10. An applicant proposing to initiate, replace, or acquire a hospital based MRI-guided EPI
service shall demonstrate each of the following, as applicable to the proposed project.

(1) The proposed site is a licensed hospital under part 215 of the Code.

(2) The proposed site has an existing fixed MRI service that has been operational for the previous
36 consecutive months and is meeting its minimum volume requirements.

(3) The proposed site has an existing and operational therapeutic cardiac catheterization service
and is meeting its minimum volume requirements pursuant to the CON review standards for cardiac
catheterization services and open heart surgery services.

(4) The proposed MRI-guided EPI unit must be located in a cardiac catheterization lab containing a
flouroscopy unit with an adjoining room containing an MRI scanner. The rooms shall contain a patient
transfer system allowing for transfer of the patient between the cardiac catheterization lab and the MRI
unit, utilizing one of the following:

(a) moving the patient to the MRI scanner, or

(b) installing the MRI scanner on a sliding gantry to allow the patient to remain stationary.

(5) Non-cardiac MRI diagnostic studies shall not be performed in an MRI-guided EPI unit approved
under this section unless the patient meets one of the following criteria:

(a) The patient has been admitted to an inpatient unit; or

(b) The patient is having the study performed on an outpatient basis as follows:

(i) isin need of general anesthesia or deep sedation as defined by the American Society of
Anesthesiologists, or

(i) has an implantable cardiac device.

(6) The approved MRI-guided EPI unit shall not be subject to MRI volume requirements.

(7) The applicant shall not utilize the procedures performed on the MRI-guided EPI unit to
demonstrate need or to satisfy MRI CON review standards requirements.

Section 11. Requirements for all applicants proposing to initiate, replace, or acquire an MRI
simulator that will not be used solely for MRT treatment planning purposes

Sec. 11. MRI simulation is the use of MRI to help simulate (or plan) a patient's MRT treatment and to
incorporate superior delineation of soft tissues for MRT treatment plans. An applicant proposing to
initiate, replace, or acquire an MRI simulator shall demonstrate each of the following, as applicable to the
proposed project.

(1) The proposed site has an existing fixed MRI service that has been operational for the previous
36 consecutive months and is meeting its minimum volume requirements.

(2) The proposed site has an existing and operational MRT service and is meeting its minimum
volume requirements pursuant to the CON review standards for MRT services/units.

(3) MRI diagnostic studies shall not be performed using an MRI simulator approved under this
section unless the patient meets one of the following criteria:

(a) The patient has been admitted to an inpatient unit; or

(B) The patient is having the study performed on an outpatient basis, but is in need of general
anesthesia or deep sedation as defined by the American Society of Anesthesiologists.

(4) The approved MRI simulator will not be subject to MRI volume requirements.
CON Review Standards for MRI Services CON-213
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(5) The applicant shall not utilize the procedures performed on the MRI simulator to demonstrate
need or to satisfy MRI CON review standards requirements.

Section 12. Requirements for approval of an FDA-approved PET/MRI scanner hybrid for initiation,
expansion, replacement, and acquisition

Sec. 12. An applicant proposing to initiate, expand, replace, or acquire an FDA-approved PET/MRI
scanner hybrid shall demonstrate that it meets all of the following:

(1) There is an approved PET CON for the FDA-approved PET/MRI hybrid, and the FDA-approved
PET/MRI scanner hybrid is in compliance with all applicable project delivery requirements as set forth in
the CON review standards for PET.

(2) The applicant agrees to operate the FDA-approved PET/MRI scanner hybrid in accordance with
all applicable project delivery requirements set forth in Section 14 of these standards.

(3) The approved FDA-approved PET/MRI scanner hybrid shall not be subject to MRI volume
requirements.

(4) An FDA-approved PET/MRI scanner hybrid approved under the CON review standards for PET
scanner services and the review standards for MRI scanner services may not utilize MRI procedures
performed on an FDA-approved PET/MRI scanner hybrid to demonstrate need or to satisfy MRl CON
review standards requirements.

Section 13. Requirements for all applicants

Sec. 13. An applicant shall provide verification of Medicaid participation. An applicant that is a new
provider not currently enrolled in Medicaid shall certify that proof of Medicaid participation will be provided
to the Department within six (6) months from the offering of services if a CON is approved.

Section 14. Project delivery requirements —terms of approval

Sec. 14. An applicant shall agree that, if approved, MRI services, whether fixed or mobile, shall be
delivered and maintained in compliance with the following:

(1) Compliance with these standards.

(2) Compliance with the following quality assurance standards:

(a) An applicant shall develop and maintain policies and procedures that establish protocols for
assuring the effectiveness of operation and the safety of the general public, patients, and staff in the MRI
service.

(b) An applicant shall establish a schedule for preventive maintenance for the MRI unit.

(c) An applicant shall provide documentation identifying the specific individuals that form the MRI
team. At a minimum, the MRI team shall consist of the following professionals:

(i) Physicians who shall be responsible for screening of patients to assure appropriate utilization of
the MRI service and taking and interpretation of scans. At least one of these physicians shall be a
board-certified radiologist.

(i) An appropriately trained MRI technician who shall be responsible for taking an MRI scan.

(iii) An MRI physicist/engineer available as a team member on a full-time, part-time, or contractual
basis.

(d) An applicant shall document that the MRI team members have the following qualifications:

CON Review Standards for MRI Services CON-213
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(i) Each physician credentialed to interpret MRI scans meets the requirements of each of the
following:

(A) The physician is licensed to practice medicine in the State of Michigan.

(B) The physician has had at least 60 hours of training in MRI physics, MRI safety, and MRI
instrumentation in a program that is part of an imaging program accredited by the Accreditation Council for
Graduate Medical Education or the American Osteopathic Association, and the physician meets the
requirements of subdivision (1), (2), or (3):

(1) Board certification by the American Board of Radiology, the American Osteopathic Board of
Radiology, or the Royal College of Physicians and Surgeons of Canada. If the diagnostic radiology
program completed by a physician in order to become board certified did not include at least two months
of MRI training, that physician shall document that he or she has had the equivalent of two months of
postgraduate training in clinical MRI imaging at an institution which has a radiology program accredited by
the Accreditation Council for Graduate Medical Education or the American Osteopathic Association.

(2) Formal training by an imaging program(s), accredited by the Accreditation Council for Graduate
Medical Education or the American Osteopathic Association that included two years of training in cross-
sectional imaging and six months training in organ-specific imaging areas.

(3) A practice in which at least one-third of total professional time, based on a full-time clinical
practice during the most recent 5-year period, has been the primary interpretation of MR imaging.

(C) The physician has completed and will complete a minimum of 40 hours every two years of
Category in Continuing Medical Education credits in topics directly involving MR imaging.

(D) The physician complies with the “American College of Radiology (ACR) Practice Guideline
PARAMETER for Performing and Interpreting Magnetic Resonance Imaging (MRI).”

(i) An MRI technologist who is registered by the American Registry of Radiologic Technicians or by
the American Registry of Magnetic Resonance Imaging Technologists (ARMRIT) and has, or will have
within 36 months of the effective date of these standards or the date a technologist is employed by an MRI
service, whichever is later, special certification in MRI. If a technologist does not have special certification
in MRI within either of the 3-year periods of time, all continuing education requirements shall be in the area
of MRI services.

(iii) An applicant shall document that an MRI physicist/engineer is appropriately qualified. For
purposes of evaluating this subdivision, the Department shall consider it prima facie evidence as to the
qualifications of the physicist/engineer if the physicist/engineer is certified as a medical physicist by the
American Board of Radiology, the American Board of Medical Physics, or the American Board of Science
in Nuclear Medicine. However, the applicant may submit and the Department may accept other evidence
that an MRI physicist/engineer is qualified appropriately.

(e) The applicant shall have, within the MRI unit/service, equipment and supplies to handle clinical
emergencies that might occur in the unit. MRI service staff will be trained in CPR and other appropriate
emergency interventions. A physician shall be on-site, in, or immediately available to the MRI unit at all
times when patients are undergoing scans.

(3) Compliance with the following access to care requirements:
The applicant, to assure that the MRI unit will be utilized by all segments of the Michigan population, shall

(a) provide MRI services to all individuals based on the clinical indications of need for the service
and not on ability to pay or source of payment.

(b) maintain information by source of payment to indicate the volume of care from each source
provided annually.

(c) An applicant shall participate in Medicaid at least 12 consecutive months within the first two
years of operation and continue to participate annually thereafter.

(d) The operation of and referral of patients to the MRI unit shall be in conformance with 1978 PA
368, Sec. 16221, as amended by 1986 PA 319; MCL 333.16221; MSA 14.15 (16221).

(4) Compliance with the following monitoring and reporting requirements:
(a) MRI units shall be operating at a minimum average annual utilization during the second 12
months of operation, and annually thereafter, as applicable:
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(i) 6,000 MRI adjusted procedures per unit for fixed MRI services unless compliant with (4A) or
(2B),

(A) 4,000 MRI adjusted procedures for the fixed MRI unit initiated pursuant to Section 3(2)(b)(ii) and
is the only fixed MRI unit at the current site,

(B) 3,000 MRI adjusted procedures for the fixed MRI unit initiated pursuant to Section 3(2)(b)(iii)
and is the only fixed MRI unit at the hospital site licensed under part 215 of the code,

(i) 5,500 MRI adjusted procedures per unit for mobile MRI services.

(iii) 3,500 MRI adjusted procedures per unit for dedicated pediatric MRI units.

(iv) Each mobile host site in a rural or micropolitan statistical area county shall have provided at
least a total of 400 adjusted procedures during its second 12 months of operation, and annually thereafter,
from all mobile units providing services to the site. Each mobile host site not in a rural or micropolitan
statistical area county shall have provided at least a total of 600 adjusted procedures during its second 12
months of operation and annually thereafter, from all mobile units providing services to the site.

(v) In meeting these requirements, an applicant shall not include any MRI adjusted procedures
performed on an MRI unit used exclusively for research and approved pursuant to Section 7 or for an IMRI
unit approved pursuant to Section 9.

(b) The applicant shall participate in a data collection network established and administered by the
Department or its designee. The data may include, but is not limited to, operating schedules,
demographic and diagnostic information, and the volume of care provided to patients from all payor
sources, as well as other data requested by the Department or its designee and approved by the
Commission. The applicant shall provide the required data in a format established by the Department and
in a mutually agreed upon media no later than 30 days following the last day of the quarter for which data
are being reported to the Department. An applicant shall be considered in violation of this term of
approval if the required data are not submitted to the Department within 30 days following the last day of
the quarter for which data are being reported. The Department may elect to verify the data through on-site
review of appropriate records. Data for an MRI unit approved pursuant to Section 7, Section 8, Section 9,
Section 10, or Section 11 shall be reported separately.

For purposes of Section 9, the data reported shall include, at a minimum, how often the IMRI unit is used
and for what type of services, i.e., intra-operative or diagnostic. For purposes of Section 10, the data
reported shall include, at a minimum, how often the MRI-guided EPI unit is used and for what type of
services, i.e., electrophysiology or diagnostic. For purposes of Section 11, the data reported shall include,
at a minimum, how often the MRI simulator is used and for what type of services, i.e., treatment plans or
diagnostic services.

(c) The applicant shall provide the Department with a notice stating the first date on which the MRI
unit became operational, and such notice shall be submitted to the Department consistent with applicable
statute and promulgated rules.

(d) An applicant who is a central service coordinator shall notify the Department of any additions,
deletions, or changes in the host sites of each approved mobile MRI unit within-—10-days-after the
change(s) in host sites is made.

(5) An applicant for an MRI unit approved under Section 7 shall agree that the services provided by
the MRI unit are delivered in compliance with the following terms.

(a) The capital and operating costs relating to the research use of the MRI unit shall be charged
only to a specific research account(s) and not to any patient or third-party payor.

(b) The MRI unit shall not be used for any purposes other than as approved by the IRB unless the
applicant has obtained CON approval for the MRI unit pursuant to Part 222 and these standards, other
than Section 7.

(c) The dedicated research MRI unit will be used primarily (70% or more of the procedures) for
research purposes only.

(6) The dedicated pediatric MRI unit approved under Section 8 shall include at least 80% of the
MRI procedures that are performed on patients under 18 years of age.
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(7) The agreements and assurances required by this section shall be in the form of a certification
agreed to by the applicant or its authorized agent.

Section 15. MRI procedure adjustments

Sec. 15. (1) The Department shall apply the following formula, as applicable, to determine the

number of MRI adjusted procedures that are performed by an existing MRI service or unit:

(a) The base value for each MRI procedure is 1.0. For functional MRI (fMRI) procedures, MRI-
guided interventions, and cardiac MRI procedures, the base value is 2.0.

(i) fMRI means brain activation studies.

(i) MRI-guided interventions means any invasive procedure performed requiring MRI guidance
performed in the MRI scanner.

(ii) Cardiac MRI Procedure means dedicated MRI performed of the heart done for the sole purpose
of evaluation of cardiac function, physiology, or viability.

(b) For each MRI visit involving a pediatric patient, 0.25 shall be added to the base value.
(c) For each MRI visit involving an inpatient, 0.50 shall be added to the base value.
(d) For each MRI procedure performed on a sedated patient, 0.75 shall be added to the base value.
(e) For each MRI procedure performed on a re-sedated patient, 0.25 shall be added to the base
value.

(f) For each MRI procedure performed on a special needs patient, 0.25 shall be added to the base
value.

(g) Foreach MRI visit that involves both a clinical and research scan on a single patient in a single
visit, 0.25 shall be added to the base value.

(h) For each contrast MRI procedure performed after use of a contrast agent, and not involving a
procedure before use of a contrast agent, 0.35 shall be added to the base value.

(i) For each contrast MRI procedure involving a procedure before and after use of a contrast
agent, 1.0 shall be added to the base value.

(j) For each MRI procedure performed at a teaching facility, 0.15 shall be added to the base value.

(k) The results of subsections (a) through (j) shall be summed, and that sum shall represent an
MRI adjusted procedure.

(2) The Department shall apply not more than one of the adjustment factors set forth in this
subsection, as applicable, to the number of MRI procedures adjusted in accordance with the applicable
provisions of subsection (1) that are performed by an existing MRI service or unit.

(a) For a site located in a rural or micropolitan statistical area county, the number of MRI adjusted
procedures shall be multiplied by a factor of 1.4.

(b) For a mobile MRI unit that serves hospitals and other host sites located in rural, micropolitan
statistical area, and metropolitan statistical area counties, the number of MRI adjusted procedures for a
site located in a rural or micropolitan statistical area county, shall be multiplied by a factor of 1.4 and for a
site located in a metropolitan statistical area county, the number of MRI adjusted procedures shall be
multiplied by a factor of 1.0.

(c) For a mobile MRI unit that serves only sites located in rural or micropolitan statistical area
counties, the number of MRI adjusted procedures shall be multiplied by a factor of 2.0.

(d) For a mobile MRI unit that serves only sites located in a health service area with one or fewer
fixed MRI units and one or fewer mobile MRI units, the number of MRI adjusted procedures shall be
multiplied by a factor of 3.5.

(e) Subsection (2) shall not apply to an application proposing a subsequent fixed MRI unit (second,
third, etc.) at the same site.

(3) The number of MRI adjusted procedures performed by an existing MRI service is the sum of the
results of subsections (1) and (2).
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Section 16. Documentation of actual utilization

Sec. 16. Documentation of the number of MRI procedures performed by an MRI unit shall be
substantiated by the Department utilizing data submitted by the applicant in a format and media specified
by the Department and as verified for the 12-month period reported on the most recently published "MRI
Service Utilization List" as of the date an application is deemed submitted by the Department. The
number of MRI procedures actually performed shall be documented by procedure records and not by
application of the methodology required in Section 17. The Department may elect to verify the data
through on-site review of appropriate records.

Section 17. Methodology for computing the number of available MRI adjusted procedures

Sec. 17. (1) The number of available MRI adjusted procedures required pursuant to Section 3 shall
be computed in accordance with the methodology set forth in this section. In applying the methodology,
the following steps shall be taken in sequence, and data for the 12-month period reported on the most
recently published “Available MRI Adjusted Procedures List,” as of the date an application is deemed
submitted by the Department, shall be used:

(a) Identify the number of actual MRI adjusted procedures performed by each existing MRI service
as determined pursuant to Section 15.

(i) For purposes of computing actual MRI adjusted procedures, MRI adjusted procedures
performed on MRI units used exclusively for research and approved pursuant to Section 7 and dedicated
pediatric MRI approved pursuant to Section 8 shall be excluded.

(i) For purposes of computing actual MRI adjusted procedures, the MRI adjusted procedures, from
the host site routes utilized to meet the requirements of Section 3(2)(c), shall be excluded beginning at the
time the application is submitted and for three years from the date the fixed MRI unit becomes operational.

(iii) For purposes of computing actual MRI adjusted procedures, the MRI adjusted procedures
utilized to meet the requirements of Section 5(1) shall be reduced by 8,000 and shall be excluded
beginning at the time the application is submitted and for three years from the date the fixed MRI unit
becomes operational.

(b) Identify the number of available MRI adjusted procedures, if any, for each existing MRI service
as determined pursuant to Section 2(1)(c).

(c) Determine the number of available MRI adjusted procedures that each referring doctor may
commit from each service to an application in accordance with the following:

(i) Divide the number of available MRI adjusted procedures identified in subsection (b) for each
service by the number of actual MRI adjusted procedures identified in subsection (a) for that existing MRI
service.

(i) For each doctor referring to that existing service, multiply the number of actual MRI adjusted
procedures that the referring doctor made to the existing MRI service by the applicable proportion
obtained by the calculation in subdivision (c)(i).

(A) For each doctor, subtract any available adjusted procedures previously committed. The total for
each doctor cannot be less than zero.

(B) The total number of available adjusted procedures for that service shall be the sum of the
results of (A) above.

(i) For each MRI service, the available MRI adjusted procedures resulting from the calculation in
(c)(ii) above shall be sorted in descending order by the available MRI adjusted procedures for each doctor.
Then any duplicate values shall be sorted in descending order by the doctors’ license numbers (last 6
digits only).

(iv) Using the data produced in (c)(iii) above, sum the number of available adjusted procedures in
descending order until the summation equals at least 75 percent of the total available adjusted
procedures. This summation shall include the minimum number of doctors necessary to reach the 75
percent level.

(v) Forthe doctors representing 75 percent of the total available adjusted procedures in (c)(iv)
above, sum the available adjusted procedures.

CON Review Standards for MRI Services CON-213
For CON Commission Proposed Action on 12/10/15
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(vi) For the doctors used in subsection (c)(v) above, divide the total number of available adjusted
procedures identified in (c)(ii)(B) above by the sum of those available adjusted procedures produced in
(c)(v) above.

(vii) For only those doctors identified in (c)(v) above, multiply the result of (c)(vi) above by the
available adjusted procedures calculated in (c)(ii)(A) above.

(viii) The result shall be the “Available MRI Adjusted Procedures List.”

(2) After publication of the "Available MRI Adjusted Procedures List" resulting from (1) above, the
data shall be updated to account for a) doctor commitments of available MRI adjusted procedures in
subsequent MRI CON applications and b) MRI adjusted procedures used in subsequent MRl CON
applications received in which applicants apply for fixed MRI services pursuant to Section 3(2).

Section 18. Procedures and requirements for commitments of available MRI adjusted procedures

Sec. 18. (1) If one or more host sites on a mobile MRI service are located within the planning area of
the proposed site, the applicant may access available MRI adjusted procedures from the entire mobile
MRI service.

(2)(a) At the time the application is submitted to the Department, the applicant shall submit a signed
data commitment on a form provided by the Department in response to the applicant’s letter of intent for
each doctor committing available MRI adjusted procedures to that application for a new MRI unit that
requires doctor commitments.

(b) An applicant also shall submit, at the time the application is submitted to the Department, a
computer file that lists, for each MRI service from which data are being committed to the same application,
the name and license number of each doctor for whom a signed and dated data commitment form is
submitted.

(i) The computer file shall be provided to the Department on mutually agreed upon media and in a
format prescribed by the Department.

(ii) If the doctor commitments submitted on the Departmental forms do not agree with the data on
the computer file, the applicant shall be allowed to correct only the computer file data which includes
adding physician commitments that were submitted at the time of application.

(c) If the required documentation for the doctor commitments submitted under this subsection is
not submitted with the application on the designated application date, the application will be deemed
submitted on the first applicable designated application date after all required documentation is received
by the Department.

(3) The Department shall consider a signed and dated data commitment on a form provided by the
Department in response to the applicant’s letter of intent that meets the requirements of each of the
following, as applicable:

(a) A committing doctor certifies that 100% of his or her available MRI adjusted procedures for
each specified MRI service, calculated pursuant to Section 17, is being committed and specifies the CON
application number for the MRI unit to which the data commitment is made. A doctor shall not be required
to commit available MRI adjusted procedures from all MRI services to which his or her patients are
referred for MRI services but only from those MRI services specified by the doctor in the data commitment
form provided by the Department and submitted by the applicant in support of its application.

(b) A committing doctor certifies ownership interest, either direct or indirect, in the applicant entity.
Indirect ownership includes ownership in an entity that has ownership interest in the applicant entity. This
requirement shall not apply if the applicant entity is a group practice of which the committing doctor is a
member. Group practice means a group practice as defined pursuant to the provisions of 42 U.S.C.
1395nn (h)(4), commonly known as Stark Il, and the Code of Federal Regulations, 42 CFR, Part 411,
published in the Federal Register on August 14, 1995, or its replacement.

CON Review Standards for MRI Services CON-213
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(c) A committing doctor certifies that he or she has not been provided, or received a promise of
being provided, a financial incentive to commit any of his or her available MRI adjusted procedures to the
application.

(4)(@) The Department shall not consider a data commitment from a doctor for available MRI adjusted
procedures from a specific MRI service if the available MRI adjusted procedures from that specific MRI
service were used to support approval of an application for a new er-additional-MRI unit, pursuant to
Section 3, for which a final decision to approve has been issued by the Director of the Department until
either of the following occurs:

(i) The approved CON is withdrawn or expires.

(i) The MRI service or unit to which the data were committed has been in operation for at least 36
continuous months.

(b) The Department shall not consider a data commitment from a doctor for available MRI adjusted
procedures from a specific MRI service if the available MRI adjusted procedures from that specific MRI
service were used to support an application for a new fixed or mobile MRI unit er-additional-mebile-MRI
wgnit-pursuant to Section 3, for which a final decision to disapprove was issued by the Director of the
Department until either of the following occurs:

(i) A final decision to disapprove an application is issued by the Director and the applicant does not
appeal that disapproval or

(ii) If an appeal was made—e\ttheFTHE tha%appeal is W|thdrawn by the appllcanter—theueemmmmg

(5) The Department shall not consider a data commitment from a committing doctor for available
MRI adjusted procedures from the same MRI service if that doctor has submitted a signed data
commitment, on a form provided by Department, for more than one (1) application for which a final
decision has not been issued by the Department. If the Department determines that a doctor has
submitted a signed data commitment for the same available MRI adjusted procedures from the same MRI
service to more than one CON application pending a final decision for a new fixed or mobile MRI unit or
additional mobile MRI unit pursuant to Section 3, the Department shall,

(a) if the applications were submitted on the same designated application date, notify all applicants,
simultaneously and in writing, that one or more doctors have submitted data commitments for available
MRI adjusted procedures from the same MRI service and that the doctors' data from the same MRI
service shall not be considered in the review of any of the pending applications submitted on the same
designated application date until the doctor notifies the Department, in writing, of the one (1) application
for which the data commitment shall be considered.

(b) if the applications were submitted on different designated application dates, consider the data
commitment in the application submitted on the earliest designated application date and shall notify,
simultaneously in writing, all applicants of applications submitted on designated application dates
subsequent to the earliest date that one or more committing doctors have submitted data commitments
for available MRI adjusted procedures from the same MRI service and that the doctors' data shall not be
considered in the review of the application(s) submitted on the subsequent designated application date(s).

(6) The Department shall not consider any data commitment submitted by an applicant after the
date an application is deemed submitted unless an applicant is notified by the Department, pursuant to
subsection (5), that one or more committing doctors submitted data commitments for available MRI
adjusted procedures from the same MRI service. If an applicant is notified that one or more doctors' data
commitments will not be considered by the Department, the Department shall consider data commitments
submitted after the date an application is deemed submitted only to the extent necessary to replace the
data commitments not being considered pursuant to subsection (5).

(a) The applicant shall have 30 days to submit replacement of doctor commitments as identified by
the Department in this Section.

CON Review Standards for MRI Services CON-213
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(7) Inraccordance-with-either-of thefollowing;-tThe Department shall not consider a withdrawal of a

signed data commitment:
——+{a)—_on or after the date an application is deemed submltted by the Department

(8) The Department shall consider a withdrawal of a signed data commitment if a committing doctor
submits a written notice to the Department BEFORE THE APPLICATION IS DEEMED SUBMITTED, that
specifies the CON appllcatlon number and the specific MRI services for WhICh a data commitment is being
withdrawn;

Section 19. Lists published by the Department

Sec. 19. (1) On or before May 1 and November 1 of each year, the Department shall publish the
following lists:

(a) Alist, known as the "MRI Service Utilization List," of all MRI services in Michigan that includes at
least the following for each MRI service:

(i) The number of actual MRI adjusted procedures;

(i) The number of available MRI adjusted procedures, if any; and

(iii) The number of MRI units, including whether each unit is a clinical, research, or dedicated
pediatric.

(b) Alist, known as the "Available MRI Adjusted Procedures List," that identifies each MRI service
that has available MRI adjusted procedures and includes at least the following:

(i) The number of available MRI adjusted procedures;

(i) The name, address, and license number of each referring doctor, identified in Section
17(1)(c)(v), whose patients received MRI services at that MRI service; and

(i) The number of available MRI adjusted procedures performed on patients referred by each
referring doctor, identified in Section 17(1)(c)(v), and if any are committed to an MRI service. This number
shall be calculated in accordance with the requirements of Section 17(1). A referring doctor may have
fractional portions of available MRI adjusted procedures.

(c) For the lists published pursuant to subsections (a) or (b), the May 1 list will report 12 months of
data from the previous January 1 through December 31 reporting period, and the November 1 list will
report 12 months of data from the previous July 1 through June 30 reporting period. Copies of both lists
shall be available upon request.

(d) The Department shall not be required to publish a list that sorts MRI database information by
referring doctor, only by MRI service.

(2) When an MRI service begins to operate at a site at which MRI services previously were not
provided, the Department shall include in the MRI database, data beginning with the second full quarter of
operation of the new MRI service. Data from the start-up date to the start of the first full quarter will not be
collected to allow a new MRI service sufficient time to develop its data reporting capability. Data from the
first full quarter of operation will be submitted as test data but will not be reported in the lists published
pursuant to this section.

(3) In publishing the lists pursuant to subsections (a) and (b), if an MRI service has not reported
data in compliance with the requirements of Section 14, the Department shall indicate on both lists that the
MRI service is in violation of the requirements set forth in Section 14, and no data will be shown for that
service on either list.

Section 20. Effect on prior CON Review Standards; Comparative reviews

Sec. 20. (1) These CON review standards supersede and replace the CON Review Standards for
MRI Services approved by the CON Commission on Jure-143,-2043September 25, 2014 and effective

September18,-2013December 22, 2014.

CON Review Standards for MRI Services CON-213
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(2) Projects reviewed under these standards shall not be subject to comparative review.
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Sec. 21. Counties assigned to each of the health service areas are as follows:

HSA

1 Livingston
Macomb
Wayne

2 Clinton
Eaton

3 Barry
Berrien
Branch

4 Allegan
lonia
Kent
Lake

5 Genesee

6 Arenac
Bay
Clare
Gladwin
Gratiot

7 Alcona
Alpena
Antrim
Benzie
Charlevoix
Cheboygan

8 Alger
Baraga
Chippewa
Delta
Dickinson

COUNTIES

Monroe
Oakland

Hillsdale
Ingham

Calhoun
Cass
Kalamazoo

Mason
Mecosta
Montcalm
Muskegon

Lapeer

Huron
losco
Isabella
Midland
Ogemaw

Crawford
Emmet

Gd Traverse
Kalkaska
Leelanau
Manistee

Gogebic
Houghton
Iron
Keweenaw
Luce

CON Review Standards for MRI Services

For CON Commission Proposed Action on 12/10/15

St. Clair
Washtenaw

Jackson
Lenawee

St. Joseph
Van Buren

Newaygo
Oceana
Osceola
Ottawa

Shiawassee

Roscommon
Saginaw
Sanilac
Tuscola

Missaukee
Montmorency
Oscoda
Otsego
Presque Isle
Wexford

Mackinac
Marquette
Menominee
Ontonagon
Schoolcraft
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Rural Michigan counties are as follows:

Alcona Gogebic
Alger Huron
Antrim losco
Arenac Iron
Baraga Lake
Charlevoix Luce
Cheboygan Mackinac
Clare Manistee
Crawford Montmorency
Emmet Newaygo
Gladwin Oceana

Micropolitan statistical area Michigan counties are as follows:

Allegan Hillsdale
Alpena Houghton
Benzie lonia
Branch Isabella
Chippewa Kalkaska
Delta Keweenaw
Dickinson Leelanau
Grand Traverse Lenawee
Gratiot Marquette

Metropolitan statistical area Michigan counties are as follows:

Barry Jackson
Bay Kalamazoo
Berrien Kent
Calhoun Lapeer
Cass Livingston
Clinton Macomb
Eaton Midland
Genesee Monroe
Ingham Montcalm
Source:

75 F.R., p. 37245 (June 28, 2010)

Statistical Policy Office

Office of Information and Regulatory Affairs
United States Office of Management and Budget

CON Review Standards for MRI Services
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APPENDIX A

Ogemaw
Ontonagon
Osceola
Oscoda
Otsego
Presque Isle
Roscommon
Sanilac
Schoolcraft
Tuscola

Mason
Mecosta
Menominee
Missaukee
St. Joseph
Shiawassee
Wexford

Muskegon
Oakland
Ottawa
Saginaw

St. Clair
Van Buren
Washtenaw
Wayne

CON-213
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Psych Bed and Services
Workgroup Charge

 Review and Update, if necessary, the
occupancy rate requirements.

 Review and update, if necessary, the
standards to promote the accommodation of
special populations like geriatric,
developmentally disabled, and high acuity
patients.

* Review whether or not the number of
inpatient beds within hospital based units
should be assessed separately from the



Psych Bed and Services
Workgroup Charge

 Consider any necessary technical or other
changes from the Department, Commission, or
SAC, e.g., updates or modifications consistent
with other CON review standards and the Public
Health Code.

 Review what other states are doing with respect
to providing an online consortium of psychiatric
facilities regarding available (open) beds and the
requirement for psychiatric facilities to provide
psychiatric services under EMTALA when beds are
open, if they participate with CMS.
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Work Group Members
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Forbes

The Little Black Book ¢

OCT 28,2015 @ 10:58 AM 2,055 VIEWS

Most ER Doctors Don't Believe The Mental Health
System Is Working For Patients

Robert Glatter, MD,
g CONTRIBUTOR

FOLLOWONFORBES(185) W X\ M & =

Opinions expressed by Forbes Contributors are their own.

FULL BIO v

Over 80% of emergency physicians believe that the mental health systems
currently in place in their communities and surrounding regions are not
providing optimal care for patients, based on a national survey of nearly 1,500
emergency physicians by the American College of Emergency Physicians
(ACEP).

The survey, conducted in July 2015, was recently released at ACEP’s annual
Scientific Assembly, held this year in Boston, October 25-29. ACEP is currently
the largest advocacy group for emergency physicians in the U.S.
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MENTAL HEALTH CODE (EXCERPT)
Act 258 of 1974

330.1401 “Person requiring treatment” defined; exception.
Sec. 401.
(1) As used in this chapter, "person requiring treatment" means (a), (b), (c), or {d):

(a) An individual who has mental illness, and who as a result of that mental illness can reasonably be expected within the near future to intentionally or
unintentionally seriously physically injure himself, herself, or another individual, and who has engaged in an act or acts or made significant threats that are
substantially supportive of the expectation.

(b) An individual who has mental iliness, and who as a result of that mental illness is unable to attend to those of his or her basic physical needs such as
food, clothing, or shelter that must be attended to in order for the individual to avoid serious harm in the near future, and who has demonstrated that
inability by failing to attend to those basic physical needs.

(c) An individual who has mental illness, whose judgment is so impaired that he or she is unable to understand his or her need for treatment and whose
continued behavior as the result of this mental illness can reasonably be expected, on the basis of competent clinical opinion, to result in significant physical
harm to himself, herself, or others. This individual shall receive involuntary mental health treatment initially only under the provisions of sections 434
through 438.

(d) An individual who has mental iliness, whose understanding of the need for treatment is impaired to the point that he or she is unlikely to participate in
treatment voluntarily, who is currently noncompliant with treatment that has been recommended by a mental health, professional and that has been
determined to be necessary to prevent a relapse or harmful deterioration of his or her condition and whose noncompliance with treatment has been a factor
in the individual's placement in a psychiatric hospital, prison, or jail at least 2 times within the last 48 months or whose noncompliance with treatment has
been a factor in the individual's committing 1 or more acts, attempts, or threats of serious viclent behavior within the last 48 months. An individual under
this subdivision is only eligible to receive assisted outpatient treatment under section 433 or 469a.

(2) An individual whose mental processes have been weakened or impaired by a dementia, an individual with a primary diagnosis of epilepsy, or an
individual with alcoholism or other drug dependence is not a person requiring treatment under this chapter unless the individual also meets the criteria
specified in subsection {1). An individual described in this subsection may be hospitalized under the informal or formal voluntary hospitalization provisions
of this chapter if he or she is considered clinically suitable for hospitalization by the hospital director.

History: 1974, Act 258, Eff. Nov. 6, 1974 ;-- Am. 1975, Act 179, Eff. Aug. 6, 1975 ;-- Am. 1995, Act 290, Eff. Mar. 28, 1996 ;-- Am. 2004, Act 496, Eff.
Mar. 30, 2005
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Emergency Medicine Practice Research
Network

e 2015 poll of 682 EM physicians

e 70% reported having boarded psych patients
on their last shift

e >50% reported that average boarding time is 2
days



Impact psych holds have on the ED

Lost revenue because the bed is ‘occupied’
lower patient satisfaction

Burden to nursing staff

Patient safety issue

Delays in care, increased length of stay

community burden

— EMS, diversion
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“Ripple effect” of an over- crowded ED

Health Affairs

HOME | ABOUT | ARCHIVE | TOPICS | BLOGS | BRIEFS | THEM

VOL.34 | NO.8

August 2015

Ambulance Diversion Associated [58end  Varjety Issue
With Reduced Access To Cardiac

Technology And Increased One-Year

Mortality

Yu-Chu Shen!:* and Renee Y. HsiaZ

Author Affiliations

*Corresponding author

Abstract

Ambulance diversion, which occurs when a hospital emergency department (ED) is
temporarily closed to incoming ambulance traffic, is an important system-level
interruption that causes delays in treatment and potentially lower quality of care.
There is little empirical evidence investigating the mechanisms through which
ambulance diversion might affect patient outcomes. We investigated whether
ambulance diversion affects access to technology, likelihood of treatment, and
ultimately health outcomes for Medicare patients with acute myocardial infarction

HealthAffairs




SCOPE of the problem

e Patients with mental health issues are
presenting to ED’s in increasing numbers

 Federal law requires that these patients be
evaluated and stabilized, however this
presents significant challenges to ED’s that
have limited resources
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The ED is America’s “Safety Net”
EMTALA=

Emergency Medical Treatment Active Labor Act

ITS THE LAW
IF YOU HAVE A MEDICAL EMERGENCY OR ARE IN
LABOR, YOU HAVE THE RIGHT TO RECEIVE,
within the capabilities of this hospital's staff
and facilities:
An appropriate Medical SCREENING EXAMINATION

MNecessary STABILIZING TEATMENT
(including treatment for an unborn child) and, if necessary,
An appropriate TRANSFER to another facility
Even if YOU CANNQOT PAY or DO NOT HAVE
MEDICAL INSURANCE




What is EMTALA?

* Federal statute which governs when and how
a patient may be refused treatment or
transferred from one facility to another when
he/she has an unstable medical or psychiatric
condition.

 Passed in 1986 as part of the COBRA law

* Applies to all hospitals that participate with
Medicare
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Old Data

Acad Emerg Med. 2004 Feb,11(2):183-5.

Epidemiology of adult psychiatric visits to US emergency departments.
Hazlett SB!, McCarthy ML, Londner MS, Onyike CU.

+ Author information

Abstract
OBJECTIVES: To characterize psychiatric-related emergency department visits (FREDVs) among adults in the United States for the year
2000 and to analyze PREDV trends from 1992 to 2000.

METHODS: Emergency department (ED) visit data from the National Hospital Ambulatory Medical Care Survey were used to estimate the
number of PREDVs for adults aged 18 years and older. A PREDV was defined as any visit with a psychiatric discharge diagnosis (ICD
N290- N312) or a suicide attempt (ICD E950-E959).

RESULTS: Approximately 4.3 million PREDVs occurred in the United States in the year 2000, yielding an annual rate of 21 visits per 1000
adults. The PREDV rates increased 15% between 1992 and 2000. The PREDVs accounted for 5.4% of all ED visits. Substance abuse
(27%), neuroses (26%), and psychoses (21%) were the most common conditions. African Americans had significantly higher visit rates
(29/1000; 95% CI = 27/1000 to 31/1000) compared with whites (23/1000; 85% CI = 22/1000 to 25/1000). Persons with Medicaid (66/1000;
895% CI = 64/1000 to 68/1000) had double the rate of PREDVs than the uninsured (33/1000; 95% CI| = 31/1000 to 35/1000) and almost
eight times the rate of those privately insured (8/1000; 95% CI = 7/1000 to 10/1000). Patients with psychiatric diagnoses had a higher
admission rate (22%) than those with nonpsychiatric diagnoses (15%). The uninsured were the least likely to be admitted for all major
psychiatric conditions except suicide (p < 0.0001).

CONCLUSIONS: Psychiatric-related ED visits represent a substantial and growing number of ED visits each year. Patient characteristics

influence the likelihood of a PREDV. Further research is needed to better understand the role that hospital EDs play in the delivery of
health care services to those with mental iliness.



Bed shortages, are they real?

e 2006 survey of state mental health authorities
— 80% had shortage of MH beds
— 34 states had shortage of acute care beds
— 16 states had shortage of long term care beds

APA: The psychiatric delivery system is “fragile and

beset by problems” “




Getting true “updated” data

 We need a national system for collecting,
interpreting, and acting on this data.

 Which metrics to use?
— Wait time to be seen
— Length of stay in the ED
— Disposition

e Home, inpatient, community program?
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HEALTH POLICY/BRIEF RESEARCH REPORT

Effect of Decreasing County Mental Health Services on the
Emergency Department

Arica C. Nesper, MD, MAS*; Beth A. Morris, MPH; Lorin M. Scher, MD; James F. Holmes, MD, MPH

*Corresponding Author. E-mail: nesperarica@gmail.com.

Study objective: We evaluate the effect of decreasing county mental health services on the emergency department
(ED).

Methods: This is a retrospective before-and-after study at a Level | academic university hospital adjacent to the county
mental health treatment center. On October 1, 2009, the county decreased its inpatient psychiatric unit from 100 to 50
beds and closed its outpatient unit. Electronic health record data were collected for ED visits for the 8 months before the
decrease in county services (October 2008 to May 2009) and the 8 months after the decrease (October 2009 to May
2010). Data for all adult patients (>18 years) evaluated for a psychiatric consultation by a licensed clinical social worker
were included. Outcome measures included the number of patients evaluated and the ED length of stay for those
patients.

Results: One thousand three hundred ninety-two patient visits included a psychiatry consultation for the study period.
The median age was 38 years (interquartile range [IQR] 27, 49), with no difference in age between periods. The mean
number of daily psychiatry consultations increased from 1.3 (95% confidence interval [CI] 1.2 to 1.5) before closure to
4.4 (95% Cl 4.1 to 4.7) afterward, with a difference in means of 3.0 visits (95% Cl 2.7 to 3.3 visits). Average ED length of
stay for psychiatry consultation patients was 14.1 hours (95% Cl 13.1 to 15.0 hours) before closure and 21.9 hours

(95% CI 20.7 to 23.2 hours) afterward, with a difference in means of 7.9 hours (95% CI 5.5 to 10.2 hours).
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Service providers in Michigan
Do we have enough beds?
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M&DHHS

Michigan Department of
Health & Human Services
P

Adult & Children’s Safety & Injury Keepmg Mlchlgan
Assistance Program Heslth y

Dolng Business with Inside MDHHS
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Keeping Michigan DISABILITY > MENTAL HEALTH
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State-Operated Psychiatric Hospitals

Chronic Diseases

Related Content

Communicable & Chronic
Diseases

Behavioral Health &
Developmental Disability

Mental Health

BH Recovery &
Substance Use

Behavioral and Physical
Health Care Integration

Mental Health First Aid

Integrated Treatment for
Co-occurring Disorders

Reporting Requirements
Gambling Disorder

Primary Care & Public
Health
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Caro Center

Director: Rose Laskowski, R.N.,B.S.N.

2000 Chambers Road
Caro, M| 48723
Phone: (989) 673-3191
Fax: (989) 673-6749

Center for Forensic Psychiatry
Director: Carol E. Holden, PhD
P O Box 2060

Ann Arbor, Ml 48158

Phone: (734) 429-2531

Fax: (734) 944-0802

TTY: (734)994-7012

Hawthorn Center

Director: George Mellos, MD
18471 Haggerty Road
Northville, Ml 48167

Phone: (248) 349-3000

Fax: (248) 349-9552

Kalamazoo Psychiatric Hospital
Director: Jill Krause

Box A, 1312 Oakland Drive
Kalamazoo, MI 49008

Phone: (269) 337-3000

Fax: (269) 337-3350

Walter Reuther Psychiatric Hospital
Director: Richard T. Young, FACHE
30901 Palmer Road

Westland, M| 48186

Phone: (734) 367-8400

Fax: (734) 722-5562

Dir Fax: (734) 722-8478

» Kalamazoo
Psychiatric Hospital

o Walter P. Reuther
Psychiatric Hospital

e Hawthorn Center

« Local Programs

« Center for Forensic
Psychiatry
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November 2015 Statewide Bed Need

Adult Psychiatric Bed Need

Health Service

Counties Bed Meed (Excess)
Area
Livingston, Macomb, Monroe, Oakland, 5t. Clair,
HSA 1 Washtenaw Wayne -118
HSA 2 Clinton, Eaton, Ingham, Jackson, Hillsdale, Lenawee 18
Barry, Berrien, Branch, Calhoun, Cass, Kalamazoo, 5t.
HSA 3 Joseph, Van Buren 5
Allegan, lonia, Kent, Lake, Mason, Montcalm,
H5A 4 Muskegon, Newaygo, Oceana, Ottawa -35
HS4A 5 Genesee, Lapeer, Shiawassee 9
Arenac, Bay, Clare, Gladwin, Gratiot, Huron, losco,
Isabella, Midland, Mecosta, Ogemaw, Osceloa,
HSA 6 Oscoda, Saginaw, Sanilac, Tuscola -7
Alcona, Alpena, Antrim, Benzie, Charlevoix,
Cheboygan, Crawford, Emmet, Grand Traverse,
Kalkaska, Leelanau, Manistee, Missaukeg,
Montmorency, Ostego, Presque Isle, Roscommon,
HSA 7 Wexford 1
Alger, Baraga, Chippewa, Delta, Dickinson, Gogebic,
Houghton, Iron, Keweenaw, Luce, Mackinac,
HS4 B Marquette, Menominee, Ontonagon, Schoolcraft 5




child/Adolescent Psychiatric Bed Need

Health Service

Counties Bed Need [Excess)
Area
Livingston, Macomb, Monroe, Oakland, 5t. Clair,
HSA 1 Washtenaw Wayne -24
Hs54 2 Clinton, Eaton, Ingham, Jackson, Hillsdale, Lenawee 16
Barry, Berrien, Branch, Calhoun, Cass, Kalamazoo, 5t
Hs54 3 Joseph, Van Buren 13
Allegan, lonia, Kent, Lake, Mason, Montcalm,
H5A 4 Muskegon, Newaygo, Oceana, Ottawa -32
H54 5 Genesee, Lapeer, Shiawassee 13
Arenac, Bay, Clare, Gladwin, Gratiot, Huron, losco,
Isabella, Midland, Mecosta, Ogemaw, Osceloa,
HS4 & Oscoda, Saginaw, Sanilac, Tuscola -17
Alcona, Alpena, Antrim, Benzie, Charlevoix,
Cheboygan, Crawford, Emmet, Grand Traverse,
Kalkaska, Leelanau, Manistee, Missaukee,
Montmorency, Ostego, Presque Isle, Roscommon,
HSA 7 Wexford 9
Alger, Baraga, Chippewa, Delta, Dickinson, Gogebic,
Houghton, Iron, Keweenaw, Luce, Mackinac,
HSA B Marquette, Menominee, Ontonagon, Schoolcraft 1
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Does Michigan Have Enough Beds?

e Most Areas have Adult and Child beds
available

 The standards allow for even over-bedded
areas to add beds through “high occupancy”

provisions:
— If a facility with 19 beds or less is at 75%
occupancy or a facility with 20 or more beds is at

80% occupancy for 1 year, then beds can be added
despite excessive beds in a planning area.

— Section 9(3) of the current standards
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MICHIGAN DEPARTMENT OF COMMUNITY HEALTH

CERTIFICATE OF NEED (CON) REVIEW STANDARDS
FOR PSYCHIATRIC BEDS AND SERVICES

(By authority conferred on the CON Commission by Section 22215 of Act No. 368 of the Public Acts of
1978, as amended, and Sections 7 and 8 of Act No. 306 of the Public Acts of 1969, as amended, being
Sections 333.22215, 24.207 and 24.208 of the Michigan Compiled Laws).

Section 1. Applicability

Sec. 1. These standards are requirements for the approval under Part 222 of the Code that involve
(a) beginning operation of a new psychiatric service, (b) replacing licensed psychiatric beds or physically
relocating licensed psychiatric beds from one licensed site to another geographic location, or (c)
increasing licensed psychiatric beds within a psychiatric hospital or unit licensed under the Mental Health
Code, 1974 PA 258, or (d) acquiring a psychiatric service pursuant to Part 222 of the Code. A psychiatric
hospital or unit is a covered health facility. The Department shall use these standards in applying Section
22225(1) of the Code, being Section 333.22225(1) of the Michigan Compiled Laws and Section
22225(2)(c) of the code, being Section 333.22225(2)(c) of the Michigan Compiled Laws.

(2) Anincrease in licensed hospital beds is a change in bed capacity for purposes of Part 222 of the
Code.

(3) The physical relocation of hospital beds from a licensed site to another geographic location is a
change in bed capacity for purposes of Part 222 of the Code.



Certificate of Need Commission

Sets the standards for bed need based on
population

Sets the levels of minimum occupancy to
maintain # licensed beds

Increasing the number of beds
Relocating beds geographically

Categorization of beds
— Adult vs Pediatric
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Reasons for not reaching minimum
occupancy requirements

e |n adequate staffing
— Nursing, and ancillary staff
— Psychiatrists

e Wrong ‘milieu’
— medical needs (needs supplemental oxygen)
— Geriatric age >65
— developmental/functioning issues
— aggressive/hostile

o ?7???Payer



Mental Health Parity and Addiction
Equity Act of 2008

* Medicaid —is the largest payer for mental
health patients

* Problems with Medicaid not covering
inpatient stays at freestanding psych hospitals

e Medicaid Emergency Psychiatric
Demonstration, initiated in 2012



Attachment C

Health Affairs

HOME | ABOUT | ARCHIVE | TOPICS | BLOGS | BRIEFS | THEI

A Plan To Reduce Emergency Room [ /&
‘Boarding’ Of Psychiatric Patients

Vidhya Alakeson!:*, Nalini Pande2 and Michael Ludwig3

Author Affiliations

*Corresponding author

Abstract

Overcrowded U.S. emergency rooms have become a place of last resort for
psychiatric patients. Psychiatric boarding, defined as psychiatric patients’ waiting
in hallways or other emergency room areas for inpatient beds, is a serious
problem nationwide. Boarding consumes scarce emergency room resources and
prolongs the amount of time that all patients must spend waiting for services. It is
often the result of an inability to gain timely access to community-based care. As
policy makers implement the new health reform law, improving access and
continuity of community mental health care through health homes must be a
priority. We present a seven-point plan to address psychiatric boarding.
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The Seattle Times L.ocal News

Winner of Nine Pulitzer Prizes

Home | News | Business & Tech | Sports | Entertainment | Food | Living | Homes | Travel |

THE TODAY FILE

Your guide to the latest news from around the Northwest

HOME THE BLOTTER TRAFFIC & TRANSIT

August 7, 2014 at 9:25 AM

State Supreme Court rules
psychiatric boarding unlawful

Posted by Lynn Thompson

The Washington State Supreme Court ruled Thursday that boarding
psychiatric patients temporarily in hospital emergency rooms and acute care
centers because there isn’t space at certified psychiatric treatment facilities is unlawful.
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Che New Jlork Times

E.R. Costs for Mentally Ill Soar, and Hospitals Seek Better Way

By JULIE CRESWELL DEC. 25, 2013

RALEIGH, N.C. — As darkness fell on a Friday evening over downtown

g Raleigh, N.C., Michael Lyons, a paramedic supervisor for Wake County
Emergency Medical Services, slowly approached the tall, lanky man who

B snare was swaying back and forth in a gentle rhythm.

W Tweet In answer to Mr. Lyons’s questions, the man, wearing a red shirt that
dwarfed his thin frame, said he was bipolar, schizophrenic and homeless.

@ Save He was looking for help because he did not think his prescribed medication
was working.

~ More

In the past, paramedics would have taken the man to the closest hospital
emergency room — most likely the nearby WakeMed Health and Hospitals,

BROOKLYN

WEDNESDAY one of the largest centers in the region. But instead, under a pilot program,
paramedics ushered him through the doors of Holly Hill Hospital, a
commercial psychiatric facility.




Proposed solutions

Telepsychiatry

Psych observation units

EMS involvement

Mobile crisis units

State Health Registry- available bed dashboard
Protocols for safe discharge

Emergency Department Evaluation

Enhanced Education-lessons learned case studies
Change the state laws

Universal transfer forms-medical clearance
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Telepsychiatry

North Carolina’s experience

Length of stay (LOS) in the
emergency rooms for
patients waiting to be

discharged to inpatient
treatment has declined
from 48 hours to 22.5

hours

SPECIAL REPORT

Insight

Telepsychiatry in North Carolina:
Mental Health Care Comes to You




Psychiatric Medical Clearance Checklist

1.

Does the patient have new psychiatric condition? [ Yes CINo

2. Any history of active medical iliness needing evaluation? [1Yes I No

3. Any abnormal vital signs prior to transfer []ves [INo

5.

Temperature >101F

Pulse outside of 50 to 120 beats/minute

Blood pressure systolic < 90 or > 200; diastolic = 120

Respiratory rate > 24 breaths/minute

(For a pediatric patient, vital signs indices outside the normal range for his/fher age and sex)

Any abnormal physical exam (unclothed) ] Yes [T No

. Absence of significant part of body, eg, limb

acute and chronic trauma (including signs of victimization/abuse)
. Breath sounds

. Cardiac dysrhythmia, murmurs

. Skin and vascular signs: diaphoresis, pallor, cyanosis, edema
Abdominal distention, bowel sounds

. Neurological with particular focus on:

@ o an oW

i. ataxia ii. pupil symmetry, size iii. nystagmus iv. paralysis v. meningeal signs vi. reflexes

Any abnormal mental status indicating medical illness such as lethargic, stuporous, comatose, spontaneously fluctuating
mental status? || Yes No

ALL PATIENTS ARE TO HAVE BLOOD COUNT, ELECTROLYTES, PREGNANCY TEST AND DRUG SCREEN PERFORMED.

If no to all of the above questions, no further evaluation is necessary. Go to question #9. If yes to any of the above
questions go to question #6, additional testing may be indicated.

6.
7.

10.
11.

12.
13.

14.
15.

Physician Signature: -

Were any additional labs done? [ Yes [ I No

What lab tests were performed?

What were the results?
Possibility of pregnancy? [ ] ves [INo  What were the results?
Were X-rays performed?  [] ves [INo What kind of x-rays performed?

What were the results?
Was there any medical freatment needed by the patient prior to medical clearance? [ Yes [1No

What treatment?
Has the patient been medically cleared in the ED? [ ] yes ] No

Any acute medical condition that was adequately treated in the emergency department that allows transfer to a state operated
psychiatric facility (SOF)? L] Yes No

What treatment?

Current medications and last administered?
Diagnoses: Psychiatric

Medical

Substance abuse

Medical follow-up or treatment required on psych floor or at SOF:

| have had adequate time to evaluate the patient and the patient's medical condition is sufficiently stable that transfer to

[ ]SOF or [ |psych floor does not pose a significant risk of deterioration.

MD/DO
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On-line Bed Registry

e Virginia Acute Psychiatric and CSB Bed
Registry
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Senator Stabenow: Michigan Selected
as Finalist for First-of-its-kind Mental

Health Initiative

Monday, Oct 19, 2015

U.S. Senator Debbie Stabenow today announced that Michigan will be awarded $982,373
to compete in a nation-wide program to improve and expand access to mental health care.
This first-of-its-kind initiative is based on Senator Stabenow's Excellence in Mental Health
Act, which is one of the most significant steps forward in community mental health
funding in decades. Selected by the Substance Abuse and Mental Health Services
Administration, Michigan is one step closer to being chosen to be part of a new
eight-state demonstration program to expand quality mental health care. This new
program will offer patients increased services like 24-hour crisis psychiatric care,
counseling, and integrated treatments for mental iliness. Senator Stabenow's bipartisan
Excellence in Mental Health Act was cosponsored by Senator Roy Blunt (R-MO) and signed
into law by President Obama last year.
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Effect of Decreasing County Mental Health Services on the Emergency Department,
Arica C. Nesper, MD, MAS, Annals Emerg Med, print in press

Report and Recommendations Regarding Psychiatric Emergency and Crisis Services
A Review and Model Program Descriptions, APA Task Force on Psychiatric Emergency
Services, Michael H. Allen, M.D., August 2002

A Plan to Reduce Emergency Room 'Boarding' of Psychiatric Patients, Health Affairs,
Sept, 2010 p.1637-1641

In Psychiatric Emergencies, Emergency Rooms Not Always Safe., Huffington Post,
February 4, 2013.

Psychiatric Patients in the Emergency Department: The Dilemma of Extended Lengths of
Stay. Anne Manton, RN, PhD

Senator Stabenow: Michigan Selected as Finalist for First of its Kind Mental Health
Initiative, October 19, 2015

Care of the Psychiatric Patient in the Emergency Department, White Paper, Emergency
Nurses Association,

Mental Health And Addiction Workforce Development: Federal Leadership is Needed to
Address the Growing Crisis, Health Affairs, Hoge, Michael, November 2013, p.2005-

2012.

Most ER Doctors Don't Believe The Mental Health System is Working For Patients,
Forbes, Glatter, R., MD. October 2015

Hospitals try to stem flow of mentallyill in ERs, FierceHealthFinance, Shinkman, R.,
December 2013

We Need comprehensive mental health coverage, Stat, FierceHealthPayer, Overland, D.,
January, 2013.

ED docs push for registries of inpatient psych beds, Emergency Medicine, Schneider, M.,
June 2014, p. 246.

Telemedicine: Emerging Risks, Michigan Medicine, Cahill, R., October 2015, p. 18-20

Liabilities EPs Should Avoid in Telepsychiatry, Emergency Medicine News, Reyes, C.,
November 2015

Telepsychiatry in North Carolina: Mental Health Care Comes to You, Special Report,
North Carolina Insight, Holton, A., March 2014

Certificate of Need Review Standards for Psychiatric Beds and Services, MDCH,
proposed action, December 2015.



CON Solution Proposed by the
Psychiatric Beds Workgroup:

 Add beds in a “special pool” for specific needs
like geriatric, developmentally disabled, and
those requiring medical attention in addition
to psychiatric services

 Change the “on site” requirement for pediatric
specialties to “available”
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CON Solution Proposed by the
Department:

e Review the required occupancy rates with the CON
Commission

 Develop monitoring of facility denials to ensure that project
delivery requirements are met, specifically:

— Section 14(2)(d): “The inpatient psychiatric hospital or unit shall
provide clinical, administrative, and support services that will be
at a level sufficient to accommodate patient needs and volume,
and will be provided seven days a week to assure continuity of
services and the capacity to deal with emergency admissions.”

— Section 14(3)(b)(i) and (ii): “The applicant, to assure appropriate
utilization by all segments of the Michigan population, shall: (i)
not deny acute inpatient mental health services to any individual
based on ability to pay, source of payment, age, race, handicap,
national origin, religion, gender, sexual orientation or
commitment status; (ii) provide acute inpatient mental health
services to any individual based on clinical indications of need for
the services.”
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Nursing Home and HLTCU Beds:
Appendix and Bed Need Updates, 2015

Paul L. Delamater

Department of Geography and Geolnformation Science, George Mason University, Fairfax, Virginia, USA
E-mail: pdelamat@gmu.edu
September 8, 2015

Executive Summary

The Nursing Home and HLTCU Bed Need was updated using 2013 CON Survey data, 2013 US Census
data, and 2018 population projection data from the Michigan Department of Technology, Management
& Budget. The base year for the current update is 2013 and the planning year is 2018. The output
includes three standalone Excel tables, 1: Patient day use rates by age cohort (Appendix B, formerly
Appendix A), 2: Planning areas with a population density less than 28 people per mile? (Appendix E,
formerly Appendix D), and 3: the Bed Need output. The code required to calculate the appendices and
the bed need, written in R, is also provided in separate files. This report provides a brief explanation of
the methodology, the updates, and the update process.

Appendix B: Patient day use rates by age cohort

The methodology used to update the Use Rates in Appendix B is found in Section 3.(1). The rates
are based on current state-wide patient day utilization and population counts in four age cohorts: 0-64,
65-74, 75-84, and 85--.

The updates for Appendix B are relatively straight-forward; the statewide patient days for each age
cohort are summed as is the statewide population for each cohort. The respective sums are then divided,
then multiplied by 1,000 to produce a rate of patient days per 1,000 people. The 2013 patient days, state
population, and use rates by age cohort are found in Table 1.

Table 1. Age specific use rates for 2013. The results are for the entire Michigan population

and all facilities that reported data in 2013. PD Rate is patient days per 1,000 people and is the
updated information for Appendix B of the Review Standards.

Age Cohort Patient Days Population PD Rate

0-64 1,604,742 8,408,029 191

65-74 © 1,951,163 835,439 2,336
75-84 3,633,789 443,520 7,968
85p 6,052,397 208,634 29,010

An ongoing concern in the Nursing Home and HLTCU updates is missing facility data. In the previous
update (performed in 2013), three facilities provided care, but did not report utilization data. In the
current update, this number increased to 12 facilities (2.7% of the 448 facilities in MI). Because of these
missing data, the new values in Appendix B are guaranteed to be lower than the true utilization in
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the state. Effectively, the missing data artificially drives the use rates downward, which results in an
underprediction in the number of beds needed throughout the state. In the current update, this may
be as much as a 2.6% underprediction, given the missing facilities’ recent utilization data. The missing
facilities along with their patient day utilization data from 2012 are provided in Table 2.

Table 2. Facilities that did not report utilization data in 2013. Patient days are reported
data from 2012, except for Arbor Hospice which is from 2011 because the facility did not report in
2013 or 2012,

Facility ID  Name ‘ Patient Days (2012)
224040 Hyland Nursing Home 18,383
254240 Grand Blanc Rehabilitation & Nursing Center 45,167
284040 Michigan Masonic Home 71,006
544022 Altercare Of Big Rapids 33,344
634023 Clarkston Specialty Healthcare Center 37,779
634360 Greenfield Rehab And Nursing Center 38,373
754030 " Riverview Manor ' T 26,417
814140 Arbor Hospice 7,077
824290 Southgate Manor Skilled Nursing & Rehab 31,375
834070 Westwood Nursing Center 35,858
834540 Law-Den Nursing Home 7,126
783010 Memorial Healthcare Center LTCU 6,843

State Total 358,745

Appendix E: Population Density

A special high occupancy provision for adding beds is found in Section 6.(1)(d)(iil). Beds may be added if
the planning area meets volume requirements and has less than 28 people per mile?. Planning arees having
a population density less than this requirement are identified in Appendix E of the Review Standards.
Using updated county and municipal boundaries (downloaded from the Michigan Center for Ge-
ographic Information) and 2013 US Census data, the population density for each planning area was
calculated. Those having a population density less than 28 people per mile? are listed in Table 3.

Bed Need

The methodology used to calculate the number of nursing home and HLTCU beds can be found in Section
3.(2) of the Standards. For each planning area, the predicted population for the planning year (2018) in
each age cohort is multiplied by its respective use rate from Appendix B. This produces the planning year
patient days per age cohort, which are then summed for each planning area. The resulting total patient
days are divided by 365 to produce the planning areas’ average daily census (ADC) for the planning year.

In Section 3.(2)(e), the bed need in the planning year is calculated by dividing the planning year
ADC by an ADC adjustment factor. For planning areas having an ADC less than 100, the factor is 0.9
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Table 3. Population Density of NH planning areas. Based on 2013 population data for
planning areas with a population density of less than 28 people per mile?.

Planning Area Area  Population Population Density
Ontonagon 1,327.8 6,322 4,76
Schoolcraft 1,220.9 8,247 6.75
Luce 926.2 6,602 7.02
Baraga 916.7 8,695 9.49
Iron 1,210.9 11,516 9.51
Alger 936.2 9,522 10.17
Mackinac 1,063.4 11,061 10.40
Gogebic 1,144.7 15,916 13.90
Oscoda 571.2 8,379 14.67
Alcona 694.4 10,578 15.23
Montmorency 562.4 9,350 16.63
Presque Isle 684.8 13,062 19.07
Lake 573.9 11,386 19.84
Chippewa 1,808.0 38,696 21.39
Menominee 1,051.0 23,791 22.64
Houghton-Keweenaw 1,604.4 38,416 23.94
Crawford 563.0 13,904 24.70
Missaukes 573.4 15,051 26.25

and for those with an ADC of 100 or greater, the factor is 0.95. This result is rounded up to the next
whole number under the assumption that a partial bed is a bed. The updated bed need calculations can

be found in Table 4.
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Table 4. Nursing Home and HETCU bed need. Base year: 2013, Planning year: 2018.

Planning Area AF  Bed Need Planning Area AT Bed Need
Alcons 0.9 80 Lapeer 0.95 336
Alger 0.9 52 Leelanau 0.95 157
Allegan 0.95 411 Lenawee 0.95 405
Alpena, 0.95 146 Livingston 0.95 660
Antrim 0.95 118 Luce 0.9 34
Arenac 0.9 85 Mackinac 0.9 60
Baraga 0.9 39 Macomb 0.95 3,606
Barry 0.95 245 Manistee 0.95 129
Bay 0.95 478 Marquette 0.95 295
Benzie 0.9 108 Mason 0.95 141
Berrien 0.95 688 Mecosta 0.95 174
Branch 0.95 174 . Menominee . 0.95 .. 118
Calhoun 0.95 545 Midiand 0.95 370
Cass 0.95 230 Missaukee 0.9 71
Charlevoix 0.95 127 Monroe 0.95 601
Cheboygan 0.95 148 Montealm 0.95 248
Chippewa 0.95 149 Montmorency 0.9 67
Clare 0.95 1565 Muskegon 0.95 6534
Clinton 0.95 302 Newaygo 0.95 206
Crawford 0.9 78 Oakland 0.95 4,673
Delta 0.95 201 Oceana 0.95 107
Dickinson 0.95 121 Ogemaw 0.95 119
Baton 0.95 464 Ontonagon 0.9 41
Emmet 0.95 159 Osceola, 0.9 109
Genesee 0.95 1,666 Oscoda 0.9 44
Gladwin 0.95 138 Otsego 0.95 118
Gogebic 0.9 94 Ottawa 0.95 952
Grand Traverse 0.95 395 Presque Isle 0.8 99
Gratiot 0.95 176 Roscommon 0.95 154
Hillsdale 0.95 212 Saginaw 0.95 858
Houghton and Keweenaw .95 156 Saint Clair 0.95 654
Huren 0.95 183 Saint Joseph 0.95 246
Ingham 0.95 855 Sanilac 0.95 191
Tonia 0.95 209 Schoolcraft 0.9 51
Iosco 0.95 161 Shiawagsee 0.95 276
Iron 0.9 92 Tuscola 0.95 221
Isabella 0.95 212 Van Buren 0.95 272
Jackson 0.95 627 ‘Washtenaw 0.956 1,141
Kalamazoo 0.95 947 Wexford 0.95 144
Kalkaska 0.9 81 South Wayne County 0.95 1,465
Kent 0.95 2,058 Northwest Wayne County 0.95 2,485
Lake 0.9 70 Detroit and Eastern Wayne County 0.95 2,414
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Paul Delamater :

Department of Geography and Geoinformation Science
George Mason University

pdelamat@gmu.edu

703-993-1217

Below is a list of the data (and source) used in Nursing Home and LTCU (NH/LTCU) bed
need calculations performed in September, 2015. The base year for the calculations is
2013 and the planning year is 2018. In the recent calculations, Appendix B, Appendix E,
and the NH/LTCU bed need were updated.

2013 Survey Table Section N for Bed Need Methodology. 09 04 2015.xIsx (and
2013 .nh.survey.data.upd.csv)

Received from Andrea Moore (Compliance Analyst) on 9/4/2015
NH/LTCU utilization data for the base year
Used to update Appendix B in the Review Standards
Contains the NH/LTCU discharges, patient days, facility type, and beds in Michigan for 2013. The
data are broken down by age categories and facility.
o Note that the facilities highlighted in yellow in the Excel file failed to provide utilization data
in 2013 (and previous years’ utilization data are reported)
o Note that the facilities highlighted in orange in the Excel file are facilities that reported their
utilization data after 5/20/2015
o  Note that the facilities highlighted in purple have various notes that were used to track
facility operation and data reporting
The .csv file is a simplification of the Excel file. The facilities that did not report utilization data in
2013 were removed. The file only contains patient day utilization information. The age categories
for patient day utilization from the Excel file are consolidated to match the age categories required
for Appendix B (0-64, 65-74, 75-84, 85+). This file was used in the R code to calculate the use rates in
Appendix B,

2013-State.xlsx {and 2013-State.csv)

Received from Eric Guthrie (Michigan’s State Demographer) on 4/30/2015

Population data for the base year

Used to update Appendix B in the Review Standards

Used to update Appendix E in the Review Standards

Contains the male, female, and total population in Michigan for 2013. The data are broken down by
the age categories and by county (however, only state-level information is required, thus the county
data were summed for the entire state),

The .csv file is simply an exported version of the Excel file, which was then used in the R code to
calculate the use rates in Appendix B and population density in Appendix E.
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2018 Populations.xlsx (and nursing.home.pop.data.2018.csv)
- Recetved from Eric Guthrie (Michigan’s State Demographer) on 4/30/2015
Population data for the planning year
- Used in the bed need calcutation

Contains the predicted male, female, and total population for 2018. The data are broken down by age
categories required for the NH/LTCU bed need (0-64, 65-74, 75-84, 85+) and by county {sheet:
Export_State) and by NH/LTCU Planning Area for Wayne County (sheet: Export_Wayne)

- The.csv file is a less detailed, consolidated version of the Excel file, The male and female breakdowns
were removed (unnecessary) and the two tabs were consolidated /modified to match the NH/LTCU
Planning Areas. This file was used in the R code to calculate the bed need.

App-B-2013.xls
- Output from the Appendix B calculation
- Used in the bed need calculation

App-E-2013.xls -
- Output from the Appendix E calculation

MI_NH_planningareas.dbf
- Contains the area for each of the NH/LTCU Planning Areas
- Used to update Appendix E in the Review Standards

Nursinghome-Bedneed-13-18.xls
Contains the "step by step” output from the NH/LTCU bed need calculation
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verifiable data from the actual number of patient days of care for 12 continuous months of data from the
CON Annual Survey or other comparable MDCH survey instrument,

(v) "Planning area" means the geographic boundaries of each county in Michigan with the
exception of: (i) Houghton and Keweenaw counties, which are combined to form one planning area and
(i) Wayne County which is divided into three planning areas. Section 12 identifies the three planning
areas in Wayne County and the specific geographic area included in each.

(W) "Planning year" means 1990 or the year in the future, at least three (3} years but no more than
seven (7) years, for which nursing home bed needs are developed. The planning year shali be a year for
which official population projections, from the Department of Management and Budget or U.S. Census,
data are available.

(x) "Proposed licensed site” means the physical focation and address (or legal description of
property) of the proposed project or within 250 yards of the physical location and address (or legat
description of property) and within the same planning area of the proposed project that will be authorized
by licenses and will be listed on that licensee's certificate of licensure.,

(¥} "Relocation of existing nursing home/HLTCU beds" means a change in the locatlon of existing
nursing home/HLTCU beds from the licensed site to a different existing licensed site within the planning
area.

(z) "Renewal of lease" means execution of a lease between the licensee and a real property owner
in which the total lease costs exceed the capital expenditure threshold.

(aa) "Replacement bed" means a change in the location of the licensed nursing home/HLTCU, the
replacement of a portion of the licensed beds at the same licensed site, or the replacement of a portion of
the licensed beds pursuant to the new model design. The nursing home/HLTCU beds will be in new
physical plant space being developed in new construction or in newly acquired space (purchase, lease,
donation, etc.) within the replacement zone,

(bh) "Replacement zone" means a proposed licensed site that is,

(i) forarural or micropolitan statistical area county, within the same planning area as the existing
licensed site.

(iiy for acounty that is not a rural or micropolitan statistical area county,

(A) within the same planning area as the existing licensed site and

(B) within a three-mile radius of the existing licensed site.

{cc) "Use rate” means the number of nursing home and hospital long-term-care unit days of care per
1,000 poputation during a one-year period.

{2) The definitions in Part 222 of the Code shall apply fo these standards.
Section 3, Determination of needed nursing home bed supply |

Sec. 3 (1)}{a) The age specific use rates for the planning year shall be the actual statewide age
specific nursing home use rates using data from the base year,

(b) The age cohoits for each planning area shall be: (i) age 0 - 64 years, (ii) age 65 - 74 years, (i)
age 75 - 84 years, and (iv) age 85 and older.

(c) .Until the base year Is changed by the Commission in accord with Section 4(3) and Section 5,
the use rates for the base year for each corresponding age cohort, established in accord with subsection
{1)(b), are set forth in Appendix B.

(2) The number of nursing home beds needed in a planning area shall be determined by the
following formula:
(a) Determine the population for the planmng year for each separate planning area in the age

cohorts established in subsection (1}b).
(b) Multiply each population age cohort by the corresponding use rate established in Appendix B.
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(¢} Sum the patient days resulting from the calculations performed in subsection (b). The resultant
figure is the fotal patient days.

(d) Divide the total patient days obtained in subsection (c) by 365 (or 366 for leap years) to obtain
the projected average daily census (ADC).

(6) The following shall be known as the ADC adjustment factor. (i) If the ADC determined in
subsection (d) is less than 100, divide the ADC by 0.90. (i) If the ADC determined in subsection (d) is 100
or greater, divide the ADC by 0.95.

(f) The number determined in subsection (e} represents the number of nursing home beds needed
in a planning area for the planning year.

Section 4. Bed need

Sec. 4. (1) The bed need numbers shall apply to project applications subject to review under these
standards, except where a specific CON standard states otherwise.

(2) The Department shall apply the bed need methodology in Section 3 on a bisnnial basis.

(3) The base year and the planning year that shall be utilized in applying the methodology pursuant
to subsection (2) shall be set according to the most recent data available to the Department.

(4) The effective date of the bed need numbers shall be established by the Commission.

(5) New bed need numbers established by subsections (2) and (3) shall supersede previous bed
need numbers and shall be posted on the state of Michigan CON web site as part of the Nursing
Home/HLTCU Bed Inventory.

(6) Modifications made by the Commission pursuant to this section shall not require standard
advisory committee action, a public hearing, or submittal of the standard to the Legislature and the
Governor in order to become effective.

Section 5. Modification of the age specific use rates by changing the base year

Sec. 5. (1) The base year shall be modified based on data obtained from the Depariment and
presented to the Commission. The Department shall calculate use rates for each of the age cohorts set
forth in Section 3(1)(b) and biennially present the revised use rates based on 2006 information, or the
most recent base year information available biennially after 2008, to the CON Commission.

(2) The Commission shall establish the effective date of the modifications made pursuant to
subsection (1).

(3) Moadifications made by the Commission pursuant to subsection (1) shall not require standard
advisory committee action, a public hearing, or submittal of the standard to the Legislature and the
Governor in order to become effective.

Section 6. Requirements for approval to increase beds in a planning area

Sec. 6. An applicant proposing fo increase the number of nursing home beds in a planning area
must meet the following as applicable:
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APPENDIX B

CON REVIEW STANDARDS :
FOR NURSING HOME AND HOSPITAL LONG-TERM-CARE UNIT BEDS

The use rate per 1000 population for each age cohort, for purpases of these standards, effective August
1, 2013, and until otherwise changed by the Commission, is as follows.

(i} Age0-64: 200 days of care
(i) Age 65-74: 2,638 days of care
(i) Age 75 - 84: 9,379 days of care

(iv) Age85+ 34,009 days of care
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2014 Michigan Certificate of Need Annual Survey

000000 | TEMPLATE T anvemy | HOSPITAL

Contact Name

f
Contacl;E-mait ‘ I e - s < B . |
l

Contact Phone

Contact Fax [ B

1. Report the number of patients that were discharged from the Nursing Home/Hbspital Long-Term-Care Unit during the survey year by
age group.

2. Report the number of patient days of care provided by the Nursing Home/Hospital Long-Term-Care Unit during the survey year by age
group. All patlent days.of care must be counted, not just patient days of care for the discharged patients. The Department will be
using this data ko calculate the facility occupancy rate.

3. Total discharges and patient days will automatically sum from the data supplied in the age groups. Verify that the total is accurate for
the facility.

4. Report If the facility has met the terms of approval and the project delivery requirements
a, For Yes/No questions, If the faciity has met all of the requirements in the queston, please answer Yes, If the facillty has not
met all of the requirements in the question, please answer No and explain why not In the data comment-box at the bottom of
this Section.
b, If additional explanation of project dellvery requirements is necessary, please put information in the data comment box at the
bottom of this section.

Discharges mean the number of patients who expire or are released from the Nursing Home/Hospital Long-Term-Care Unlt. Do not count a
patient as a discharge, If the patient's bed is held for them while hospitalized and they retum to that bed.

Patient Days means the number of days that the.licensed beds were occupled by a patient.

1. Under 60 Years

2. 60 to 64 Years

3. 6510 74 Years

4,75 to B4 Years

5.85to 94 Years

6. 95 Years and Qlder

Total

7. Of the total patient days repotted In the Age Group box above, how r‘nari\,? patient days of care did Medicaid pay for?

8. Of the total patlent days reported in the Age Group box above, how many patient days of care did Medicare pay for?
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Program Activity Report to CON Commission
FY 2015 —4" Quarter
Page 2 of 2

Measures — continued

Administrative Rule R325.9227 requires the Department to determine if an emergency
application will be reviewed pursuant to Section 22235 of the Public Health Code within 10
working days upon receipt of the emergency application request.

4™ Quarter Year-to-Date
Activity Issued on Percent Issued on Percent
Time Time
Emergency Applications Received 2 N/A 3 N/A
Decisions Issued within 10 workings 1] 100% 2 100%
Days*

*Does not include requests that have been withdrawn.

Administrative Rule R325.9413 requires the Department to process amendment requests within
the same review period as the original application.

4™ Quarter Year-to-Date
Activity Issued on Percent Issued on Percent
Time Time
Amendments 23 100% 88 100%

Section 22231(10) of the Public Health Code requires the Department to issue a refund of the
application fee, upon written request, if the Director exceeds the time set forth in this section for
a final decision for other than good cause as determined by the Commission.

Activity 4™ Quarter Year-to-Date
Refunds Issued Pursuant to Section 22231 0 0
Other Measures
. 4™ Quarter Year-to-Date
Activity No. Percent No. Percent
FOIA Requests Received 40 N/A 177 N/A
FOIA Requests Processed on Time 40 100% 169 94%
Number of Applications Viewed Onsite 0 N/A 7 N/A

FOIA — Freedom of Information Act.

Source: Certificate of Need Evaluation Section, Michigan Department of Health & Human Services.
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