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Chapter 08 Long-Term Care

Mississippi’s long-term care (nursing home and home health) patients are primarily disabled elderly
people, who make up 20 percent of the 2010 projected population above age 65. Projections place the
number of people in this age group at approximately 441,945 by 2010, with more than 88,000
disabled in at least one essential activity of daily living.

The risk of becoming frail, disabled, and dependent rises dramatically with age. While the average
length of life has increased; people are often living longer with some very disabling chronic
conditions, which the present medical system can “manage” but not cure. So while the lives of many
people have been prolonged through advances in medicine and public health, the quality of an older
person’s life often suffers. Aged individuals may become dependent on medical technology and
professional care providers for years—not just weeks or months.

These trends pose tremendous challenges for society. Issues include ensuring an adequate supply of
trained caregivers, protecting vulnerable groups, and financing expensive long-term care programs
with limited resources. In many cases, the greatest needs of elderly people are not medical, but rather
a need for help with the basic activities of daily living, such as bathing and dressing. Many have
difficulty with activities that require walking—for example, shopping; yet with proper assistance,
many people with disabilities are able to remain at home.

The U.S. Census’ Profile of Selected Social Characteristics: 2000 estimates that of the 316,049
Mississippians aged 65 and over in 2000, 166,819 (52.78 percent) suffered from some form of
disability. Drastic increases occur with advancing age in the number of people reporting difficulties
and in the number reporting more than one problem and the severity of problems is likely to worsen
as the years pass.

100 Options for Long-Term Care

“Long-term care” simply means assistance provided to a person who has chronic conditions that
reduce their ability to function independently. Many people with severe limitations in their ability
to care for themselves are able to remain at home or in supportive housing because they have
sufficient assistance from family, friends, or community services.

Community services play a vital role in helping the elderly maintain some degree of independence
and postpone or avoid institutionalization. Examples community-based elder-care include adult
day care, senior centers, transportation, meals on wheels or meals at community locations, and
home health services. The Older Americans Act, the Federal Social Services Block Grant, and
state funds finance many of these services. The Mississippi Department of Human Services
Division of Aging and Adult Services and the state’s ten Area Agencies on Aging coordinate the
funds and help people aged 60 and older to obtain services. These agencies work with state and
local governments, foundations, and private sector businesses to expand funding at the local level
and provide as many services as possible to elderly residents. More information pertaining to the
home and community based services provided by the Division of Aging and Adult Services can be
obtained by contacting the Mississippi Department of Human Services. .

The Division of Medicaid funds and directs a statewide program for home and community-based
services under a federally granted Medicaid waiver. Under this program, eligible individuals can
choose to receive supportive services in their own homes or in the community rather than enter a
nursing home. Services include case management, homemaker assistance, home-delivered meals,
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adult day care, institutional or in-home respite care, escort transportation, and expanded home
health services. Information pertaining to the funding of home and community based services can
be obtained through the Division of Medicaid, Office of the Governor, State of Mississippi.

101 Housing for the Elderly

Many elderly or infirmed people do not need skilled nursing care on a daily basis, but simply safe,
affordable housing and some assistance with the activities of daily living. Such housing can take
many forms.

“Board and care homes” are residences providing rooms (often semi-private), shared common
areas, meals, protective oversight, and help with bathing, dressing, grooming, and other daily
needs. In Mississippi, these facilities are licensed as personal care homes: Personal Care Home —
Residential Living and Personal Care Home — Assisted Living. Both of these facilities provide
residents a sheltered environment and assistance with the activities of daily living. Additionally,
Personal Care Homes - Assisted Living may provide additional supplemental medical services that
include the provision of certain routine health maintenance and emergency response services.

In 2007, the state had 178 licensed personal care homes, with a total of 5,054 licensed beds. The
Mississippi Division of Medicaid operates an Assisted Living Waiver program which is piloted in
seven counties: Bolivar, Sunflower, Lee, Hinds, Newton, Forrest, and Harrison. Participants in this
waiver must be 21 years of age or older, meet nursing home level of care, need assistance with at
least three activities of daily living, or have a diagnosis of Alzheimer’s disease or other dementia
and need assistance with two activities of daily living. Facilities must be licensed by the MSDH as
a Personal Care Home - Assisted Living to become a Medicaid provider for participation in the
waiver. Individuals are responsible for the cost of room and board and Medicaid pays a flat, daily
rate for services received within the facility. Services include personal care services, homemaker,
chore, attendant care, medication oversight, therapeutic social and recreational programming,
medication administration, intermittent skilled nursing services, transportation specified in the
plan of care, and attendant call systems.

“Retirement communities” or “senior housing facilities” have become common around the state.
These communities usually provide apartments for independent living, with services such as
transportation, weekly or bi-weekly housekeeping, and one to three meals daily in a common
dining room. Many of these facilities include a licensed personal care home where the resident
may move when he or she is no longer physically or mentally able to remain in their own
apartment. Most facilities do not require an initial fee and do not sign a lifetime contract with their
residents. They generally offer only independent living and personal care—most do not include a
skilled nursing home as a part of the retirement community.

Another type of retirement center, called a “continuing care retirement community” (CCRC)
includes three stages: independent living in a private apartment, a personal care facility, and a
skilled nursing home. Residents of this type of facility enter into a contract whereby the residents
pay a substantial fee upon entering the CCRC and the facility agrees to provide care for the
remainder of the residents” lives.
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102 Financing for Long-Term Care

Most Americans are astounded to learn of the scarcity of financial help available for long-term
care. Many people assume that Medicare pays for these services; in fact, Medicare funds a
maximum of 100 days in a Medicare-certified skilled nursing facility only after a hospital-stay of
at least three days and only if the attending physician certifies the patient as needing skilled
nursing or rehabilitative services. Even under these conditions, only the first 20 days are
completely covered. For the remaining 80 days, the individual must make a co-payment. The
number of nursing homes certified for Medicare has increased substantially in recent years, but
many still do not choose to participate in the program.

Swing-beds provide a valuable transition from hospital care for many Medicare-eligible patients
whose medical condition prohibits immediate home discharge and would benefit from an
additional period of supervised recuperation. Without the extended care provided in a swing-bed,
many of these patients would become nursing home residents. Fifty-four hospitals participated in
the swing-bed program during FY 2007 and provided care equivalent to approximately 245
nursing home beds. However, federal law limits the swing bed program to rural hospitals of fewer
than 100 beds. Chapter 11 offers additional information on swing bed services.

As of April 2008, Mississippi also has ten operational Medicare-certified long-term acute care
hospitals, with two more just having received Certificate of Need (CON) authority for 67
additional licensed beds. These hospitals provide extended care to patients who require no more
than three hours of rehabilitation per day but who have an average length of stay greater than 25
days. As with swing beds, these hospitals allow patients a longer period of recuperation to
possibly avoid admission to a nursing home.

In addition, licensed acute care hospitals may designate a portion of their beds as a “distinct part
skilled nursing facility.” These hospitals may then receive Medicare certification as a skilled
nursing facility for those apportioned beds if the beds are located in a physically identifiable,
distinct part of the hospital and meet all the certification requirements of a skilled nursing facility.
A total of nine hospitals with 161 beds are in operation.

Medicare also finances home health care when medically necessary and ordered by a physician.
This care is more important than ever before as hospital stays become shorter and patients are
discharged in a “sicker” condition. However, Medicare regulations require that the patient be
home-bound, be under the care of a physician, and need skilled nursing care, physical therapy, or
occupational therapy. Chapter 13 provides information on home health services in Mississippi.

Nationally, Medicare has become one of the largest funding sources for home health services, and
Medicare funding for short stays in nursing homes is increasing. Nevertheless, Medicare remains a
medical model intended to pay for short term acute care, not extended long-term care services.

102.01 Medicaid

Medicaid is the primary payor of long term skilled nursing care in the United States. Nursing
home care totaled $593 million for Mississippi in FY 2006, with Federal funds making up over
75% of that amount. Over 20 percent of the Medicaid budget in Mississippi goes to long term
care, with approximately 70 percent of the nursing home care funded by Medicaid. However,
an individual’s assets and income must be very low to qualify for the Medicaid program.
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Nursing home care is very expensive, averaging $40,000 a year in Mississippi. Many people
enter nursing homes as private pay patients and exhaust their assets after a short time. Then,
they must rely on Medicaid to pay for their care. Patients or their families pay for
approximately 11 percent (private pay) of the nursing home care in Mississippi.

102.02 Long-Term Care Insurance

Long-term care insurance is evolving to better meet consumers’ needs. For some people, a
long-term care insurance policy is an affordable and attractive option. For others, the high cost
or the benefits they can afford are too small to make a policy worthwhile. According to the
most recent Kaiser Family Foundation report on Long Term Care Insurance, there are only
approximately 4 million Long Term Care policies nationwide. However the same report
indicates that a new Federal Long Term Care Insurance program may increase the number of
long term care policies by as much as 20 million in the next few years.

103 Nursing Facilities

Mississippi has 187 public or proprietary skilled nursing homes, with a total of 17,267 licensed
beds. Nine entities have received CON approval for the construction of 500 additional nursing
home beds, and 14 facilities have voluntarily de-licensed a total of 516 nursing home beds which
are being held in abeyance by MSDH. This count excludes one nursing home operated by the
Mississippi Band of Choctaw Indians, with a total of 120 beds; seven nursing homes operated by
the Department of Mental Health, with a total of 707 licensed beds; a total of 229 beds in
continuing care retirement communities (CCRCs); four nursing homes operated by the Mississippi
State Veteran's Affairs Board, with a total of 600 beds; and one facility operated by the
Mississippi Methodist Rehabilitation Center, with a total of 60 beds (which are dedicated to
serving patients with special rehabilitative needs, including spinal cord and closed-head injuries).
These beds are not subject to Certificate of Need review and are designated to serve specific
populations.

Map 8-1 shows the general Long-Term Care Planning Districts and Table 8-1 presents the
projected nursing home bed need by Planning District. Both the map and table appear in the
criteria and standards section of this chapter

104 Long-Term Care Beds for Individuals with Mental Retardation and Other
Developmental Disabilities

Mississippi had 2, 745 licensed beds classified as ICF/MR (intermediate care facility for the
mentally retarded) in FY 2006. The Department of Mental Health (MDMH) operates five
comprehensive regional centers that contain 2,055 active licensed and staffed beds. There are also
five proprietary facilities operate the remaining 669 beds. The residents of the MDMH’s regional
centers, although they have mental retardation/developmental disabilities, also have severe
physical disabilities that result in their requiring care at the nursing home level. Regular nursing
facilities are not equipped to serve these individuals.

Map 8-2 shows the MR/DD Long-Term Care Planning Districts and Table 8-2 presents the
MR/DD nursing home bed need by Planning District. Both the map and table appear in the criteria
and standards section of this chapter.
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Community Living

The Department of Mental Health has achieved significant progress in developing community
living alternatives for persons with mental retardation and developmental disabilities. The
prevailing philosophy on the national and state level is to shift emphasis from large institutions to
small specialized facilities within the community. Individuals placed in these facilities need long-
term treatment programs that may last for several years. In theory, ICF/MR facilities are
transitional — individuals should eventually reach a level of functioning that would allow them to
move to a less restrictive environment. Rehabilitative and habilitative training programs continue
as long as the individual remains in the facility.

Information pertaining to community living alternatives in Mississippi consisting of either group
homes or supervised apartments contact the Department of Mental Health, Office of Planning and
Public Relations.

105 Alzheimer’s Disease and Other Related Dementia

The National Institute on Aging estimates that up to 4.5 million are people are Americans with
Alzheimer’s disease. The disease usually begins after age 60, and the risk increases with age.
While younger people also may develop Alzheimer’s, it is much less common. About 5 percent of
men and women ages 65 to 74 have Alzheimer’s disease, and nearly half of those age 85 and older
may have the disease. It is important to note, however, that Alzheimer’s disease is not a normal
part of aging. The National Institute on Aging also estimates that 1.8 million persons in the United
States have Alzheimer’s disease and other severe dementia. In addition, one to five million people
is estimated to have mild or moderate dementia.

Increasing age is the greatest risk factor for Alzheimer's, and with 78 million baby boomers now in
their 60s, the estimated prevalence is set to go up to 7.7 million by 2030. The Centers for Disease
Control and Prevention (CDC) reports that Alzheimer's is now the seventh leading cause of death
in the U.S. and the fifth leading cause of death for those over 65. One of the reasons the disease is
on the rise is because of success in reducing deaths due to other diseases. According to the CDC,
between 2000 and 2004 death rates have come down for heart disease by 8 percent, stroke by 10.4
percent, breast cancer by 2.6 percent, and prostate cancer by 6.3 percent. But deaths due to
Alzheimer’s have risen by 33 percent in the same period.

105.01 Alzheimer’s/Dementia and Effects on Health Status

In general, health status declines with aging, as individuals become more frail and susceptible to
multiple chronic illnesses. Cognitive losses become a leading cause of functional and physical
decline. As the disease progresses, the individual begins to experience loss in performing personal
care tasks and cognitive-dependent home management tasks. These activities are referred to as
activities of daily living (ADL) and instrumental activities of daily living (IADL), respectively.
Persons with dementia who need physical and behavioral intervention may include persons
ranging from ambulatory individuals who are able to do some ADL tasks to individuals who need
total care. Estimates of how many persons need both ADL and IADL services range from nine
percent of persons who are 65 to 69 years old to 45 percent or above for those 85 and older.

Informal networks of families and other caregivers provide the bulk of the care and services for

individuals with dementia. Often the caregivers, who endure their loved one’s cognitive loss and
assume heavy burdens of care over a prolonged period of time, become the less visible victims of

2009 State Health Plan 3 Chanter &8 I.ong-Term Care



dementia. As time progresses, the caregivers may begin to experience stress-related illnesses and
may become more susceptible to problems of advancing age. As the individual’s illness worsens,
the caregiver may require help from formal health services or a facility that offers long term
residential services.

Events which precipitate an individual’s move from a home environment to a nursing facility are
usually related to circumstances, specific events, or symptoms that cause care-giving in the home
setting to be too burdensome, stressful, or unsafe. This decision is usually entailed by sickness
and/or death of a spouse or care-giver. The challenge for family and care-givers is to determine
when home care becomes inappropriate and institutional care becomes a necessity, not a choice.

105.02 Alzheimer’s/Dementia Facilities and Services in Mississippi

The moratorium on long term care beds has been lifted occasionally to provide Certificates of
Need for nursing facility beds for individuals with Alzheimer’s disease in the northern, central,
and southern portions of each of the Long-Term Care Planning Districts. Mississippi has a total of
240 Medicaid eligible Alzheimer’s beds. Additionally there are seven private facilities offering
long term skilled nursing care with a total of 126 beds statewide. For less advanced stage
Alzheimer’s, there are six personal care/assisted living facilities offering Alzheimer’s Units with
117 beds statewide.

The MDMH has established the Division of Alzheimer’s Disease and Other Dementia, with the
responsibility of developing and implementing state plans to assist with the care and treatment of
persons with Alzheimer’s disease and other dementia, including the development of community-
based day programs and training needed by caregivers. Two adult day programs for individuals
with Alzheimer’s disease/Other Dementia are currently serving as pilot projects: Central
Mississippi Residential Center operates Footprint Adult Day Services in Newton, and Region 6
Community Mental Health Center (Life Help) operates Garden Park Adult Day Center in
Greenwood. Each program is presently serving 20 persons at a time, and running at full capacity.
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106 Certificate of Need Criteria and Standards for Nursing Home Beds

Note: Should the Mississippi State Department of Health receive a Certificate of Need application
regarding the acquisition and/or otherwise control of major medical equipment or the provision of
a service for which specific CON criteria and standards have not been adopted, the application
shall be deferred until the Department of Health has developed and adopted CON criteria and
standards. If the Department has not developed CON criteria and standards within 180 days of
receiving a CON application, the application will be reviewed using the general CON review
criteria and standards presented in the Mississippi Certificate of Need Review Manual and all
adopted rules, procedures, and plans of the Mississippi State Department of Health.

106.01 Policy Statement Regarding Certificate of Need Applications for the Offering of
Nursing Home Care Services

1. Legislation

a. The 1990 Mississippi Legislature imposed a permanent moratorium which
prohibits the MSDH from granting approval for or issuing a Certificate of Need to
any person proposing the new construction of, addition to, expansion of, or
conversion of vacant hospital beds to provide skilled or intermediate nursing home
care, except as specifically authorized by statute.

b. Effective July 1, 1990, any health care facility defined as a psychiatric hospital,
skilled nursing facility, intermediate care facility, intermediate care facility for the
mentally retarded, or psychiatric residential treatment facility that is owned by the
State of Mississippi and under the direction and control of the State Department of
Mental Health is exempted from the requirement of the issuance of a Certificate of
Need under Section 41-7-171 et seq., for projects which involve new construction,
renovation, expansion, addition of new beds, or conversion of beds from one
category to another in any such defined health care facility.

c. The 1999 Mississippi Legislature temporarily lifted the 1990 moratorium to allow
a 60-bed nursing facility to be added to each of 26 counties with the greatest need
between the years 2000 and 2003. The Legislature also permitted CONs for 60
nursing facility beds for individuals with Alzheimer’s disease in the northern,
central, and southern parts of each of the Long-Term Care Planning Districts, for a
total of 240 additional beds.

d. Effective April 12, 2002, no health care facility shall be authorized to add any beds
or convert any beds to another category of beds without a Certificate of Need.

e. Effective March 4, 2003, if a health care facility has voluntarily delicensed some
of its existing bed complement, it may later relicense some or all of its delicensed
beds without the necessity of having to acquire a Certificate of Need. The
Department of Health shall maintain a record of the delicensing health care facility
and its voluntarily delicensed beds and continue counting those beds as part of the
state’s total bed count for health care planning purposes.
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2. Long-Term Care Planning Districts (LTCPD): The MSDH shall determine the need
for additional nursing home care beds based on the LTCPDs as outlined on Map 4-1.
The MSDH shall calculate the statistical need for beds in each LTCPD independently
of all other LTCPDs.

3. Bed Need: The need for nursing home care beds is established at:

0.5 beds per 1,000 population aged 64 and under
10 beds per 1,000 population aged 65-74
36 beds per 1,000 population aged 75-84
135 beds per 1,000 population aged 85 and older

4.  Population Projections: The MSDH shall use population projections as presented in
Table 4-1 when calculating bed need. These population projections are the most recent
projections prepared by the Center for Policy Research and Planning of the Institutions
of Higher Learning (March 2005).

5. Bed Inventory: The MSDH shall review the need for additional nursing home beds
using the most recent information available regarding the inventory of such beds.

6. Size of Facility: The MSDH shall not approve construction of a new or replacement
nursing home care facility for less than 60 beds. However, the number of beds
authorized to be licensed in a new or replacement facility may be less than 60 beds.

7.  Definition of CCRC: The Glossary of this Plan presents the MSDH’s definition of a
“continuing care retirement community™ for the purposes of planning and CON
decisions.

8.  Medicare Participation: The MSDH strongly encourages all nursing homes
participating in the Medicaid program to also become certified for participation in the
Medicare program.

9.  Alzheimer’s/Dementia Care Unit: The MSDH encourages all nursing home owners to
consider the establishment of an Alzheimer’s/Dementia Care Unit as an integral part of
their nursing care program.

106.02 Certificate of Need Criteria and Standards for Nursing Home Care Beds

If the legislative moratorium were removed or partially lifted, the MSDH would review
applications for the offering of nursing home care under the statutory requirements of Sections
41-7-173 (h) subparagraphs (iv) and (vi), 41-7-191, and 41-7-193, Mississippi Code of 1972,
as amended. The MSDH will also review applications for Certificate of Need according to the
applicable policy statements contained in this Plan; the general criteria listed in the Mississippi
Certificate of Need Review Manual; all adopted rules, procedures, and plans of the MSDH; and
the specific criteria and standards listed below.

Certificate of Need review is required for the offering of nursing home care services, as
defined, if the capital expenditure exceeds $2,000,000; if the licensed bed capacity is increased
through the conversion or addition of beds; or if nursing home care services have not been
provided on a regular basis by the proposed provider of such services within the period of
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twelve (12) months prior to the time such services would be offered. Certificate of Need review
is required for the construction, development, or otherwise establishment of new nursing home
care beds regardless of capital expenditure.

1. Need Criterion: The applicant shall document a need for nursing home care beds
using the need methodology as presented herein: The Long-Term Care Planning
District wherein the proposed facility will be located must show a need using the
following ratio:

0.5 beds per 1,000 population aged 64 and under
10 beds per 1,000 population aged 65-74
36 beds per 1,000 population aged 75-84
135 beds per 1,000 population aged 85 and older

2. The applicant shall document the number of beds that will be constructed, converted,
and/or licensed as offering nursing home care services.

3. The MSDH should consider the area of statistical need as one criterion when awarding
Certificates of Need in the case of competing applications.

4. Any applicant applying for nursing home beds who proposes to establish an
Alzheimer’s/Dementia Care Unit shall affirm that the applicant shall fully comply with
all licensure regulations of the MSDH for said Alzheimer’s/Dementia Care Unit.

106.03 Certificate of Need Criteria and Standards for Nursing Home Beds As Part of a
Continuing Care Retirement Community (CCRC)

Entities desiring to establish nursing home beds as part of a CCRC shall meet all applicable
requirements, as determined by the MSDH, of the policy statements and general CON criteria
and standards in the Mississippi Certificate of Need Review Manual and the CON criteria and
standards for nursing home beds established in this State Health Plan.
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107 Certificate of Need Criteria and Standards for Nursing Home Care Services for
Mentally Retarded and other Developmentally Disabled Individuals

107.01 Policy Statement Regarding Certificate of Need Applications for the Offering of
Nursing Home Care Services for Mentally Retarded and Other Developmentally
Disabled Individuals

1. Legislation

a. The 1990 Mississippi Legislature imposed a permanent moratorium which
prohibits the MSDH from granting approval for or issuing a CON to any person
proposing the new construction, addition to, or expansion of an intermediate care
facility for the mentally retarded (ICF/MR).

b. Effective July 1, 1990, any health care facility defined as a psychiatric hospital,
skilled nursing facility, intermediate care facility, intermediate care facility for the
mentally retarded, or psychiatric residential treatment facility which is owned by
the State of Mississippi and under the direction and control of the State
Department of Mental Health is exempted from the requirement of the issuance of
a Certificate of Need under Section 41-7-171 et seq., for projects which involve
new construction, renovation, expansion, addition of new beds, or conversion of
beds from one category to another in any such defined health care facility.

c. Effective April 12, 2001, no health care facility shall be authorized to add any beds
or convert any beds to another category of beds without a Certificate of Need.

d. Effective March 4, 2003, if a health care facility has voluntarily delicensed some
of its existing bed complement, it may later relicense some or all of its delicensed
beds without the necessity of having to acquire a Certificate of Need. The
Department of Health shall maintain a record of the delicensing health care facility
and its voluntarily delicensed beds and continue counting those beds as part of the
state’s total bed count for health care planning purposes.

2.  MR/DD Long-Term Care Planning Districts (MR/DD LTCPD): The need for
additional MR/DD nursing home care beds shall be based on the MR/DD LTCPD:s as
outlined in Map 4-2.

3. Bed Need: The need for MR/DD nursing home care beds is established at one bed per
1,000 population less than 65 years of age.

4.  Population Projections: The MSDH shall use population projections as presented in
Table 4-5 when calculating bed need.

5. Bed Limit: No MR/DD LTCPD shall be approved for more than its proportioned share
of needed MR/DD nursing home care beds. No application shall be approved which
would over-bed the state as a whole.
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6. Bed Inventory: The MSDH shall review the need for additional MR/DD nursing home
care beds utilizing the most recent information available regarding the inventory of
such beds.

107.02 Certificate of Need Criteria and Standards for Nursing Home Beds for Mentally
Retarded and Other Developmentally Disabled Individuals

If the legislative moratorium were removed or partially lifted, the Mississippi State Department
of Health would review applications for MR/DD nursing home care beds under the statutory
requirements of Sections 41-7-173 (h) subparagraph (viii), 41-7-191, and 41-7-193, Mississippi
Code 1972, as amended. The MSDH will also review applications for Certificate of Need
according to the applicable policy statements contained in this Plan; the general criteria as
listed in the Mississippi Certificate of Need Review Manual; all adopted rules, procedures, and
plans of the Mississippi State Department of Health; and the specific criteria and standards
listed below.

Certificate of Need review is required for the offering of MR/DD nursing home care services,
as defined, if the capital expenditure exceeds $2,000,000; if the licensed bed capacity is
increased through the conversion or addition of beds; or if MR/DD nursing home care services
have not been provided on a regular basis by the proposed provider of such services within the
period of twelve (12) months prior to the time such services would be offered. Certificate of
Need review is required for the construction, development, or otherwise establishment of new
MR/DD nursing home care beds regardless of capital expenditure.

1. Need Criterion: The applicant shall document a need for MR/DD nursing home
care beds using the need methodology as presented below. The applicant shall
document in the application the following:

a. using the ratio of one bed per 1,000 population under 65 years of age, the state
as a whole must show a need; and

b. the MR/DD Long-Term Care Planning District (LTCPD) where the proposed
facility/beds/services are to be located must show a need.

2. The applicant shall document the number of beds that will be constructed/converted
and/or licensed as offering MR/DD nursing home care services.

3. The MSDH shall give priority consideration to those CON applications proposing the
offering of MR/DD nursing home care services in facilities which are 15 beds or less in
size.

108 Policy Statement Regarding Certificate of Need Applications for a Pediatric
Skilled Nursing Facility

1. The 1993 Mississippi Legislature authorized the Department of Health to issue a
Certificate of Need for the construction of a pediatric skilled nursing facility not to exceed
60 new beds.
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2. A pediatric skilled nursing facility is defined as an institution or a distinct part of an
institution that is primarily engaged in providing to inpatients skilled nursing care and
related services for persons under 21 years of age who require medical, nursing care, or
rehabilitation services for the rehabilitation of injured, disabled, or sick persons.

3. The MSDH will review applications for the construction of pediatric skilled nursing
facility beds using the general CON review criteria and standards contained in the
Mississippi Certificate of Need Review Manual, criteria and standards for nursing homes
and MR/DD facilities contained in the State Health Plan, and all adopted rules,
procedures, and plans of the Mississippi State Department of Health.

4.  Effective April 12, 2002, no health care facility shall be authorized to add any beds or
convert any beds to another category of beds without a Certificate of Need under the
authority of Section 41-7-191(1)(c).

5.  Effective March 4, 2003, if a health care facility has voluntarily delicensed some of its
existing bed complement, it may later relicense some or all of its delicensed beds without
the necessity of having to acquire a Certificate of Need. The Department of Health shall
maintain a record of the delicensing health care facility and its voluntarily delicensed beds
and continue counting those beds as part of the state’s total bed count for health care
planning purposes.
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Map 8-2
Mentally Retarded/Developmentally Disabled Long-Term Care
Planning Districts and Location of Existing Facilities
(ICF/MR - Licensed)
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Source:  Mississippi Department of Health and
Mississippi Department of Mental Health
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Table 8§ -2

2008 Projected MR/DD Nursing Home Bed Need

(1 Bed per 1,000 Population <65)’

2010 . Projected Difference
Projected Z“MI;';:“S“' MR/DD Bed
Pop. <65 Need
Mississippi 2,533,613 2,724 2,534 -190
District I 619,374 602 619 17
Alcorn 28,263 28 28
Benton 6,104 6 6
Calhoun 10,976 11 11
Chickasaw 14,767 15 15
Coahoma 24,773 132 25 -107
DeSoto 131,632 132 132
Grenada 19,177 19 19
Itawamba 19,678 20 20
Lafayette AL T2 470 38 -432
Lee 65,953 66 66
Marshall 31,792 32 32
Monroe 31,043 31 31
Panola 31,246 31 31
Pontotoc 24,883 25 25
Prentiss 22,421 22 22
Quitman 8,828 9 9
Tallahatchie 11,685 12 12
Tate 23,888 24 24
Tippah 17,657 18 18
Tishomingo 14,840 15 15
Tunica 9,015 9 9
Union 22,578 23 23
Yalobusha 10,463 10 10
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Table 8 - 2 (continued)
2008 Projected MR/DD Nursing Home Bed Need
(1 Bed per 1,000 Population <65)

2010 2 Projected Difference
Projected 2"05312:;:"“" MR/DD Bed
Pop. <65 Need
District 11 855,700 687 856 169
Attala 15,757 16 16
Bolivar 23,131 33 33
Carroll 8,707 9 9
Choctaw 8,020 8 8
Clay 17,957 18 18
Hinds 206,884 207 207
Holmes 17,918 18 18
Humphreys 9,988 10 10
Issaquena 2,115 2 2
Leake 18,272 18 18
Leflore 30,809 31 31
Lowndes 50,618 51 51
Madison 79,717 132 80 -52
Montgomery 9,271 9 9
Oktibbeha 40,040 140 40 -100
Rankin 124,530 415 125 -290
Scott 24,516 25 25
Sharkey 4,986 5 5
Sunflower 29,947 30 30
Warren 40,133 40 40
Washington 49,559 50 50
Webster 7,909 8 8
Yazoo 24,916 25 25
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Table 8 - 2 (continued)
2008 Projected MR/DD Nursing Home Bed Need
(1 Bed per 1,000 Population <65)

2010 : Projected Difference
Projected 2004;‘;;:““‘1 MR/DD Bed
Pop. <65 Need

District 111 650,057 1,175 650 -525
Adams 24,387 24 24
Amite 10,711 11 11
Claiborne 10,816 11 11
Clarke 13,892 14 14
Copiah 25,962 26 26
Covington 17,250 17 17
Forrest 68,607 69 69
Franklin 6,928 7 7
Greene 13,642 14 14
Jasper 15,576 16 16
Jefferson 8.027 8 8
Jefferson Davis 11157 11 11
Jones 55,684 712 56 -656
Kemper 9,192 9 9
Lamar 41,083 41 41
Lauderdale 64,102 64 64
Lawrence 11,621 12 12
Lincoln 29,112 140 29 -111
Marion 21,271 21 21
Neshoba 25,437 25 25
Newton 18,404 18 18
Noxubee 9,795 10 10
Perry 11,105 11 11
Pike 34,056 34 34
Simpson 24,215 323 24 -299
Smith 12,632 I3 13
Walthall 12,317 12 12
Wayne 18,212 18 18
Wilkinson 8,619 9 o]
Winston 16,245 16 16
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Table 8 - 2 (continued)

2008 Projected MR/DD Nursing Home Bed Need

(1 Bed per 1,000 Population <65)

2010 " Projected Difference

Projected 2"051532““‘1 MR/DD Bed

Pop. <65 Need
District IV 408,482 260 408 148
George 18,445 18 18
Hancock 40,615 4] 41
Harrison 169,196 260 169 -91
Jackson 120,720 121 121
Pearl River 46,173 46 46
Stone 13,333 13 13

! Data may not equal totals due to rounding.
26 2009 State Health Plan
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Chapter 07 Acute Care

Mississippi had 98 non-federal medical/surgical hospitals in April 2008, with a wtal of 11.076
licensed acute care beds {plus 134 beds held in abeyance by the MSDH). This total also mcludes one
rehabilitation hospital with acute care beds and one OB/GYN hospital. This total excludes long term
acute care {LTAC), rehabilitation, psychiatric, chemical dependency, and other special purpose beds,
In addition, numerous facilities provide specific health care services on an outpatient basis. Some of
these facilities are freestanding; others are closcly affiliated with hospitals. Such facilities offer an
increasingly wider range of services, many of which were once available only in inpatient acute care
seftings. Examples include diagnostic imaging, therapeutic radiation, and ambulatory surgery,

100 General Medical/Surgical Hospitals

The 98 acute care medical/surgical hospitals reportied 10,090 beds set up and staffed dunng 2007,
or 91.1 percent of the total licensed bed capacity. Based on beds set up and stafTed, the hospitals
experienced an overall occupancy rate of 51,12 percent and an average length of stay of 4.93 days.
When calculating the occupancy rate using total licensed bed capacity, the overall occupancy rate
drops to 47.14 percent. Using these statistics and 2010 projected population totals, Mississippi had
a lcensed bed capacity to population ratio of 3.72 per 1,000 and an oceupied bed to population
ratio of 1,75 per 1,060, Table 11-1 shows the licensed hospital beds by service areas.

These statistics indicate an average daily census in Mississippa hospitals of 5,222, leaving
approximately 5,854 unused licensed beds on any given day. Fiftv-mne of the state’s hospitals
reported occupancy rates of less than 40 percent during FY 2007, Officials expect the low
DCCUpancy rates o continue because of cost-containment pressures and the increased use of
outpalient services.

Mississippi requires Certificate of Need (CON) review for all projects that increase the bed
complement of a health care facility or exceed a capital expenditure threshold of 52 million. The
law requires CON review regardless of capital expenditure for the construction, development. or
other establishment of a new health care facility, including a replacement facility; the relocation of
a health care facility or anv portion of the facility which does not involve a capital expenditure and
is more than 5 280 feet from the main emtrance of the facility; and a change of ownership of an
cxisting health care facility, unless the MSDH receives proper notification at least 30 days in
advance, A health care facility that has ceased to treat patients for a period of 60 months or more
must receive CON approval prior to reopening. Finally, a CON is required for major medical
equipment purchase if the capital expenditure exceeds 31.5 million and is not a replacement of
existing medical equipment.

A statewide glut of licensed acute care beds complicates planning for community hospital
services. There are far more hospital beds than needed. The average use of licensed beds has been
le=s than 30 pereent in recent years, With fow cxceplions, the surplus is statewide, The continued
presence of surplus hospital beds in all planning districts, and in nearly all counties with acute care
hospitals, raises a number of basic planning questions:

o  Does the “camrying cost™ of maintaining unused beds raise operating cost unnecessarily?

# Do the surpluses, and any associated cconomic burdens, retard the introduction of new and
more cost effective practices and services?

» Do existing services providers maintain unwarranted surpluses 1o shield themselves from
competition. as augured by some polential competitors?
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s Should the space allocated to surplus beds be converted to other uses, particularly if doing so
would avoid construction of new space, or facilities, to sccommodate growing cutpatient
caseloads?

[ the larpe surpluses mask need for additional services and capacity in some regions and
reduce the sensitivity and responsiveness of planners and regulators to these legitimate
community needs?

#  [Mothe continuing surpluses, and the view of them by stakeholders and other interested
parties, creale an environment that invites policy intervention by legislators and other

responsible parties?

These questions are unusually difficult wo answer definitively. That they arise not infrequently
suppest the imporance of reducing excess capacity where it is possible to do so and 15 not likely to
resull in problematic consequences. The Department urges each hospital 1o voluntarily reduce the
licensed bed capacity to equal its average daily census plus a confidence factor that will assure that
an unused hospital bed will be available on any piven day.
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Table 11 -1
Licensed Short-Term Acute Care Hospital Beds by Service Area

FY 2007
Licensed | Ahevanee | Averape Dnily Average Lrﬂuﬂl
Fagiliny Bl Berds Census Oecupancy Rate of Stay

| General Hospital Service Area | 1444 41 105846 s =
Alliance Healtheare System A 1 12.9% M LA
Bapusa Memerial Hospieal - Boemevitle 14 H 2342 X203 5.8
Bapist Memasial Hospital-Gaolden Triangle ZES 0 11450 B =L
Bapuiss Memprial Hospital - Monh Miss i 0 12274 5.0 443
Baptis2 Memorial Hospital - Unicn Cousnty 151 i 4158 20,93 379
Callour Health Services in 0 1032 1273 82l
Chaoctmw Coumiy Medicol Center 25 b LRI 1O T 5.50
ailmaore Memorial Hospital, Ing s | LT 17040 355
foarenuda Lake Medicul Cender 156 '} 5147 22 489
laka Harspatal 45 { 1H.44d 393 44K
Magnolia Begional Health Censier 145 i T1.33 5140 KRG
Warth b i Medical Certer 554 i 4442 il b 4.57
ettt Wliss Muedical Cemter-West Poant il 1 2520 4943 jas
Marh Ok Regional Medical Center Ty 0 18.52 2585 4.50
Soxubee Genernl Critical Access Hospizal 25 0 T4 2012 129
Oknibbeha Coundy Hospital by i 3534 153 165
Miomeer Communiiy Hospital of Aberdeen s '} T84 | 3 137
Pangodnc Health Services 15 (] 212 214 e,
Tippah Courdy Hiospital 20 25 11.59 g 435
Trace Kegicnal Hospital ke 1] 15.80 17413 483
Tri-Lakes Muoedical Conter 7 1 540 i) 334
Websler Health Services is 0 21595 hl A2 464
Winston Medical Cemter it 16 1305 1750 &9
ulubusha General Hospital M 1] 4.7} 1445 4.3
General Hosplial Serviee Area 2 1,560 46 632,79 46.75 465
Baptist Memoerial Hospital = DeSoin L1 o |72.78 X583 4.7
Bolivar Medical Cenler 15 i Ll 2 LR 4.0
Dzl Begiomal Madical Conter-West Campus 57 4l Hs 1284 1147
Dl Begional Modical Center m [ 14380 5450 4 K
fareenwasd Leflore Hospatal 1HS 1 12218 S0 4493
Humphreys County Memeeial Hespital 14 i 11.2% 21 441
kilmichiel Hespical 14 i 304 13,99 128
barihe Sunflower Couny Hospidol is n 1310 LEREL fr. 300
bepmihwess Miss Regionnl Modical Conivr 141 i #1353 43 83 4.l
Houwitman Coungy Hispital kR K] 1281 i IH 403
Sowth Sunflower County Hospital 49 13 | 05 31412 1K5
Tallohaichic General Hospiial & ECF g 0 136 p 5T 13z
Toler Hiolmees Memorial Hospital ] i1 R.51 2889 KR
Liniversity Hespital Clinics - Holmes Counly s 0 .00 ELEE | Ak3
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Table 11 - 1 {continued)
Licensed Short-Term Acute Care Hospital Beds by Service Aren

FY 2007
Licensed | Abevance | Average Dally | Occupancy | Average Lenathy

|Facilities Beds Beds Census Rate of Stay
Ceeneral Ilml_pil.ﬁl Service Area 3 332G 1] 105158 ELE 4.90
Central Mississipps Medical Center A0 0 121.84 Skadn 5.23
L latborng County Hospiial 33 0 1032 3225 357
Hardy Wilson Memorial Hospital 35 i 17.68 50.53 .56
TefT Davis Community Hospital 5 ] o7 27.00 523
King's Daughters Hospital-Yazoo City 35 0 19.21 54.90 453
King's Daughters Medical Cemer |2 0 3938 3244 1n5
Lawrence County Hospital 15 ] &0l 2405 1.23
Madisom County Medical Center 1) 0 31.38 46.84 4.22
Magee General Hospital s ] 0 71.33 11145 398
Mississippi Baptist Medical Center 541 0 282.75 521 ]
Miss Methodist Rehabilitation Center +H 0 41 (o1 5.24
Momford Jenes Memorial Hospizal 71 0 2654 RN 4.62
Patiens' Choree Medical Center 0 ] O.ES 2.4 11649
Rankin Medical Cerder 134 ] & Bd 4540 .42
Fiver Chaks Hospatal i i T4.33 712 .80
River Region Healib System il il 142,56 Sl 4.6
Scatt Regional Hosposal KL i 1618 53.45 4.
5 E Lackey Memuorinl Hospital is il 21.79 62.215 ialy
Sharkey - Issagquena Community Hospizal 249 L 37 234 555
Simpsen CGenernl Hiospital is il 11,53 11RO 413
St Dhrimic-Jackson Memorial Hospical 417 {0 173.04 f3.44 4.54
Limiversity Hispital & Clinics fafid il 3Ti.63 5t 57 LRLE
Woman's Hospdtal - River Ozks B} 1] 2588 21.31 140
General Hospital Service Area 4 E15 14 356,26 4L18 475
Alliamce Health Center £ i 13,70 2015 R
Allzmce Laird Hosgial 25 {¥ REG 3545 X3
H.C. Waikins Memorial Hespial, Inc. 15 ] .24 2454 358
JeAT Anderson Regwonal Medical Comer i ik 60,30 6l.65 554
Meshioba General Haspaal B2 i 2259 28,14 4.2
Mewtem Regional Hogpital L i 13.52 A, 398
Riley Memirial Hospital 1) i Mpag FX AT 4,25
Rush Foundation Hespial ] i 0059 42127 T
General Hosphtal Service Area £ 523 i 245,66 44.41 4.14
Beaclam Memorial Hospitol ki) i 16.71 4517 5.43
Field Memonal Community Hospial 15 b T 3004 5, 5H
Franklin Couniy Memsorial Hospaal M iy 14.36 395 538
Jeferson County Hospital kL H | .63 62,17 862
Mate e Community Haspital 101 H] 4511 4467 Bl
Mateher Regonal Medical Center 154 1 5130 i3I .91
Southwes Miss Regional Moedical Center 14} 1 TORG 57,04 40
Walthall County Gereral Hospital 5 ] 10.41 4l.63 333
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Table 11 - 1 {continued}

Licensed Short-Term Acute Care Hospital Beds by Service Area

FY 2007
Average
# Licensed | # Beds in | Average  |Decupancy| Length
Facility Beds | Abevance | Daily Census|  Rate of Stay
Ceeneral Hospital Service Area b 1,073 28 60617 56,49 488
Covington Coamty Hospatal 35 0 4,65 41,98 516
Forrest General Hospital 400 0 282,22 T0.55 511
Greene County Hospital 3 0 037 1217 106
Jasper Cieneral Hospital 16 0 .43 550 505
Marion General Hospital 23 28 29,89 58,61 4.48
Perry County General Hospital 30 0 .30 3094 W3]
South Central Regional Medical Center 275 0 151.534 55.0% 5.65
Wayne Creneral Hospital #i i 33.56 41.495 425
Wesley Medical Center 211 0 138,39 0.4 N [
General Hospital Service Area 7 1,495 0 621.47 41.57 454
Biloxi Regional Medical Center 153 {0 RE.52 5T.RS 4.6
Garden Park Medical Center 130 0 51.39 39.53 4.68
Cieorpe County Hospatal 53 0 2437 4395 a7
CGulf Coast Medical Center 144 0 16,55 11.449 508
Hancock Medical Center 47 L} 14.62 58.49 3.07
Highland Communiry Hospital 95 0 | E.44 19.41 282
Memerial Hospital at Gulfiport 303 0 205 48 h7.A2 542
Cheean Springs Hospiial 136 i Y46 FLIRE 447
Pearl River Hospital & Mursing Home 24 0 .59 663 383
Singing River Hospital RS L QR 5d 25.59 4.51
Stone County Hospital 25 i 5510 22.04 370
TOTAL 11,076 134 5212174 47.14 4.43

Mote: Chcupancy rate 1= calculated based on total numiber of hoensed bedz and beds in abevance,
Source: Apphicotion for Renewal of Hospital License for Calendar ¥ ear 2007;
Diviston of Health Planning and Resource Development, Office of Health Pelicy and Flanning

TN

Long-Term Acute Care Hospitals

A long-term acute care (LTAC) hospital is a free-standing, Medicare-centified acute care
hospital with an average length of inpatien stay greater than 25 daye that iz primanly engaged
in providing chronic or long-term medical care to patients who doe not require mone than three
hours of rehahilitation or comprchensive rehabilitation per day. As of April 2008, ten long-
term acute care hospitals were in operation. Two additional facilities, Lee County Specialty
Hospital-Tupelo and Delta Medical Cemer-Greenville, had received Cenificate of Need
authority for 67 additional LTAC beds. The following table hsts the LTAC facilities by
approved bed capacity, licensed bed capacity, percent occupancy rate (OR), number of
discharges, and average length of stay (ALOS).

2009 Suzte Health Plan
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Table 11 -2
Long-Term Acute Care Hospitals

2007
Authorive | Licensed
Facility Locstion d Beds Beds | OR% | Discharpes | ALOS
General Hospital Service Ares | Eifi 12 17.83 34| 230
Batesville Specialty Hospital - Batesville % 12 17.53 4] 13.06
Lee County Specialty - Tupelo 27 COM
Ceenernl Hospital Service Ares 2 Al 40 69.13 433 I3.084
Greenwood Specialty Hospital - Grecnwond ETH] 40 6813 33| 23.08f
Deha Regional Medical Center Greenville 40 CON
General Hospital Service Aren 3 148 149 TL.85 1,429 2833
Miss Hospital for Restorative Cane « Jackson 25 25 7143 189 3871
Promiss Specialty Hospatal - Yicksburg 35 35 6t 31 3153 2498
Hegency Hospatal of Jackson - lackson Lo 36 T4 48 123 2931
Select Specialty Hospital of Jackson = Jackson 53 53 74,62 tad| 2658
General Hospital Service Aren § q20 RO 140.50| a77| 15897
Regency Hospital of Meridian « Mendan 41 L1y 2105 dal] 2587
Specialiy Hospital of Mendian - Mendian 44 44 = Sl6] 1616
Gieneral Hospital Service Aren 6 k] 33 a025 44| 34963
EE':“'-".'I" Hospatal of Southem Massissipp - H.i‘,ll;li::"il:ll,:lrg_ 13 i3 80,25 M4l 2R
Gieneral Hospital Service Aren 7 &0 Gl 7.2 30 26.TH
Sclect Specialiy Hospital-MS Gulf Coast - Gulfpor &Il (il 3121 Wz 2679
TOTAL 487  3H4 6761 151D 26.82

Source: Apphication for Renewal of Hospual License for Calendar Year 2007

1002 Rural Acute Care Hospitals

Currently, 71 of the 97 non-federal acute care hospitals in the state are in rural areas (located
outside of Metropolitan Statistical Areas). These 71 hospitals represented 54 percent of the
total number of licensed acule care beds in 200. Of these 71 hospitals, 51 (718 percent) have

fewer than 100 beds, and 38 (53 percent) have fewer than 50 beds.

In 2006, 35 hospitals with fewer than 100 beds reponted occupancy rates of less than 40

percent; six reporied occupancy rates of under 20 percent.

The lederal povernment has taken several actions to help rural hospitals, including the swing-
bed program, the small Medicare-dependent hospitals provision, Rural Health Outreach grants,
and Rural Health Metwork grants. These grants encourage hospitals 1o form consortia with
other providers 1o deliver new services to unserved rural populations, Congress changed the
Rural Health Clinie Act 1o encourage the establishment of freestanding or hospital-hased
clinics using mid-level practitioners, with services reimbursed on a cost basis for hospitals
under 50 beds. Congress has also increased funding for the Mational Health Service Coms,
which could imcrease inpatient physician referrals to hospitals located in Health Professional

Shortage Arcas.
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In addition, the federal government established a new classification of small rural hospitals,
called Critical Access Hospitals. The critical access hospital, or CAH, is eligible to receive
cost-based reimbursement for services provided to Medicare patients. In return, the facility is
limited in the number of inpatient beds that can be operated and the length of time that a patient
can stay in that hospital.

100.03  Swing-Bed Programs and Extended Care Services

Federal law allows hospitals of up to 100 beds to use designated beds as “swing beds™ to
alternate between acute and extended care. Patients occupy swing-beds for a few days 1o
several wecks. Hospitals must meet several requirements for certification as swing-beds under
Moedicare and Medicaid, Federal centification requirements focus on eligibility, skilled nursing
facility services, and coverage requirements. Eligibility criteria include rural location, fewer
than 100 beds, a Certificate of Need; and no waiver of the 24-hour nursing requirement.

In addition to meeting acute care standards, swing-bed hospitals must also meet six standards
for nursing facility services. These standards involve patients' nghts, dental services,
specialized rehabilitative services, social services, patient activities, and discharge planning.
Swing-bed hospitals have the same Medicare coverage requirements and coinsurance
provisions as nursing facilities. Many patients, particularly elderly patients, no longer need
acute hospital care but are not well enough to go home. Swing-beds enable the hospital to
provide nursing care, rehabilitation, and social services with a goal of retuming patients 1o their
homes. Many of these patients would become nursing home residents without the extended
peried of care recerved in a swing-bed,

Swing-beds provide a link between inpatient acute care and home or community-based services
in a continuum of care for the elderly and others with long-term needs. 1f return to the
community is not possible, the swing-bed hospital assists the patient and family with nursing
home placement. The swing-bed concept may help alleviate the problem of low wtilization in
small rural hospitals and provide a new source of revenue with few additional expenses.
Additicnally, swing-beds allow hospitals 10 better utilize staft during periods of low ocoupancy
in acute care beds,

100,03.01 Swing-Bed Utilization

Fifty-four hospitals participated in the swing bed program in 2007, These hospitals reported
6,780 admissions 1o swing beds during Fiscal Year 2007, with 89,435 patient days of care
and an average length of stay of 12.01 days. The number of days of care provided in swing
beds was cquivalent to approximately 245 nursing home beds.

The swing-hed program offers a viable alternative to placement in a nursing home for short-
term convalescence, Duning the year, only about 13 percent of the patients who were
discharged from a swing-bed went to a nursing home; 65 percenl went to a personal care
home; 33 percent were referred to home health, 8 percent were readmitted 1o acute care, and
2 percent wenl home. |
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11 Trauma

Trauma is the leading cause of death for all age groups in Mississippi from birth to age 44,
Serious injury and death resulting from trauma events such as vehicle crashes, falls, and
lrearms claim 2,000 lives and disable 6,000 Mississipptans cach vear. Trauma victims reguire
immediate, expert attention.

Following the recommendations of a Trauma Care Task Force, the Mississippi Legislature
authorized the MSDH to develop a statewide trauma care system, develop a Mississippi
Trauma Care Plan, and established a permanent trust fund 1o finance the system. The Trauma
Care Trust Fund receives funding through a 55 assessment on all moving irallic violations. The
fund provides administrative functions at both the state and regional levels.

1101 Mississippi Tranma Care Svstem

Through the Trauma Care Plan, MSDH has designated seven trauma care regions; each
incorporated as a 300¢-2 organization and contracts with the MSDH to develop and
implement a Regional Trauma Plan, The Mississippi Trauma Care System Plan includes the
seven regional plans, and allows for referral agreements between trauma facilities and for
trawma patients 1o be transported 1o the “most appropriate” trauma Tacility [or their injunes.

Trauma facility designation levels set specific criteria and standards of care that puide
hospital and emergency personnel in determining the level of care a trauma victim needs
and whether that hospital can care for the patient or transfer the patient 1o a Trauma Center
that can admimster more definitive care,

Level I Trauma Centers must have a full range of trauma capabilities, including an
emergency department, a full-service surgical suite, intensive care unit, and
diagnostic imaging. Level [ centers must have a residency program, ongoing tranma
resedrch, and provide 24-hour trauma service. These hospitals provide a variety of
other services to comprehensively care for both trauma patients and medical patients.
Level | Trauma Centers act as referral facilities for Level 11, 111, and IV Trauma
Centers. The Liniversity of Mississippi Medical Center (LIMMOC) in Jackson is the
only Level 1 facility in the state.

Level 11 Tranma Centers must be able to provide initial care 1o the severely injured
patient. These facilities must have a full range of trauma capabilities, including an
emergency depantment, a full service surrical suite, an intensive care unit, and
diagnostic imaging. Level Il Trauma Centers act as referral facilities for Level 111 and
IV Trauma Centers.

Level 11 Trauma Centers must offer continuous gencral surgical coverage and
have the ability to manage the initial care of many injured patients. Level 111 Trauma
Centers must alzo provide continuous erhopedic coverape. Transler agreements must
be in place with Level [ and 11 Trawma Centers for patients that exceed the Level 11
Trauma Center’s resounces.

Level 1V Trauma Centers provide initial evaluation and assessment of injured
patients. Most patients will require transfer 1o facilities with more resources
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dedicated 1o providing optimal care for the injured patients. Level [V Trauma Centers
must have transfer agreements in place with Level 1, I1, and 11 Trauma Centers

10002 Coerrent Status of Mississippi Trauma Care

Uncompensated medical services, staft shorapges including both surgeons and nurses, and
restrictions on resident hours have combined to ereate reductions in both the number of
available trauma beds and the number of trauma centers in Mississippi (and nationally),
despite the funding available from the Mississippi Trauma Care Trust Fund for hospitals
participating in the Mississippi Trauma Care System. The state’s only Level 1 trauma
center, UMMC has had difficulties filling trauma positions and has been forced 10 reduce
the number of trauma beds available because of the staff shortages. Nationally, there are
increasing demands for federal funds (o be designated toward trauma svstems 1o offset these
trends in hospitals facing staffing problems getting out of trauma care or reducing the
number of trauma beds available, Until federal funds are provided, states are lef 1o take up
the slack in providing assistance to a growing problem in trauma care.

In response to concemns about the state of Mississippi s trauma care and the Mississippi
Trauma Care System (and Plan). the 2007 Legislature authorized a Task Force to review the
status of trauma and burm care in Mississippi and present a report 10 the Governor and the
2008 Lepislature. The Task Force 15 working to conclude the review, determine funding
requirements for trauma care, and make findings and recommendations hased on the study
by December 1, 2007, MSDH is providing staff support and a point of contact for the Task
Force work. For more information on the Trawma Care System or trauma in general, please
see the MSDH trauma website al: hitpy‘'www.ems.doh.ms.gov/trauma'index_html

101.03  Emergency Medical Services

Emergency medical services (EMS) are health care services delivered under emergency conditions
that oceur as a result of the patient”s condition, natural disasters, or other situations. Emergency
medical services are provided by public, private, or non-profit entities with the authority and the
resources to effectively administer the services.

Approximately 50 percent of the state’s 82 counties presently panticipate in regional EMS
programs, Counties not participating are lefl 10 provide services on an individusl basis,

The four EMS districts and participating counties are as follows:

o Morth Mississippt EMS Authority (seven participating counties): Calhoun, | Ttawamba,
Lafayette, Lee, Pontotoc, Tishomingo, and Union;

o Central Mississippi EMS [istnct (35 participating counties): Adams, Amite, Attala,
Carroll, Chickasaw, Choctaw, Claibome, Coahoma, Copiah, Greene, Holmes, Jefferson,
Kemper, Lauderdale, Leflore, Marshall, Monroe, Montpomery, Neshoba, Newton,
Moxubee, Panola, Pearl River, Pike, Scott, Simpson, Sunflower, Smith, Tallahatchie,
Tunica, Warren, Washington, Wilkinson, Winsien, and Yazoo;
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= Southeast Mississippi Air Ambulance District (eight participating counties): Covington,
Forrest, Jefferson Davis, Lamar, Marion, Perry, Stone, and Walthall. This district is the
oldest continuing publicly supported air ambulance svstem in the United States.

* Harrison and Jackson counties have each formed EMS districts focusing on EMS training.

Mississippi has five helicopter air ambulance services based within the state in Hattiesburg,
Tupelo, Jackson, Batesville, and Corinth. In addition, six out-of-state air ambulance services are
licensed to serve Mississippi. In total, Mississippi has 94 licensed ambulance providers, including
nine oul-of-state providers: two in Alabama, two in Arkansas, two in Louisiana, and three in
Tennessee. There were 519 permitted vehicles in 2006: 523 ground units, 3 fixed wing, and 15
rotary wing units.

102 Therapeutic Radiation Services

Therapeutic radiology (also called radiation oncology or radiation therapy) is the treatment of
cancer and other diseases with radiation, Radiation therapy uses high energy light beams (x -ray or
gamma rays ) or charged particles (electron beams or proton beams) to damage critical biological
molecules in tumor cells. Radiation in various forms is used to kill cancer cells by preventing them
from multiplying. Therapeutic radiation may be used to cure or control cancer, or to alleviate some
of the symptoms associated with cancer (palliative care).

In radiation therapy, a non-invasive treatment can be given repetitively over several weeks to
months and can be aimed specifically at the area where treatment is needed, minimizing side
effiects for uninvolved normal tissues. This repetitive treatment is called fractionation because a
small fraction of the total dose is given each treatment. Radiotherapy can only be performed with
lingar accelerator (linac) technology. Conventionally administrated external beam radiation
therapy gives uniform dose of radiation to the entire region of the body affected by the tumor.
Only a small variation of the dose is delivered to various pans of the tumor. Radiotherapy may not
be as effective as stereotactic radiosurgery, which can give higher doses of radiation 1o the tumor
itself.

Stereotactic radiosurgery is a highly precise form of radiation therapy used primarily to treat
turnors and other abnormalities of the brain. Despite its name, stereotactic radiosurgery is a non-
surgical procedure that uses highly focused x-rays (or in some cases, gamma rays) Lo treal certain
types of tumors, inoperable lesions, and as a post-operative treatment (o eliminate any leftover
tumor tissue, Stereotactic radiosurgery treatment involves the delivery of a single high-dose= or in
some cases, smaller multiple doses—of radiation beams that converge on the specific area of the
brain where the tumor or other abnormality resides. Using a helmet-like device that keeps the head
completely still and a three-dimensional computer-aided planning software, stereotactic
radiosurgery minimizes the amount of radiation to healthy brain tissue.

Stereotactic mdiosurgery is an important alternative to invasive surgery, especially for tumors and
blood vessel abnormalities located deep within or close to vital areas of the brain. Radiosurgery is
used to treat many types of brain tumors, benign or malignant, primary or metastasis.
Additionally, radiosurgery is used o treat anteriovenous malformations, a tangle of expanding
blood vessels that disrupts normal blood flow to the brain and is the leading cause of stroke in

young people.
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Three basic types of stereofactic radiosurgery are in common use, each of which uses different
instruments and sources of radiation:

Gamma Knife, which uses 201 beams of highly focused gamma rays. Because of its incredible
accuracy, the Gamma Knife is ideal for treating small to medium size lesions,

Linear accelerator (LINAC) machines, prevalent through the world, deliver high-energy x-ray
protons or electrons in curving paths around the patient’s head. The linear accelerator can perform
radiosurgery on larger tumors in a single session or during multiple sessions {fractionated
sterectactic radiotherapy). Multiple manufacturers make linear accelerator machines, which have
names such as: Axess®, Clinac®, Cyberknife®, Novalis®, Peacock®, TomoTherapyi,
Trilogy®, X-Knife, etc,

Particle beam (proton) or cyclotron is in limited use in North America. Another tvpe of
radiation therapy used in Mississippi is brachytherapy. Unlike the external beam therapy, in which
high-energy beams are generated by a machine and directed at a tumor from outside the body,
brachytherapy involves placing a radioactive material directly into the body. Brachytherapy
racliation implantation was performed on 2,135 patients in 14 of the state's hospitals during FY
2006,
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103  Diagnostic Imaging Services

Diagnostic imaging equipment and services, except for magnetic resonance imaging, positron
emission tomography, and invasive digital angiography, are reviewable under the state's
Certificate of Need law only when the capital expenditure for the acquisition of the equipment and
related costs exceeds $1.5 million. The provision of invasive diagnostic imaging services, ie.,
invasive digital angiography, positron emission tomography, and the provision of magnetic
resonance imaging services require a Certificate of Meed if the proposed provider has not offered
the services on a regular basis within 12 months prior to the time the services would be offered,
regardless of the capital expenditure.

Equipment in this category includes, but is not limited to: ultrasound, diagnostic nuclear
medicine, digital radiography, angicgraphy equipment, computed tomographic scanning
equipment, magnetic resonance imaging equipment, and positron emission tomography.

Interventional Radiology

[nterventional rmdiology 15 a subspecialty of mdiology in which minimally invasive procedures are
preformed using image guidance. Some of these procedures are done for purely diagnostic purposes
{e.z., angiogram), while others are done for treatment purposes (e.g., angioplasty). Pictures (images)
are used to direct these procedures, which are usually done with needles or other tiny instruments like
small tubes called catheters. The images provide road maps that allow the Interventional Radiologist
to guide these instruments through the body 1o areas of interest,

The advancements in the field of radiological imaging led to rapid development in interventional
procedures in the 1970s. Cardiovascular procedures were found to be particularly well-suited for
guided and minimally invasive operations, and catherization remains as one of the main applications
for interventional radiology. Common interventional imagining methods include x-ray Auoroscopy,
computer tomography, ultrasound, and magnetic resonance imaging. Fluoroscopy and compater
tomography use ionizing radiation that may be potentially harmful 1o the patient and, in the case of
fluoroscopy, the interventional radiologist. However, both methods have the advantage of being fast
and geometrically accurate, Ultrasound suffers image quality and tissue contrast problems, but is also
fast and inexpensive. Magnetic resonance provides superior tissue contrast, af the cost of being
expensive and requiring specializred instruments that will not interact with the magnetic fields prosent
in the imaging volume.
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Table 11-3
Facilitics Reporting Megavoltage Therapeutic Radiation Services

by (zeneral

Hospital Service Area

FY 2005 and FY 206

Number of

Facility Mumber and Type of Unit | Treatments (Visits)
20005 2006

Cxeneral Hospital Service Area 1 34,899 36,142

Baptist Memorial Hospital - Golden Trangle | 1 - Lin-Ace (6=-1EMV) 1,312 146,043
Baptist Memaorial Hospital - Nomth Miss I - Lin-Acc (6-18MV) 12,725 4 BET
Mapnolia Regional Health Center I = Lin-Acc (6-13MV) 3713 31457
Morth Miss Medical Center 2 - Lin-Ace (6MVY £ 1EMY) 11,147 11,755
Cremeral Hospital Service Area 2 21,716 19,007

Baptist Memorial Hospital - DeSolo 2 - Lin-Ace (6=18MV) 6,375 7.4l
Bethesda Regional Cancer Center of NW' [ 1 - Lin-Acc (6MV) 3,429 2,250
Delta Cancer Institute’ 2 « Lin-Agc (0-18MV) 6,481 6.075
North Central Miss Cancer Center | - Lin-Acc (BMV) 5,431 3,621
Cremeral Hospital Service Arca 3 50,8531 49,634

Cancer Center of Vicksburg' 1 - Lin-Ace (6-15MVY) 5,320 5,134
Central Miss Medical Center 2 - Lin-Acc (6MVE 18MV) 11,823 14,043
Miss Baptist Medical Center 2 - Lin-Acc (6-18MV) 13,943 12,873

81, Dominic Hospital I - Lin-Acc (6-18MV) B.872 O6d
University Hospilal & Clinics 2 = Lin-Acc (6-18MV) 10,573 7043
Ceneral Hospital Service Area 4 10,615 9824

Anderson Cancer et 3 = Lin=Acc (6-23, 110, 6MV) 10615 0824
Ceneral Hospital Service Area 5 H.H33 8,084

Cancer Care & Diagnostic Center' | - Lin-Acc (6MV) 3,710 4,127
Southwest Miss Regional Medical Center | - Lin-Ace (6-18MY) 3,123 1,957
Ceneral Hospital Service Area 6 16,951 15,824

Forrest Creneral Hospital 2 - Lin-Acc (6MY) 13,505 13,104
South Central Miss Cancer Center' 2 - Lin-Acc (6 & 15MV) 3,446 2,630
Czeneral Hospital Service Area 7 15849 13,003

Biloxi Radiation Oncology Center’ b - Lin-Ace (6MV) 2,937 2,224
Memaorial Hospital an Gulfport 2 - Lin-Acg (6-18 & 15MY) LA f, 405
Singing River Hospital | - Lin-Acc (6-18MV) 4,603 4,204
State Total 159,694 151,528

! Indicates Freestanding clinics,

Sources: Applications Fos Beiewal of Hospatal Licerse for Caletdkir Years 20006 and 2007, and Fiscal Years 2002 and

2y Annual Hospital Repons

2000 State Health Plan
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103,01 Computed Tomographic (CT) Scanning

Should the capital expenditure for the acquisition of fixed or mobile CT scanning services,
equipment, and related costs exceed $1.5 million, the CON proposal will be reviewed under the
general review criteria outlined in the maost recenl Certificate of Nead Review Manua! adopied
by the Mississippi State Department of Health and the following utilizetion standards:

# A proposed wnil must be able 1o generate a minimurm of 2,000 HECTz (See Table 7-4 for
HECT conversion table) by the second wvear of operation.

o Providers desinng CT capability must be properly utilizing 20,000 general radiographic
imaging procedures per vear,

Tahble 11- 4
Head Equivalent Conversion Table (HECT)

Yearly Number | : -
Type of Scan of Patlents Conversion Factor| HECTS
Head without Contrast 500 1.00 500
Head with Contrast S0} 1.25 625
Head with and without Contrast 20 1.75 350
Body without Contrast 10 1.50 150
Body with Contrast 200 1.75 350
Baody with and without Contrast 0 2.75 Bas

* Formula: Yearly Mumber of Patienis X Conversion Facior = HECTs

103.02  Magnetic Resonance Imaging (MRI)

Magnetic resonance imaging (MRI) is a diagnostic imaging technique that employs magnetic
and radio-frequency fields to produce images of the body non-invasively. Magnetic resonance
imaging is similar to CT scanning in that it produces cross-sectional and sagittal images
withouwt potentially harmiful ionizing radiation, producing an image nol distored by bone mass,
The equipment and its operational speciflications continue 10 be refined.

Eighty-six facilities (hospitals and free-standing) in Mississippi operated fixed or mobile based
MR umits in FY 2006. These facilities performed a total of 238,782 MRI procedures during
the year, Four additional facilities received Centificate of Need approval to provide MRI
services, Table 7-5 presents the location, tvpe (fixed or mobile and number of units per
facilityv), and wtilization of MRET equipment throughout the state in 2005 and 2006,
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Table 11 -5
Location and Number of MRI Procedures by General Hospital Service Area
FY 2005 and FY 2006

o . Typeof Smmber of MRI Dugn.:l'
Faciliny Chiy Couney Equipment Procedures Operation
205 1,00 0idh
Leemeral Hespital Serviee Area | 51,260 IR
Bapnist Memenial Hespital - Booneville Beoneville  JPreniss F HER L M-F
Bapnist Memorsal Hespital - Golden Triangle Columbis Lowndes Fi2) 4 300 1, o h-F
Bapnist Memonial Hospital - Nonh Miss Cncfond Lafayeite F{2) 1.B%R 4. 2ixth M-F
Bapnist Memonial Hospital - Unicn Cousity New Alhany  [Union F 200 1,734 M-F
Gilmore Memoarial Hospital, Ine. Amory Manroe bl 1460 1374 | M, W.F
Grensda Lake Medical Ceprer Caerida Cirettada F 1024 2,008 M-F
Imaging Center of Columbus Columbus Lo nubiess F2) 4,245 4144 M-F
Imaging Cor_ of Excellence Inszibaie - MSL Starkville Chatibsheha F Lo L M-F
Imaging Center of Gloster Creek Village Tupels Lee F 1,008 1718 M-F
Magnolia Regional Health Cener Cennth Alcom 2 4472 4850 | M-Sun
Medical Imaging @ Barmes Crossing Tupela Lee M COM [ M-Thurs
Medical Imaging @ Crossover Road Tupela Lee F 2452 M-F
Merth Miss Medical Center Tupehs Lee Fi+) Ly, L I4,Tam M-F
tprth Miss Medical Cenier - Eupora { Al Fupora Websicr b OO 258 MW
Morth Miss Medicsl Cenrer - [uka (al) lizka Tishomenge bl o135 A58 -F
fepeth Miss Medicsl Cemer - Wes Paim Wt Peant JClay L TR Gain M-F
Morth Missisippi Spons Medicene Tupehs Lee F %1 7 M-F
Cikribbeha Courty Hospanal Suarkville Ciaibhiha F 1,687 2,240 M-F
Pipreer Community Hospsial Aherdeen Planries I - k| M. F
P&L Contracing Ratesville Panols B 1,023 323 | M TuTh
Walohusha Ii-uwinHS.H]]* Water Valley [Yalohusha | 453 4d13 W
Trace Reganal Haspid {AL) Haustin ek L 15 i3 T
Fri-Lakes Medical Cenler Hatesville Fanoia b 518 173 F
Ceeneral Hosplial Service Area 2 19,14 1,135

Haphist Memonal Hospatal - DeSoso Souithaven CrSota Fil] 5,268 LR EET I
Balvar Medical Center Cleveland Balivar bl 1,710 ) M-F
Carvel Diagnostic Imaging live Branch |Deboto F 5326 339D M-F
Delta Regponal el Cerder Gireenville Washingion F 2,24 1121 M-F
Cireenwoesd Leflore Hospitd Greenwood | Leflore F 3,355 Il M-F
Morthwest Miss Regsonal Medicad Cemer Clarksdale Caahoma b 1,781 1 Aty M-F
Tyber Halmes Memonal Hospstal (5611 Winoma Mangpomery M 54 2001 M
sauthaven Dhagnest (dba Carvel Imaging) Souihaven Defoba bl Jaf 4 W
sauth Suntkraer County Hospital (5MI1)* Incliarcla Sunflower M £l 457 W
Linsversity Hospaial Clinics Lexingiom Holmes b Jadl 534 W
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Table T-5 (continued)
Location and Number of MR1 Procedures by General Hospital Service Area

FY 2005 and FY 2004
Sumber of MHEI Days of
Furility City Connty _T}_‘pl.' o Frocedures (peratinn
Equipment—5ns Tion | 20k
Coeneral Hospleal Service Area 3 67,546 71163
Baptisl Madizon Couwnty Imaging Center bl anbizan Sadison b OO CiOM [ 1Y
Central Miss [rngnostics Juckson Hinds F 2457 2567 M-F
Cenrral Miss Medical Center Juckson Himids Fitd 4,715 6,712 M-F
rentiss Regional Hospital (S5 Prentiss Jeff Davis b 54 132 Th
Ling’s Davghilers Modscal Cemter Briokhaven | Lmealn Ml Gl 1.142 M-F
resciuska Medical Clinic Fooeitesh Antnky F 2383 2211 M-F
alsion Imaging Madison Madisom COM O A
iz Baptist Medical Center Juchaon Himids Frapdly 10513 9912 M-F
Pl Diaprstic lmaging Center Fliwansd Rankin F{Z} 7,792 G.421 M-F
Siss Spons Medieine & Orbopedic Jacksom Hinds Fi2y 1420 3444 8-F
Maonfor Jones Memoral Hospial konsciuskao Airaka F 304 M-F
Cipen MEL of Fackson Flomwcnwl Fankin b | 1. 703 1,637 M-F
Open Sl RE - Hardy Woikson Haspatal Hazlehurs |Capiab M sal G4l WM& F
ankin Medical Censer Brandom Rankin F | 535 | &IX] M-F
wbgelund Dizgrestic Center el Madson ™ Al Jivd W.F
iver Chaks Hospital Flomwonsd Rankin F 75K 4210 M-F
veor Fegion Health Syspem Vicksburg Warren F 132 404 M-F
Scont Regional Hospial Slormon S b 230 2 M&EF
iE Lackey Maemorial Haspital Fawrmest Soab % 136 &17 W
harkey - Issaquena Hospiial (sh1# Rpilaing Fork  fSharkey b3 16l 175 Tui
ampson Cenerald Hospital (SMMI* Mendenhall Simpsom | |55 k] W
g Coutity Hespical {SMIPE Stanticel o Lawrenee 4l A 1492 Tu
aqree General Hospaal (5M10* Yapee Simpson X | 742 037 Tu, Th
sautbers Magnoste limaging Flimsonnl Rarkin F e | 5,142 M-F
£, Dominic Haspatal Jnckaon Hirids F2umA b Qa7 LB | Sun-San
Iniversaly Heapital & Climds Jiack=on Hinds F{3}) 1,247 514 M-F
Wickshurp Cringnasis: Imaging Wisksburg W armer il 657 M| Tu &k Th
Ceemeral Hospital Serviee Area 4 16,744 18,251
I. T, Waikins Memorial Hosprial uitman ICIuIL{“ b Th P45 Th
E.'Ii:l‘l' Hunspitak LImicin Mewiom ol L WY 574 Sl W F
Meshoba General Hespital Fhilaclelphiz  [™eshoba Y 1 b 1.745 | Tw The Sa
(Cnhopacdic Imaging Assecintes, LLC sleredian Liudendnle bl Wik Tud Th
ewdon Regional Hespital (S Mewlon Mewion A KT U} M
egivnal Medical Suppon Censer, Ing.' Sleridian Lauderdale Fiay .00 1.011 M-F
wsh Medieal Giroup™ Mleridian Lauslerdale FL2y i, THE LRCE M-F
ush Orthopessbic & Sports Mad Clinac Yleridian Lauderdale 1 it SRE Tu & Th
Ceemeral Hospltal service Area 5 6,451 T,01
W althall County Hosptal (5017 Tylerteawn Walthall Ml 24 Ky W
Matcher Cosmemanity Hospital Mutches Adams " 284 1 Tud F
Open Auar of Miss Lou-Maiches Regional Mabches Adlams F EN TS X247 8-
Sonsthwest Mizs Regional Medical Cender mlol b |l"ik-: F 3003 1 XRS5 NlF
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Table 11-5 (continued)

Location and Number of MEI Procedures by General Hospital Service Area

FY 2005 and FY 2006

_ Type of SNumber of MRI Days of
Faciliy iy Couniy qu]ipmml Procodures Chperation
215 G 200

Cieneral Hospitol Service Area & 12,188 Ta620
Furrest Giepemal Hospins Haeieshurg Forres Fid) b, 975 THIE Wi-5a
Herieshurg Clmie, PLA Hattieshurg Fornest F 7,350 LR %1-5u
Slarion Gensra! Hospical (SM0)* Ciolambia Murion M L X Aa W
fipen Aar MR of Laurcl Laurel Jartwes F 1386 4115 M-
South Cemtral Regional Modical Cenrer Lauret Jores F 1564 3105 M-F
Paouthern Bone & Joind Specialist, PA Hirieshurg Fiarnest Fi2) 5, s fr, 295 M-k
Southern Madical Ensging Hamicshurg Forre F 1,781 2. 1M M-F
Wayne County Hospital Waymeshors | Wayne | OO 334 MW
Wiesley Medical Cender Hattieshurg Larmiar F 1583 4,525 a-F
Location and Mumber af MBI Procedures by Service Area - 2005- 2006

Cieneral Hospital Service Area 7 13407 14,483
Balow Regronal Modusad Center Halowss Harrison F £212 5005 M-F
fooasial County Imaging Services Giulfpon Harrison F O Of M,
Kaarden Park Medical Center CiulFpor Harrison F 1,068 156 M-
K iporge County Hospical Lucedale Ceoorge F 4 Fd M-
oulf Coast Muedical Cemter Bl Harrizon F 1,532 1AKE] M-F
Hunceck Moedical Cender Bay 51 Lonis  |Haneock F 1,543 i+ 8 BT
Highkand Commaniry Hospicsl ey Pearl River M o 3T M-F
Semonial Hospeial 1 Gulfpon Gulfpon Harrison T2 6,021 3470 M-l
Slemuontal Hospital a Gulblpost Orange Gnove  |Harrisan F 0 TN M
fiocan Springs Hospal Quean Sprimgs [Jackaon F 13516 ER 1.3 M-
fopen MEB] - Codur Lake Ll fpaom Harrizon Find 5373 SR M-
K ipen MRI - Compass Sile Ciulfpem Harrisan F 1182 4.7 hi-Sa
FOMEB, Ene. dba Open MERD Giulfpom Harrisomn M2} 1483 2195 W1-Th
Finging River Hospital Pascageala Jackson E 5.4460 3973 M-I
Ptate Todal 2264077 1 TE

F - Fixed Lnit

b - Maobile Ui

=5cont Madacal hmagmg

' Regional Medical Support Center, Ine. performs MRl for Jefl Anderson Regional Medical Cencer, Riley Memoral

Hoespinal, & Rush Foundation Hespital:

* Rush Medical Group performs MR1s for Rush Foundation Hospital,
Sources: Applications for Rencwal of Hospital Livense for Cobendor egrs 2003 prad 20086 Fiseal Yoar 2005 ang 2006
Annunl Hospital Reports; OY 2006 MEI Utitheation Survey
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103.03  Digital Subtraction Angiography (I)SA)

Drigital Subtraction Angiography (D5A) is a diagnostic imaging procedure that combines a
digital processing unit with equipment similar to that used for standard fluoroscopic
procedures. A radiopague dye is injected into the patient; a computer then compares the pre-
injection amd post-injection images and subiracts any interfering bone and tissue structures
obscuring the artertes. The X-ray pictures are converted (o a digital form, which can be
electronically manipulated and stored. Through the electronic manipulation, the images can be
enhanced and further refined to give detailed information about the patient's vascular anatomy
without additional X-ray exposure.

In some cases, the use of DSA may eliminate the need for anterial catheterization, which many
times carries & higher risk factor. Because the digital method is more sensitive to contrast
materials, a lesser amount is penerally needed in a piven area, and intravenous injection of
contrast may be sufficient. When required, intra-anteral imection can be done using less
corlrast FIL'.l' slud}'.

Due 1o itz relative safety and pood patient acceptance, DSA may be performed on a repear
basis in cases where risk and cost of conventional angiopraphy might otherwise preclude a
series of follow-up studics, Such studies can provide valuable information regarding the natural
history of a variety of vascular diseases and the long-term resulis of various therapeutic
interventions, I¥SA also allows safer screening of the elderly, who have a high risk of
cerebrovascular disease.

Most DA studies can be performed in less than one hour and are appropriale as an outpatient
procedure, whereas conventional angiography usually requires a hospital stay of one or two
davs. Twenty-five hospitals in the state provide DEA and reported 46,442 procedures during
2006,

DSA equipment performs several types of procedures. These procedures include examination
of the carotid areries, intracranial areries, renal aneries, aortic arch, and peripheral leg
arteries. A variety of anatomical and functional studies of the heart and coromary arteries are
alse performed.

103.04 Positron Emission Tomography (PET)

Positron emission tomography (PET) is a mimimelly invasive imaging procedure in which
positron-emitting radionuclides, produced either by a cyclotron or by a radio-pharmaceutical
producing generator, and a gamima camera are used 10 create pictures of organ function rather
than structure. PET scans provide physicians a crucial assessment of the ability of specific
tissues o function normally.

PET can provide umigue clinical information in an economically viable manner, resulting ina
diagnostic accuracy that affects patient management. PET scans provide diagnostic and
prognostic patient information regarding cognitive disorders; for example, identifying the
differences between Alzheimer's, Parkinson's, dementia, depression, ¢erebral disorders, and
mild memaory loss. PET scans also provide information regarding psychiatric disease, brain
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tumors, cpilepsy, cardiovascular disease, movement disorders, and ataxia. Research shows that
clinical PET may obviate the need for ather imaging procedures,

PET installations generally take one of two forms: a seanner using only generator-produced
tracers (basic PET unit) or a scanner with a ¢yclotron {enhanced PET unit), The rubidium-82 is
the only generator approved by the FDA 10 produce radiopharmaceuticals. Rubidium limits
PET services to cardiac perfusion imaging.

A PET scanner supported by a cvelotron can provide the capabilities for imaging a broader
range of PET services, such as oncology, neuroloey, and cardiolozy. Manufacturers of PET
equipment are providing more user-friendly cyclotrons, radiopharmaceutical delivery systems,
and scanners which have drastically reduced personnel and maintenance requirements, These
changes have made the cost of PET studies comparable to those of other high-technology
studies.

Table 7-6 presents the location, type (fixed or mobile), and utilization of PET equipment
throughout the state in 2006, Twenty-four hospitals and three free-standing clinics provided a
total of 7,657 PET procedures during FY 2006,

104 Extracorporeal Shock Wave Lithotripsy (ESWL)

The lithotripter is a medical device which disintegrates kidney or biliary stones (gallsiones) by
using shock waves. ESWL treatment is noninvasive and therefore avoids surgical intervention,
The FDA has approved ESWL for the trestiment of kidney stones, but has not approved an ESWL
machine for the treatment of biliary stones. Mississippi no longer requires a Centificate of Need for
this service as of July 1, 2006,

Thirty-six Mississippi hospitals and three free-standing facilities doing 4,008 procedures provided
renal ESWL services in Mississippi during FY 2007. Table 7-7 presents the location, type (fixed
or mobile), and utilization of renal ESWL equipment by facility by hospital service areas,

105 Cardiac Catheterization

Cardiac cathelerization, predominately a diagnostic tool that is an integral part of cardiac
evaluation, bnngs topether two disciplines: cardiac catheterization (the evaluation of cardiac
function) and angiography (X-ray demonstration of cardiac anatomy). Cardiac catheterization
includes various therapeutic interventions: dilation of coronary obstructions by percutansous
transluminal coronary angioplasty (PTCA), acute lysis of coronary clots in evolving myocardial
infarctions by injection of intracoronary streptokinase, electrical ablation of abnormal conduction
pathways, and closure of patent ductus arteriosus in infants.

Any facility performing diagnostic cardiac catheterizations withoul open-hean surgery capability
must maintain formal referral agreements with a nearby lacility 1o provide emergency cardiac
services, including open-heart surgery. Such a facility must also delineate the steps it will take o
ensure that high-risk or unstable patients are not catheterized in the facility. Additionally, a facility
wilhout open-hearnt surgery capability must document that more complex procedures are not
performed in the facility, Such procedures include, but are not limited wa: PTCA, transseptal
puncture, transthoracic left ventricular puncture, and myocardial hiopsy.
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MNote: Percutancous Transluminal Coronary Angioplasty (PTCA) is an angiographic
technigue 10 improve myocardial blood flow by dilating focal atherosclerstic stenoses in coronary
arteries. The technique consists of mechanically induced coronary vasodilation and recanalization.
It is expected to result in the restoration of blood flow through segmentally diseased coronary
arteries. PTCA involves the passage of a balloon-tipped flexible catheter into a site of artenial
narrowing. The balloon is inflated in situ to dilate and recanalize the obstructed vessel. Specially
trained physicians perform the procedure on hospitalized patients with symplomatic coronary
artery disease (CAD) who meet the required patient selection critera.

Section 41-7-191(1)(d), Mississippi Code of 1972, as amended, requires Certificate of Need
review for the establishment and'or offering of cardiac catheterization services if the proposed
provider has not offered such services on a regular basis within 12 months prior to the time the
services would be offered. Table 7-8 presents the utilization of cardiac catheterization services in
2016,

106 Open-Heart Surgery

Open-heant surgery, defined as any surgical procedure in which a heart-lung machine is used o
maintain cardiopulmonary functioning, invoelves a number of procedures, including valve
replacement, repair of cardiac defects, coronary bypass, heart transplantation, and artificial heart
implant.

Section 41-7-191{1 Wd). Mississippi Code of 1972, as amended, requires Certificate of Need
review for the establishment and/or offening of open-heart surgery services if the proposed
provider has not offered such services on a regular basis within 12 months prior to the time the
services would be offered.

Table 7-9 presents the utilization of existing facilities. Map 7-2 in the criteria and standards

section of this chapter shows the Cardiac Catheterization/Open-Heart Surgery Planning Arcas
{(CC/OHSPAs) and the location of existing services.
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Table 11- 6
Location and Number of PET Procedures by General Hospital Service Area

FY 2006
Facilitv Finatlos Type of Number of PET

L E quipaeemnt Procedures

Cieneral Hospital Service Area | 2 R2

Baptist Memosial Hospial - Golden Troangle Columbus B 444
Baptist Memorial Hospital - Marh Miss Crx ol F 4713
{rrenada Diagnostics Radiology, LLC Cirenada ot | 247
Magroha Regional Health Center Corindh 8| 349
Marth Miss Medical Center Tupelo it 1236
I1C at Gloster Creek Village Tupelo M 51
Creneral Hospital Service Area 2 122

Baptist Memonal Hospital - DeSoto Southhaven | 142
Bolivar Medical Center Cleveland % | a
Delta Regional Medical Cemer Gireenville M i
ireenwond Leflore Hosprial Gircenwood i) 15
Creneral Hospital Service Area 3 2356

Central Miss Medical Cerner Tacksan F 48R4
Miss Baptist Medical Center Fackson F 1077
River Begion Health System Wicksburg bt | 0
L1 Dioininie Hospital Tackson F 428
[Liniversity Hospital & Clinics Tackson F 357
General Hospital Service Area 4 87

Jeff Anderson Repional Medical Center Meridan % 2R3
Riley Hospital Mendian b 4
General Hospital Service Area 5 158

Matchez Regional Medical Center |Hm|_-h|,-.r I i 158
General Hospital Service Area 6 037

Hatesburg Clinic, A Hatticsbury ¥ hh#
South Cemral Regional Medical Center Laurel F 264
Wesley Medical Center Hatlicsburg F ]
General Hospltal Service Area 7 ]

Biloxi Regional Medical Center Biloxi b | w0
Ciarden Park Medical Center Crulfpor M 7
Gulf Coast Medical Cemter Bilaxi M ]
Memorial Hospital at Gulfpon Gulipen Y | IED
Ocean Springs Hospital Cheean Spoings ot | BR
Singing River Hospital Pascagoula M 147
Sinte Total 7657

F - Fixed Unit; M - Mabile Unin Sources: Applications for Benewal of Hospital License for Calendar Year
2007 and Fiscal Year 2006 Annual Hospital Repon
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Table 7 -7
Extracorporcal Shock Wave Lithotripsy Utilization
by General Hospital Service Area

FY 2006
) Type of Henal

by Sy Equipment Procedures

Gieneral Hospital Service Ares | 01

Raptist Memorial Hospital - Booneville Premiss | 2
Baptist Memorial Hospital - Golden Triangle Lowndes M 119
Baptist Memorial Hospital - Morih Miss Lafayeite ot ] 2449
Baptist Memorial Hospital < Union County Umon | Ha
Magnolia Regional Health Center Aloom ol | 11
Morth Miss Ambulitory Surgery Center Les | 1]
Morth Miss Medical Center Lee F 351
Chtilbbeha County Hospital CHitibbeha bl 119
Tr-Lakes Medical Center Panola 5 1
Ceneral Hospital Service Area 2 147

Bapnst Memonal Hospatal - DeSoto DieSoto Bl i}
Holivar Medical Center Baolivar I | 30
Delia Bepionzl Medical Center Washingion bl 33
Greenwood Leflore Hospial Lefpre Pl i
Mortbwest hiss RL‘ELI"D.H'. Medical Center Coghoma Il i
Cieneral Hospital Service Arca 3 1,330

Central Miss Medical Cemer Hards Ml 183
King's Daughters Medical Center - Brookhaven Lincaln bl 34l
Miss Bagrisn Medical Cenzer Hinds M 14
Fiver Claks Hospital Rankin F Al
River Regior Health System Warren P 327
St. Dominic Hospital Hinds Bl Q2
Llniversiy Hospital & Clinies Hinds Pl 13
Lienersl Hospital Service Area 4 145

efT Anderson Regional Medical Center Lauderdale Pl 133
Riley Memorial Hospital Lauderdale I 22
Rush Foundation Hospital Lauderdale | i}
Generul Hospital Service Area 5 T

Matchez Community Hospital Adams | 4
Matcher Regonal Medical Center Adams Bl 0
Southwesi Miss Regional Medical Center Fike I 6
Cieneral Hospital Service Aren b anT

Forrest General Hospiial Forrest ht | 20
Hattiesburg Clinic, P.A Forrest M 417
South Central Regional Medical Center Tones ht | 12
Wesley Medical Center Iﬂr F 148
Cieneral Hospital Service Area 7 358

Biloxi Regional Medical Center Harrson 2M 47
{rarden Park Medical Center Harrison e | ]
ol F Coast BMedical Cenmer Harrisom | {
Hangcock Medical Cemter Hancock M 0
Memorial Hospital ai Guifpon Harriszon F'M 11
Mass Coast Endoscopy Center Jackson | o
{ocean Sprimgs Hospital Jackson o b
Singing River Hospital _ |Jackson 33 L

State Taotal 4,004 |
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Fable 7-%
Cardiac Catheterizations by Facility and Tvpe
by Cardiac Catherization/Open Heart Planning Area (CC/OHSPA)
FY 2005 and FY 2006

Tatal
Total Adul Pediatrle Tatal FTCA #

Procedures Procedures Procedures Labs

Fueiliny | County Jias 206 | T0DE | K 2 ik | 200
CCMOHEPA 11,500 i 3.655 [ i J41 5 1

BMH-Golden Triamgle Lawndes il 202z 1] LH] 154 1] 1
B¥ H-Mawrth Missmsipp Lafayeiie 1.131 1,059 1] L] 289 242 2
retiada Lake Medical Cener® Cirenads 313 243 n i 0 n |
Magraodia Kegional Health Center® Alecrm | .40 | 01540 ¥} 1] 45 21 2
Womth Mississippi Medical Cemer Lo 1485 8.0 i 0 152 a0 4
CC/OHSPA T 4.549 1548 0 { 110 479 L

i:i."-'l'li DSt DBt 543 T ] ¥ 8 440 2
¢lon Regional Medical Cemer Washington el “58 K il &2 39 2
Crrecivw oind Leflore Hospital Letlone il ] ] il ] ] |
%W Missnsipps Bogional Med Coengoer® Crahpena 185 i1 ] {} 1] i} |
CCMIHSPA 2 12,216 13,420 | daT 433 2,574 140 I

Ceniral Messissippi Modseal Conter Hingls 6559 G5E ] il 1532 I60 7
ssizsapm Baptist Medical Conler Hingls 4,310 53174 ' il | 418 | 453 3
Ronkin Cardiodiogy Cenoer®*s Rankin 1 51 [ il i i Ll
et Oaks Hespical Rankin 47E 3132 ] i ] ] |
mer Region Health Svaem Warren 504 1,742 { il 2T ELEE i
e Demninee-Jackson Momorial Hospital — |Hands 2433 3150 0 il 156 T4T 4
Unnversity Hospital & Climacs Hincls 25T ] 37 432 344 4721 X
COMIHSPA 4 T13e 1,530 ] L] HEG a3 £

Jeft Amderson Medscal Conter Lauderdale 1,224 el 1] it Al e k]
Fush Founadation Hospital Lawsderdale 015 143 (1] il 2440 275 2
CCAIHSPA 5 1,544 1,541 o i 374 A X

Matehos Regiomal Medical Cenger® Adams 137 457 ] il W] ] |
SW Miss Repsenal Medscal Center Mike 1, M7 I,384 b il 374 At 2
COMMHSPA 6 4,047 1 R4E ¥ ] 1. 306 1473 7

Fiwrest Gencral Haspatal Fawrest 262 X 16l 1] il 9Ty | V75 3
Hadtieshurg Professional Association® Farrest ] ] L] i 1] L] |
Svaith Ceniral Regional Medical Center®  |Jones 351 I L] a 1 { I
Weshey Modical Comier Lumar AhHH | AN 7 1] il 37 10y 3
COMHSPA T 5,314 5,274 1 1] 2971 I.6% E

by Reganal Madweal Cenper® Hirrson ['%hd 122 (1] 0 [}] [1] I
Memorial Hospital 21 Gulfport Harmsom 3,257 2075 il oy 20el 2137 +
Hocun Sprimgs Hospital lackspm HEG (WL il i Soind ] I
Singing Kmver Hospueal Jacksem 1,034 162 il ] 450) 557 2
Siwte Total ELIR LS 41,108 | Fa7 452 | 9,234 10 E: 55

*Magnostic Cathetenizatons only

*Provides Diggnostic Cardiae Catheterizations for Rankin Medical Cemer, Women's Hospatal, and River
(rak= Hospital patients, ai River Oaks Hospital Campas

Sources: Applications for Renewal of Hospital License for Calendar Years 200& and 2007, and Fiscal
Years 2005 and 2006 Annual Hospital Reports
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CERTIFICATE OF NEED

CRITERIA AND STANDARDS
FOR
ACUTE CARE






107 Certificate of Need Criteria and Standards for General Acute Care

Mote: Should the Mississippi State Department of Health receive a Certificate of Meed application
regarding the acquisition and‘or otherwise control of major medical equipment or the provision of
a service for which specific COM criteria and standards have not been adopied, the application
shall be deferred until the Department of Health has developed and adopted CON criteria and
standards. [T the Department has not developed CON eriteria and standards within 1B0 days of
recciving a CON application, the application will be reviewed using the general CON review
criteria and standards presented in the Mississippi Cervificare of Need Review Mamyal and all
adopted rules, procedures, and plans of the Mississippi State Department of Health,

107.01  Policy Statement Regarding Certificate of Need Applications for General
Acute Care Hospitals and General Acute Care Beds

1. Acute Care Hospital Need Methodology: With the exception of psychiatric,
chemical dependency, and rehabilitation hospitals, the Mississipp State
Depariment of Health (MSDH) will use the following methodologies to praject
the need for general acute care hospitals:

a. Counties Without a Hospital - The MSDH shall determine hospital need by
multiplying the state's average annual occupied beds (1,75 i FY 2006) per 1,000
population by the estimated 2000 county population to determine the number of
beds the population could utilize. A hospital with a maximum of 100 beds may be
considered for approval if: (a) the number of beds needed is 100 or more; (b) there
is strong community support for a hospital; and {c) a hospital can be determined to
be economically feazible,

b. Counties With Existing Hospitals - The MSDH shall use the following formula
10 determine the need for an additional hospital in a county with an existing
hospital:

ADC + K(+ ADC )
Where: ADC = Average Daily Census
K = Confidence Factor of 2.57

The formula is calculated for each facility within a given General Hospital Service
Area (GHSAY then beds available and beds needed under the statistical
application of the formula are totaled and subtracted o determine bed need or
excess within each GHSA, Map 7-2 delineates the GHSAs. The MSDH may
consider approval of a hospital with a maximum of 100 heds if: (a) the number of
beds needed is 100 or more; {b) there is strong community support for a hospital;
and () a hospital can be determined to be economically feasible.

2. Meed in Counties Without & Hospital: Eight counties in Mississippi do not have

@ hospital: Armte, Benton, Carred], [ssaquena, lawamba, Kemper, Smith, and
Tunica. Most of these counties do not have a sufficient population base to
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indicate a potential need for the establishment of a hospital, and all appear 10
receive sufficient inpatient acule care services from hospitals in adjoining
countics,

3. Expedited Review: The M5DH may consider an expedited review for
Centificate of Need applications that address only license code deficiencies,
project cost overruns, and relocation of facilities or services,

4. Capital Expenditure: For the purposes of Certificate of Meed review,
transactions which are separated in time but planned to be undenaken within 12

months of each other and which are components of an overall long-range plan
to meet patient care objectives shall be reviewed in their entirely without regard
to their timing. For the purposes of this policy, the governing board of the
facility must have duly adopted the long-range plan at least 12 months prier to
the submission of the CON application.

5. No health care facility shall be authonzed to add any beds or convert any beds
1o another category of beds without & Centificate of Need.

6.  If a health care facility has voluntarily delicensed some of its existing bed
complement, it may later relicense some or all of its delicensed beds withow
the necessity of having to acquire a Centificate of Need. The Depanment of
Health shall maintain a record of the delicensing health care faciliny and its
voluntarily delicensed beds and continue counting those beds as pant of the
state’s total bed count for health care planning purposes.

107.02 Certificate of Meed Criteria and Standards for the Establishment of a General
Acute Care Hospital

The Mississippi State Department of Health (MSDH) will review applications for a Certificate
of Meed to construct, develop, or otherwise establish a new hospital under the applicable
statutory requirements of Sections 41-7-173, 41-7-191, and 41-7-193, Mississippi Code of
1972, as amended, The MSDH will also review applications for Certificate of Meed according
1o the peneral criteria listed in the Mississipnd Certificate of Need Review Manual; all adopted
rules, procedures, and plans of the MSDH; and the specific criteria and standards listed below.

1. Need Criterion: The applicant shall document a neced for a general acute
care hospital using the appropriate need methodology as presented in this
section of the Plan. In addition, the applicant must meet the other
conditions set forth in the need methodology,

2. The application shall document that the applicant will provide a "reasonahble
amount” of indigent/charity care as described in Chapter | of this Plan,
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107.03 Certificate of Need Criteria and Standards for Construction, Renovation,
Expansion, Capital Improvements, Replacement of Health Care Facilities, and
Addition of Hospital Beds

The Mizsizsippi State Department of Health (MSDH) will review applications for a Cerificate
of Meed for the addition of beds to a health care facility and projects for construction,
renovation, expansion, or capital improvement involving a capital expenditure in excess of
£2,000,000 under the applicable statutory requirements of Sections 41-7-173, 41-7-191, and
41-7-193, Mississippi Code of 1972, as amended. The MSIDH will also review applications for
Certificate of Need according to the general criteria listed in the Mississipp Certificare of Need
Review Manual, all adopted reles, procedures, and plans of the (MSIDH); and the specific
criteria and standards listed below,

The construction, development, or other establishment of a new health care facility: the
replacement and/or relocation of a health care facility or portion thercof; and changes of
ownership of existing health care facilities are reviewable regardless of capital expenditure.

1. Meed Crterton:

a. Projects which do not involve the addition of any acute care beds: The
applicant shall document the need for the proposed project. Documentation may
consist of, but is not himited to, citing of licensure or regulatory code deficiencies,
institutional long-term plans (duly adopted by the governing board),
recommendations made by consultant firms, and deficiencies cited by accreditation
agencies (JCAHC, CAP, ete ). In addition, for projects which involve construction,
renovation, or expansion of emergency department facilities, the applicant shall
include a statement indicating whether the hospital will participate in the statewide
trauma systern and describe the level of participation, if any

b. Projects which involve the addition of beds: The applicant shall document the
need for the proposed project. In addition to the documenmtation required as stated
in Meed Criterion {1 )(a), the applicant shall document that the facility in question
has maintained an occupancy rate of at least 70 percent for the most recent two (2)
YEars,

2, Bed Service TransferReallocation/Relocation:  Applications proposing the
transfer, reallocation, and/or relocation of a specific category or sub-category
of bed/service from another facility as part of a renovation, expansion, or
replacement project shall document that the applicant will meet all
regulatorydlicensure requirements for the type of bed/service being
transferred 'reallocated/relocated.

3. Charity/Indigent Care: The application shall affirm that the applicant will
provide a "reasonable amount” of indigent/charity care as descnbed in Chapter

[ of this Plun.

4,  The application shall demonstrate that the cost of the proposed project,
including equipment, iz reazonable in comparison with the cost of similar
projects in the state.
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a. The applicant shall document that the cost per square foot (per bed if applicable)
does not exceed the median construction costs, as determined by the MSDH, for
similar projects in the state within the most recent 12-month peried by more than
15 percent, The Glossary of this Plan provides the formulas 1o be used by MSDH
atalf in calculaling the cost per square foof for construction and/or
construction/renovation projects.

b. If equipment costs for the project exceed the median costs for equipment of similar
guality by more than 15 percent, the applicant shall provide justification for the
excessive costs. The median costs shall be based on projects submitted during the
most recent six-month period and/or estimated prices provided by acceptable
verdors,

5, The applicant shall specify the floor areas and space requirements, including
the following factors:

a. The gross square footage of the proposed projeet in comparison 1o state and
national norms for similar projects.

b. The architectural design of the existing facility if it places restraints on the
proposed project.

c. Special considerations due to local conditions.

6.  Ifthe cost of the proposed renovation or expansion project exceeds 85 percent
of the cost of a replacement facility, the applicant shall document their
Justification for rejecting the option of replacing said facility,

7. The applicant shall docurment the need for a specific service (i.e. perinatal,

ambulatory care, psychiatrie, etc.) using the appropriate service specific criteria
as presentad in this and other sections of the Blan,
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Map 7-1

General Hospital Service Areas
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107.04  Certificate of Need Criteria and Standards for Swing-Bed Services

The Mississippi State Department of Health will review applications for a Certificate of Need
to estahlish swing-bed services under the applicable slatulory requirements of Sections
A1-7-173, 41-7-191, and 41-7-193, Mississippi Code of 1972, as amended, The MSDH will
also review applications for Centificate of Need according 1o the general criteria listed in the
Mississippi Certificare of Need Review Manual; all adopted rules, procedures, and plans of the
Mississippi State Department of Health; and the specific criteria and standards listed below.

B2
b

L]

2008 State Health Plan

Need Criterion: The application shall document that the hospital will
meet all federal regulations regarding the swing-bed conecept. However, a
hospital may have more licensed beds or a higher average daily census (ADC)
than the maximum number specified in federal regulations for participation in
the swing-bed program.

The applicant shall provide a copy of the Resolution adopted by its governing
board approving the proposed paricipation,

If the applicant proposes to operate and staff more than the maximum number
of beds specified in federal] regulations for participation in the swing-bed
program, the application shall give written assurance that only private pay
patiems will receive swing-bed services.

The application shall affirm that upon receiving CON approval and meeting all
federal requirements for participation in the swing-bed program, the applicant
shall render services provided under the swing-bed concept Lo any patient
eligible for Medicare {Title XVII of the Social Security Act) who is certified
by a physician to need such services,

The application shall affirm that upon receiving CON approval and mecting all
federal requirements for participation in the swing=bed program, the applicant
shall not permit any patient who is eligible for both Medicaid and Medicare or
is eligible only for Medicaid to stay in the swing-beds of a hospital for mone
than 30 days per admission unless the hospital receives prior approval for such
patient from the Division of Medicaid.

The application shall affirm that if the hospital has more licensed beds or a
higher average daily census {ALMC) than the maximum number specified in
federal regulations for participation in the swing-bed program, the applicam
will develop a procedure to ensure that, before a patient is allowed to stay in
the swing-beds of the hospital, there are no vacant nursing home beds available
for that patient within a 50-mile radius (geographic area) of the hospital. The
applicant shall also affirm that if the hospital has a patient staving in the swing-
beds of the hospital and the hospital receives notice from a nursing home
located within a 30-mile radius that there is 2 vacant bed available for that
patient, the hospital shall transfer the swing-bed patient 10 the nursing home
within five days, exclusive of holidays and weekends, unless the patient's
physician certifies that the transfer is not medically appropriate.
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7. The applicant shall provide copies of transfer agreements entered into with
each nursing facility within the applicant's geographic area,

. An applicant subject fo the conditions stated in Criterion #5 shall affirm in the
application that they will be subject to suspension from participation in the
swing-hed program for a reasonable period of time by the Department of
Health if the Department, after a hearing complying with due process,
determines that the hospital has failed 1o comply with any of those
requirenments.
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108  Certificate of Need Criteria and Standards for Therapeutic Radiation Services

Note: Should the Mississippi State Department of Health receive a Centificate of Need
application regarding the acquisition and/or otherwise control of major medical equipment or
the provision of a service for which specific CON critena and standards have not been adopted,
the application shall be deferred umil the Department of Health has developed and adoped
CON critena and standards. If the Department has not developed CON criteria and standards
within 180 davs of receiving a OON application, the application will be reviewed using the
general CON review criteria and standards presented in the Mississippi Certificare of Need
Review Manual and all adopted rales, procedures. and plans of the Mississippi State
Department of Health.

108.01  Policy Statement Regarding Certificate of Need Applications for the
Acquisition or Otherwise Control of Therapeutic Radiation Equipment,
andor the Oifering of Therapeutic Radiation Services {other than Gamma
Knife)

Chapler 7 - Acute Care

Service Areas: The Mississippi State Department of Health shall determine the
need for therapeutic radiation services/units/equipment by using the General
Hospital Service Areas as presented in this chapter of the Plan. The MEDH
shall determine the need for therapeutic radmtion servicesunils/cquipment
within a given service area independently of all other service areas. Map 7-2
shows the General Hospital Service Areas,

Equipment to Population Batio: The need for therapeutic radiation units (as
defined) is determined to be ane unit per 169,683 population (see methodology
in this gection of the Plan). The MSDH will conzider out-of-state population in
determining need only when the applicant submits adequate documentation
acceptable to the Mississippi State Department of Health, such as valid patient
origin studies,

Limitation of New Services: When the therapeutic radiation unit-to-population
ratio reaches one to 169,683 in a given general hospital service area, no new
therapeutic radiation services may be approved unless the utilization of all the
existing machines in a given hospital service area averaged 8,000 treatment
procedures or 320 patients per year for the two most recent consccutive vears
as reported on the "Renewal of Hospital License and Annual Hospital Report.”™
For the purposes of this policy Cezium-=137 teletherapy units, Cobali-60
Leletherapy units desipned for use at less than 80 em 850 (source o skin
distance), old betatrons and van de Graaf Generators, unsuitable for modemn
clinical use, shall not be counted in the inventory of therapeutic radiation units
tocated ina hoespital service area.

Expansion of Existing Services: The MSIIH may consider a CON application
for the acquisition or otherwise control of an additional therapeutic radiation
il by an existing provider of such services when the applicant’s existing
equipment has exceeded the expected level of patient service, 1.e., 220 patients
per year or 000 treatments per vear for the two most recent conseculive years
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as reported on the facility's "Renewal of Hospital License and Annual Hospital
Report."

5. The introduction and diffusion of stereotactic radiosurgery (SRS) will be
controlled by favoring the replacement of obsolete conventional linear
accelerators with multifunctional linear accelerators incorporating SRS

capability,

.,  For planning purposes, a CyberKnife® will be considered a multifunctional
linear accelerator.

T ipn [lesi fi : Therapeutic radiation equipment

designated by an applicant as "backup” equipment shall not be counted in the
inventory for CON purposes. Any procedures performed on the "backup”
equipment shall be attributed 1o the primary equipment for CON purposes.

8. Definition of a Treatment Procedure: For health planning and CON purposes a
patient "treatment” is defined as one individual receiving radiation therapy
during a visit to a facility which provides megavoltage radiation therapy
regardless of the complexity of the procedure or the number of "fields" reated
during the visit.

9. Use of Eguipment or Provision of Service: Before the eguipment or service
can be utilized or provided, the applicant desiring to provide the therapeutic
radiation equipment or service shall have CON approval or written evidence
that the equipment or service is exempt from COM approval, as determined by
the Mississippi State Department of Health.

108.02  Certificate of Need Criteria and Standards for the Acguisition or Otherwise
Control of Therapeutic Radiation Equipment and/or the Offering of
Therapeutic Radiation Services (other than Gamma Knife)

The Mississippi State Department of Health will review Certificate of Need applications for the
acquisition or otherwise control of therapeutic radiation equipment and/or the offering of
therapeutic radiation services under the applicable statutory requirements of Sections 41-7-173,
41-7-191, and 41-7- 193, Mississippi Code of 1972, as amended. The MSDH will also review
applications for Certificate of Need according to the general criteria listed in the Missiszippi
Certificate of Need Review Manual, all adopted rules, procedures, and plans of the Mississippi
State Department of Health; and the specific criteria and standards listed below.

The acquisition of otherwise control of therapeutic radiation equipment is reviewable if the
equipment cost exceeds $1,500,000. The offering of therapeutic radiation services is
reviewable if the proposed provider has not provided those services on a regular basis within
the period of twelve (12) months prior to the time such services would be offered.

1. Need Criterion: The applicant shall document a need for therapeutic
radiation equipment/service by complying with any one of the following
methodologies:

a. the need methedology as presenied in this section of the Plan;
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b. demonstrating that all existing machines in the service area in question have
averaged 8,000 procedures per vear or all machines have treated an average
of 320 paticats per year for the two most recent consecutive vears; or

¢. demonstrating that the applicant’s existing therapeutic equipment has
exceeded the expected level of patients service, i.e. 320 patients per year/unit,
or 8,000 treatments per year/unit for the most recent 24-month period; or

d. demonstrating to the satisfaction of the MSDH stafl that the applicant (i) is a
hospital having a minimum of 175 licensed acute care beds as of January 1,
2001; {ii) is located more than a forty (40) mile radius from an existing
provider of therapeutic radiation services; and (iii) has the patient base
nceded to sustain a viable therapeutic radiation program, as defined by the
Therapeutic Radiation Meed Methodology, Policy Criterion # 3 docs not apply
to this Need Criterion #1 (d).

k.

The applicant must document that access to diagnostic X-ray, CT scan, and
ultrasound services 15 readily available within 15 minutes normal doving time
of the therapeutic radiation unit's location.

3. Anapplicant shall document the following:
a. The service will have, at a minimum, the following full-time dedicated siaff;
i, One board-centified radiation oncologist-in-chief
i, One dosimetrist

iii. Omne certified radiation therapy technologist certified by the American
Registry of Radiation Technalogists

iv.  Ome registered nurse

b. The service will have, at a minimum, access 1o a radiation physicist certifiad or
eligible for certification by the American Board of Radiology.

Mote: One individual may sct in several capacities. However, the application shall
affirm that when a staff person acts in more than one capacity, that staft person shall
meet, at a minimum, the requirements for each of the positions they fill,

4. The applicant shall affirm that access will be available as needed to
brachytherapy staff, treatment aides, social workers, dietitians, and phyvsical
Lherapisis,

3. Applicants shall document that all physicians who are responsible for
therapeutic radiation services in a facility, including the radiation oncologist-in-
chief, shall reside within 80 minutes normal drving tme of the facility,

. The application shall affirm that the applicant will have access o a2 modern

simulator capable of precisely producing the geometric relationships of the
treatment equipment Lo a patient. This simulator must produce high quality
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diagnostic radiographs. The applicant shall also affinm that the following
conditions will be met as regards the use of the simulator;

a. If the simulator is located at a site other than where the therapeutic radiation
equipment is located, protocols will be established which will puaranice that the
radiation oncologist who performs the patient's simulation will also be the same
radiation oncologist who performs the treatments on the patient.

b Ifthe simulator uses Muoroscopy, protocaols will be established o ensure that the
personnel performing the fluoroscopy have received appropriate training in the
required techniques related to simulation procedures.

Mote: X-rays produced by diagnostic X-ray equipment and photon beams produced
by megavoliage therapy units are unsuitable for precise imaging of anatomic
structures within the treatment volume and do not adequately substitute for a

strmulator.

T, The application shall affirm that the applicant will have access to a
compulenzed treatment planmng svstem with the capability of simulation of
multiple external beams, display isodose distnbutions in more than one plane,

and perform dose calculations for brachytherapy implants.

Mote: It is highly desirable that the system have the capability of performing CT based
treatment planning.

8.  The spplicant shall affirm that all treatments will be under the control of a
board certificd or board eligible radiation oncologist.

%.  The applicant shall affirm that the proposed site, plans, and equipment shall
receive approval from the Division of Radiclogical Health hefore service
begins.

10, The application shall affirm that the applicant will establish a quality assurance
program for the service, as follows:

a. The therapeutic radiation program shall meet, at a minimum, the physical aspects
of quality assurance puidelines established by the American College of Radiology
(ACE) within 12 months of initiation of the service.

b, The service shall establish a quality assurance program which meets, ai a
pranim, the standards established by the American College of Radiology.

1.  The applicant shall affinm understanding and agreement that failure to comply
with criterion #10 {a) and (b} may resull in revocation of the CON {afler due
process) and subsequent termination of authonity to provide therapeutic
radiation services,
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108.02.01 Thervapewric Radiation EguipmentService Need Methodoelogy

The methodology used to project the need for therapeutic radiation equipment/'sérvice is
based, generally, upon recommendations of the 1990 Therapeutic Radiation Task Force and
the puidelines contained in the publication Radiation Oncology in Integrated Cancer
MManagement. a report of the Inter-Society Council for Radiatien Oncology published in
1986, The publication is more commonly referred 1o as the "Bloe Book.”

I. Tremment/Patient Load: A realistic treatment/patient load for & therapeutic
radiation unit is 8,000 treatments or 320 paticnts per year.

2. Incidence of Cancer! The American Cancer Sociely (ACS) estimates that
Mississippi will experience 12,470 new cancer cases in 2007 (excluding basal and
squamous ccll skin cancers and in-situ carcinomas except unnary bladder cancer).
This is a drastic change from the ACS estimate of 15,120 cases in 2006 due to
change in the method of calculation. Based on a population of 2,975,551 (vear
200101 as estimated by the Center [or Policy Research and Planning, the cancer rale
of Mississippi is 4.19 cases per 1,000 population.

3. Patients 1o Recerve Treatment: The number of cancer patients expected 1o receive
therapeutic radiation treatment is set at 45 percent.

4. Population to Equipment Ratio: Using the above stated data, a population of
00,000 will penerate 419 new cancer cases each year. Assuming that 45 percent
will receive radiation therapy, a population of 16% 680 will generate approsimately
320 patients who will require radiation therapy. Therefore, a population of 169,680
will generate a need for one therapeutic radiation unir,

TO8.02.02 Therapeuric Radiation Eguipment Need Determinartion Formufa

L. Project annual number of cancer patients.

General Hospital Service 419 cazes®
Area Population X 1,000 population = Mew Cancer Cazes

*Missiszippt cancer incidence rale
2. Project the anmual nember of radiation therapy patients,
Mew Cancer Cases X 45% = Patients Who Will Likely Require Radiation Therapy
3. Estimate number of treatments 1o be performed annually.

Eadiation Therapy Patients X 25 Treatments per Patient {Ave ) = Estimated
MNumber of Treatments

4. Project number of megavoeltage radiation therapy units needed,

Est. # of Treptments =  Projected Number of Linits Needed
5000 Treatmernts per Lnit
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3, Determine unmet need (if any)Projected Number of Units Needed — Number of
Existing Units = Number of Units Required (Excess)

108.03  Policy Statement Regarding Certificate of Need Applications for the
Acquisition or Otherwise Control of Gamma Knife Therapeutic Radiation
Equipment and/or the Offering of Gamma Kaife Therapeutic Radiation
Services

2008 S1ate Healih Plan

Service Areas: The Mississippi State Depaniment of Health shall determine the
eed for Gamma Knife intracranial stereotactic radiosurgery
services/'units’equipment by using the state as a whole as a single state Gamma
Knife service area,

Equipment to Population Ratio: The need for Gamma Knife therapeutic
radiation units 1= determined 1o be one unit per 2,800,000 population, The
MSDH will consider out-of-state population in determining need only when the
applicant submits adequate docurmentation acceplable to the Mississippt State
Department of Health, such as valid patient origin studies. The Gamma Knife
will not be included in the inventory of other therapeutic radiation treatment
equipment, and the presence of a Gamma Knife will not be used in the
determination of the need for other therapeutic radiation equipment, such as
additional linear accelerators,

Accessibilin: The state’s population will limit the availability of Gamma
Kiives 1o one. The single Gamma Knife should be located 1n or near a Jackson
haspital with close associations with the University of Mississippi School of
Medicine and the University Medical Center, Nothing contained in these CON
criterig and standards shall preclude the University of Mississippi School of
Medicine from acquiring and operating Gamma Knife therapeutic radiation
equipment, provided the acquisition and use of such equipment is justified by
the School's teaching andfor research mission, However, the requirements
listed under the section regarding the granting of "appropriate scope of
privileges tor access 10 the Gamma Knife equipment o any gualified
phiysician”™ must be mel.

Expansion of Existing Services: The MSDH may consider a CON application
for the acquisition or otherwise control of an additional therapeutic radiation
unit by an existing provider of such services when the applicant’s existing
equipment has exceeded the expected level of patient service, i.e., 200 patients
per vear for the two most recent conseculive yvears as reported on the [acility's
"Renewal of Hospital License and Annual Hospital Repon.”

Facilities requesting approval 1o add Gamma Knife services should have an
established neurosurgery program and must be able o demonstrate previous
radiosurgery service experience.

Adl Gamma Knife surgery services should have written procedures and policies

for discharge planning and follow-up care for the patient and family as part of
the institution's overall discharge planning program.
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7. All Gamma Knife surgery services should have established protocols for
referring physicians to assure adequate post-operative diagnostic evaluation for
radicsurzery patienis.

B.  Thetoal cost of providing Gamma Knife surpery services projected by
prospective providers should be comparable to the cost of other similar services
provided in the state,

9. The vsual and customary chargs o the patient for Gamma Knife surgery should
be commensurate with cost.

108,04 Certificate of Need Criteria and Standards for the Acquisition or Otherwise
Control of Gamma Knife Therapeutic Radiation Equipment andfor the
Offering of Gamma Knife Radiosurgery

The Mississippi State Depariment of Health will review Certificate of Need applications for the
oquisition or otherwise control of Gamma Knife radiosurgery equipment and/or the offening
of Gamma Knife radiosurgery services under the applicable statutory requirements of Sections
41-7-173, 41-7-191, and 41-7-193, Mississippi Code of 1972, as amended. The MSDH will
also review applications for Centificate of Meed according 1o the general criteria listed in the
Mississippi Certificate of Need Review Manual; all adopted rules, procedures, and plans of the
Mississipp State Department of Health; and the specific eriteria and standards listed below.

The acguisition or atherwise contrel of Gamma Knife radiosurgery equipment is reviewable il
the equipment cost exceeds 51,500,000, The offering of Gamma Knife radiosurgery services 15
reviewahle if the proposed provider has not provided those services on a regular basis within
the period of twelve (12) months prior to the time such services would be offered.

1.  Meed Criterion: The applicant shall document a need for Gamma Knife
radiosurgery equipment/service by reasonably projecting that the
proposed new service will perform at least 200 Gamma Knife surgeries in
the third year of operation. No additional new Gamma Knife surgery
services should be approved unless the number of surgeries performed
with existing units in the state average more than 475 per vear.

Fock

Staffing:

a. The Gamma Knife surgery programs must be established under the medical
direction of two co-directors, one with specialty training and board certification in
neurasurgery and the other with specialty training and board certification in
radiation oncology, with experience i all phases of Gamma Knife surgical
procedures.

b. In addition to the medical co-directors, all Gamma Knife surgery programs should
have a radiation physicist who is cerlilied in radiology, or who holds an advanced
degree in physics with two to three years experience working under the direction
of a radiation oncologist, and a registered nurse present for each Gamma Knife
surgery performed,
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¢. The applicant shall document that the governing body of the entity offering
Gamma Knife therapeutic radiation services will grant an appropriate scope of
privileges for access to the Gamma Knife therapeutic radiation equipment to any
qualified physician who applies for privileges, For the purpose of this criterion,
“Qualified Physician" means a doctor of medicine or osteopathic medicine licensed
by the State of Mississippi who possesses training in Gamma Knife intracranial
slereotactic radiosurgery and other qualifications established by the governing
body.

3. Eguipment:
a. Facilities providing Gamma Knife surgery services should have dosimetry and
calibration equipment and a computer with the appropriate software for performing

Ciamma Knife surzery.

b. The facility providing Gamma Knife surgery services should also have access to
magnetic resonance imaging, computed tomography, and angiography services.
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Certificate of Need Criteria and Standards for Diagnostic Imaging
Services

Mote: Should the Mississippi State Department of Health receive a Certificate of

Need application regarding the acquisition and/or otherwise control of major medical

equipment or the provision of a service for which specific CON criteria and
standards have not been adopted, the application shall be deferred until the

Brepartment of Health has developed and adopted COMN criteria and standards. If the

Department has not developed CON criteria and standards within 180 days of
receiving a COMN application, the application will be reviewed using the gencral

COMN review criteria and standards presented in the Aississippi Certificate of Need
Review Manual and all adopted rules, procedures, and plans of the Mississippi State

Department of Health,

Policy Statement Regarding Certificate of Need Applications for the
Acquisition or Otherwise Control of Magnetic Resonance Imaging {MRI)
Equipment and/or the Offering of MRI Services

COMN Review Requirements: The Certilicate of Meed process regarding the
acquisition or otherwise control of MR equipment andfor the offering of MRI
services involves separate requirements for CON review: (a) an entity
proposing to acquire or otherwise control MRI equipment must obtain a CON
to do so if the capital expenditure for the MEI unit and related equipment
exceeds $1,500,000; and (b) an entity proposing to offer MRI services must
obtain a CON before providing such services.

COM Approval Preference: The Mississippi State Department of Health shall
give preference to those applicants proposing to enter into joint ventures
utilizing mobile and/or shared equipment. However, the applicant must meet
the applicable COM criteria and standards provided herein and the general
criteria and standards contained in the currently approved Missisvippi
Certificate of Need Review Manual.

Metropolitan Statistical Areas (MSAs): The MSDH shall determine the need
for fixed and/or mobile MRI using the Metropolitan Statistical Areas as
outlined on Map __ at the end of this chapter.

The applicant shall indicate whether the proposed mobile or fixed MRI
unitservice will be located in a rural or urban area. A mobile or fixed MEI
unit in a rural anca must perform a minimum of 3,500 procedures per year and a
MRI unit in an urban area must perform 4,500 procedures per year.

For purposes of this Plan, a mobile MR unit is defined as 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.

200% State Health Plan
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6. No new MRI services shall be approved unless all existing MRI service in the
planning district perform an average of 3,500 MRI procedures per existing and
approved MRI scanner during the most recent 12 month reposting period and
the proposed new services would not reduce the utilization of existing
providers in the service area.

7. Nonew MRI capacity shall be added within 30 minutes driving time, one way,
under normal driving conditions of any MRI service that is not vet operational.

£.  Population-Based Formula: The MSIH shall use a population-based formula
as presented at the end of this chapter when calcularing MRI need. Also, the
formula will use historical and projected use rates by planning district and
patient origin data. The population-based formula is based on the most recent
population projections prepapred by the Center for Policy Research and
Planning of the Institutions of Higher Leaming (March 2003),

. The required minimum service volumes for the establishment of services and
the addition of capacity for mobile services shall be prorated on a “site by site”
basis hased on the amount of time the mobile services will be operational at
each site, using the following formula; [ Prorated annual mobile volume (not o
exceed the required full time volume) = Required full time aniual volume *
number of days the service will be on site each week * 0.2].

1. Addition of a Health Care Facility: An equipment vendor who proposes to add
a health care facility to an existing or proposed route must oblain an
amendment to the original Certificate of Meed before providing such service.
Additionallv, an equipment vendor must inform the Department of any
proposed changes, i.c. additional health care facilities or route deviations, from
those presented in the Certificate of Need application prior to such change.

109.02 Certificate of Need Criteria and Standards for the Acquisition or Otherwise
Control of Magnetic Resonance Imaging (MRI) Equipment and/or the
Offering of MR Services

The Mississippi State Department of Health will review applications for a Certificate of Need
for the acquisition or otherwise control of MRI equipment and/or the offering of MRI services
under the applicable statutory requirements of Sections 41-7-173, 41-7-191, and 41-7-193,
Mississippi Code of 1972, as amended. The MSDH will also review applications for Certificate
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of Need according to the general criteria listed in the Mississippd Certificate of Need Review
Marual, all adopted rules, procedures, and plans of the Mississippi State Department of
Health; and the specific criteria and standards listed below,

The acquisition or otherwise control of MRI equipment is reviewable if the equipment cost is
in excess of §1,500,000; if the equipment and/or service is relocated; and if the proposed
provider of MR services has not provided such services on a regular basis within the period of
twelve { 12) months prior to the time such services would be offered.

fesgzaf Certificate of Need Criteria and Standards for the Acquisition or
Otherwise Control of MRI Egquipment

110 Need Criterion: The entity desiring to acquire or otherwise control the MRI
equipment shall demonstrate a minimum of 3708 3,500 procedures per yvear hy
the end of the second vear of npfranﬂn mmnmmmmm

. W it must document
that l'ne spemn-d rquipmr:nl shall pfrl'urm a minimum urﬂggﬂg!_g
the end of the second vear of o n for a facili ng o

acquire MRI equipment in an urban ares. This criterion includes both fixed

and mobile MRI equipment. The applicant must show the methodology nsed
for the projections.

Appli for-non-hospitak based-MRI-failities bmit affidavits§ orving physioi

[RLIKLE The applicant shall demonstrate that all existing units within a 30-minute drive
time of the proposed unit have performed an average of 3,500 procedures for
the most recent 12-month period.

110,02 The applicant shall demonstrade that there are no CON approved but not vet
operational units within a 30-minute drive time of the proposed unit. No new
unit shall be approved within a 30-minute drive time of @ OON approved but

not vet operational unit.

It is recognized that an applicant desiring to acquire or otherwise control an MR unit
may make or propose to make the MRI unit available to more than one provider of
MEI services; some of which may be located owtside of Mississippi. In such cases all
existing or proposed users of the MRI unit must jointly meet the required service
volume of 7848 4 500 procedures annually, I the MRE] unit in question is presently
utilized by other providers of MR services, the actual number of procedures
performed by them during the most recent 12-month period may be used. instead of
the populstion-based formula projections.
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Certificate of Need Criteria and Standards for the Offering of fived or mobile MRT
Services

An entity proposing to offer MR services shall obtain Certificate of Need (CON)
approval before offering such services.

1. Need Criterion: The entity dﬁin’ng to offer MRI services must document that the

equipment shall perform & minimum of 700 3,500 procedures by the end of the
nd vear of operation if the ice is

|:||l;.]ud|:l1 hmh fixﬂ:l and m::-hl.ln:h-'l}{l :qmpm:nt The applmmnmuslmw
methodology used for the projections.

It 15 recognized that a particular ME] unit may be utilized by more than one provider
of MRI services; some of which may be located outside of Mississippi. In such cases
all existing or proposed providers of MR services must jointly meet the required
service volume of 4,700 3,500 procedures annually in rural areas or 4,500 procedures
annually per umit'service in an urban area. 17 the MEL unil in guestion is presently
utilized by other providers of MRI services, the actual number of procedures
performed by them during the most recent 12-month period may be used instead of
the formula projections.

2. An applicant desiring to offer MR services must document that a full range of
diagnostic imaging modalities for verification and complementary studies will be
available at the time MR services begin, These modalities shall include, but not be
limited to, computed tomography (full body), ultrasound, angiography, nuclear
medicine, and conventional radiclogy,

3. All applicants proposing to offer MRI services shall give written assurance that,
within the scope of its available services, neither the facility where the service is
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provided nor its participating medical personnel shall have policies or procedures
which would exclude patients because of race, color, age, sex, ethnicity, or ability
10 pay.

4, An applicant desinng 1o offer MEL services must document that a full range of
diagnostic imaging modalities for verification and complementary studies will be
available at the time MRI services begin, These modalities shall include. but not be
limited to, computed tomography (full body), ultrasound, angiography, nuclear
medicineg, and conventional radiology.

5. All applicants proposing 10 offer MRI services shall give writlen assurance that,
within the scope of its available services, neither the facility where the service is
provided nor its participating medical personnel shall have policies or procedures
which would exclude patients because of race, color, ape, sex, ethnicity, or ability
o pay,

f. The applicant must document that the following staft will be available:

a. Diirector - A full-time, board eligible radiclogist or nuclear medicine imaging
phvsician, or other board eligible licensed phvsician whose primary responsibility
during the prior three years has been in the acquisition and iterpretation of
clinical images. The Director shall have knowledge of MR through training,
cxperience, or documented post-graduate education. The Director shall docwment
a minimum of one week of full-time training with a functional MREI facility,

b. Ome full-time MRI technologist-radiographer or a person who has had equivalent
education, training, and experience, who shall be on-site at all times during
operaling hours, This individual must be experienced in computed tomography or
other cross-sectional imaging methods, or must have equivalent trmimng in MRI

Speciroscopy.

7. The applicant shall document that when an MR unit is 1o be wsed for experimental
procedures with formal‘approved protocols, a full-time medical physicist or MR
scientist {see definition in Glossary) with at least one vear of experience in
diagnostic imaging shall be available in the facility.

RB. The applicant shall provide assurances that the following data regarding its use of
the MEI equipment will be kept and made available 1o the Mississippi State
Department of Health upon reguest:

a. Total number of procedures performed

b. Mumber of inpatient procedures

¢, Mumber of outpatient procedures

d. Average MRI scanning time per procedure
€. Average cost per procedure

f. Average charge per procedurs
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g. Demographic/patient origin data
h. Days of operation

In addition to the above data recording requirements, the facility should maintain the
source of payment for procedures and the total amounts charged during the fiscal
year when it is within the scope of the recording system.

9. Before the service can be provided, the CON applicant desiring to offer MR
services shall provide written evidence that the specified MRI1 equipment provider
has received CON approval or is exempt from CON approval as determined by the
Mississippi State Department of Health, Each specified piece of equipment must be
exempt from or have CON approval.

freoz.ar FPopulation-Based Formula for Projection of MRT Service Volome
X*V+Low=V
Where, X = Service area population
¥ = Use Rate

V = Expecred Volume

FIOBZAT  Procedurov-Estinsation- Methodolagy- e MBL Equipmens
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110,03 Certificate of Need Criteria and Standards for Digital Subtraction
Angiography

The Mississipm State Department of Health will review applications for a Certificate of Need
for the acguisition or otherwise control of Digital Subtraction Anglography (DSA) equipment
and associated costs under the applicable statutory requirements of Sections 41-7-173,
41-7-191, and 41-7-193, Mississippi Code of 1972, as amended. The MSDH will also review
applications for Centificate of Nead according 1o the general criteria listed in the Mossissimm
Certificate of Need Review Manual, all adopted males, procedures, and plans of the Mississipm
State Department of Health; and the specific crteria and standards listed below,

Certificate of Need review s required when the capital expenditure for the purchase of Digial
Subtraction Angiography eguipment and associated costs exceed 31,500,000, or when the
equipment is ta be used for invasive procedures, i.e., the use of catheters. The offering of
diagnostic imaging services of an invasive nature, e invasive digital angiography, 15
reviewable if those services have nol been provided on a regular basis by the proposed provider
of such services within the period of twelve {12} months prior to the time such services would
be offered.

1. Need Criterion: The applicant for DSA services shall demonstrate that
proper protocols for screening, consultation, and medical specialty backup
are in place before services are rendered by personnel other than those
with specialized training.
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For example, if a radiologist without specialized training in handling cardiac
arrhwvthmia is to perform a procedure involving the heart, a cardiologist'cardiosurgeon
must be available for consultation/backup.

The protocols shall include, but are not limited to, having prior arrangements for
consultationbackup from:

a. a cardiologist/cardiosurgeon for procedures involving the heart;

b. a neurologist/neurosurgeon for procedures involving the brain; and

¢, a vascular surgeon for interventional peripheral vascular procedunes.

2

Before wtilizing or providing the equipment or service, the applicant desiring to
provide the digital subtraction angiography equipment or service shall have
CON approval or written evidence that the eguipment or service is exempt
from COM approval as determined by the Mississippi State Department of
Health.

11 Policy Statement Regarding Certificate of Need Applications for the
Acquisition or (Mherwise Control of a Positron Emission Tomography (PET)
Scanner and Helated Equipment

i

P

5.

Chapter 7 — Acute Care

CON Review Reguirements: Applicants proposing the acquisition or
otherwise control of a PET scanner shall obtain a CON to do so if the capital
expenditure for the scanner and related equipment exceeds 31,500,000,

Indigent/Charity Care: An applicant shall be required to provide a "reasonable
amount™ of indigent/charity care as described in Chapter 1 of this Plaw.

Service Areas: The state as a whole shall serve as a single service area in
determining the need for a PET scanner,

Equipment to Population Batio: The need for g PET scanner is estimated to be
one scanner per 300000 500,000 population, The MSDH will consider out-of-
state population in determining necd only when the applicant submits
adequate documentation acceptable to the MSDH, such as valid patient origin
studies.

Access 0 Supplies: Applicants must have direct access to appropriate radio-
pharmaceuticals,

Services an ical * ialtics Hequired: The proposed PET unit must
function as a component of a comprehensive inpatient or outpatient diagnostic
service, The proposed PET unit must have the following modalities (and
capabilities) on-site or through contractual arrangements:

a. Computed tomography - (whole body)
b. MMagnetic resonance imaging - (brain and whole body)
54 2009 State Health Plan



C Muclear medicine - (cardiac, SPECT)
d.  Conventional radiography

e.  The following medical specialties during operational hours:

i Cardinlogy
ii. Meurology
iii, Meurosurgery
v, Cmeology
V. Psychiatry
wvi. Radiclopy

7. Hours of Operation: PET facilities should have adequate scheduled hours 1o avoid
an excessive backlop of cases,

8  CON Approval Preference: The MSDH may approve applicants proposing 1o
enter joinl ventures ulilizing mobile and/or shared equipment.

9, CON Requirements: The criteria and standards contained herein pertain to both
fixed and/or mobile PET scanner equipment.

1, COM Exemption: Nothing contained in these COM critenia and stamdards shall
preciude the Umiversily of Mississippi School of Medicine from acquining and
operating a PET scanner, provided the sequisition and use of such cquipment is
justified by the School's teaching and/or research mission. However, the
requirements listed under the section regarding the granting of "appropriate scope
of privileges for access 1o the scanner 10 any qualified physician™ must be met. The
MSDH shall not consider utilization of equipment/services at any hospital owned
and operated by the state or its agencics when reviewing CON applicalions.

1. Addition to a Health Care Facility: An eguipment vendor who proposes 1o add a
health care facility to an existing or proposed route must amend the original
Certificate of Need before providing such service. Additionallv, an equipment
vendor must inform the Department of any proposed changes from those presented
in the Certificate of Meed application prior to such change, i.e., additional health
care facthities or route deviations.

2. Equipment Repistration: The applicant must provide the Department with the
registration/serial number of the CON-approved PET scanner.

13, Cenification: If a mobile PET scanner, the applicant must certify that only the
single authorized piece of equipment and related equipment vendor described in
the CON application will be utilized for the PET service by the authonized
facilitv/facilities,
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Certificate of Need Criteria and Standards for the Acguisition or Otherwise Control of a
Positron Emission Tomography (PET) Scanner and Related Equipment

The Mississippi State Department of Health will review applications for a Certificate of Need
for the acquisition or otherwise control of & PET scanner and related equipment under the
applicable statutory requirements of Sections 41-7-173, 41-7-191, and 41-7-193, Mississippi
Code of 1972, as amended. The MSDH will also review applications for Certificate of Need
according to the general review criteria listed in the Missisvippd Certificate of Need Review
Meneeal; all adopted rules, procedures, and plans of the Mississippi State Department of
Health; and the specific criteria and standards listed below.

The acquisition or otherwise control of a PET scanner and related equipment is reviewable if
the equipment cost is in excess of §1,500,000, or if the equipment is relocated. The offering of
PET services is reviewable if the proposed provider has not provided those services on a
regular basis within the period of twelve (12) months prior to the time such services would be
offered.

14. Need Criterion:

a. The entity desiring to aequire or 1o otherwise control the PET scanner must project
a minimum of 750 [ 504 clinical procedures per year and must show the
methodology used for the projection.

b. The applicant shall document a minimum population of 300,000 500,000 per PET
scanmer unit. The Division of Health Planning and Resource Development

population projections shall be used.

15,  The entity desiring to acquire or otherwise control the PET equipment must be a
registered entity authorized to do business in Mississippi.

16.  The MSDH will approve additional PET equipment in an area with existing
equipment only when it is demonstrated that the existing PET equipment is
performing 1,500 clinical procedures per PET unit per year (six clinical procedures
per day x 250 working days per vear).
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18.  The application shall affirm that the applicant shall receive approval from the Division
of Radiclogical Health for the proposed site, plans, amnd equipment before service
begins.

L Ouatified-radiati ; TR he-faeitity e "
trarnimgs e expenence wn the hamdling of shon-hved posieon cnuetning pueldes. 11
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26, The applicant shall provide assurances that the following data regarding the PET
equipment will be kept and made available to the Mississippi State Department of
Health upon request;

& 1oal number of procedures performed;

b. total number of inpatiem procedures (indicate type of procedure);
¢. total number of outpatient procedures (indicate type of procedure);
d. average charge per specific procedure;

€. hours of operation of the PET unit;

f. days of operation per vear; and

g. tmal revenue and cxpense for the PET unit for the wear.

2T The applicant shall provide a copy of the proposed contract and document that if the
equipment is to be rented, leased, or otherwise used by other qualified providers on a

contractual basis, no fixed/minimum volume contracts will be permitted.

28.  Before the specified equipment can be utilized, the applicant desiring to provide the
PET equipment shall have CON approval or written evidence that the equipment is
exempt from CON approval as determined by the Mississippi State Department of
Health. Each specified plece of equipment must be exempt from or have CON
approval.
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39.
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111

Hospitals/Beds

Certificate of Need Criteria and Standards for Long-Term Acute Care

Note: Should the Mississippi State Department of Health receive a Centificate of Need application
regarding the acquisition and/or otherwise control of major medical equipmemt or the provision of
a service for which specific COM criteria and standards have not been adopted, the application
shall be deferred until the Department of Health has developed and adopied CON criteria and
standards. If the Depanment has not developed CON eniteria and standards within 180 days of
receiving a CON application, the application will be reviewed using the gencral CON review
criteria and standards presented in the Mississippd Cernficate of Need Review Manwa! and all
adopted rules, procedures, and plans of the Mississippi State Department of Health.

1.0

Acute Care Hospitals and Long-Term Acute Care Hospital Beds

1.

a. Mewrological Disorders

pii.

1,

VI,

wil.

Head Injury

Spinal Cord Trauma

Perinatal Central Nervous System Insult
Meoplastic Compromise

Brain Stem Trauma

Cerebral Vascular Accident

Chemical Brain Injurics

b, Central Nervous System Dhsorders

11,

1.

Mator Meuron Diseases

Piost Polie Status

Developmental Anomalies

Neuromuscular Diseases (e.g. Multiple Sclerosis)
Phrenic Merve Dysfunction

Amyorophic Lateral Sclerosis

c. Cardio-Pulmonary Disorders

2008 State Health Plan
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Policy Statement Hegarding Certificate of Need Applications for Long-Term

Restorative Care Admissions: Restorative care admissions shall be identified
as patients with one or more of the following conditions or disabilitics:

Acute Care
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wili.

i%

Obstructive Diseases

Adult Respiratory Distress Syndrome
Conpestive Hearl Failure

Respiratory Insufficiency
Respiratory Fatlure

Restrictive Diseases
Broncho-Pulmonary Dyvsplasia

Post Myocardial Infarction

Central Hypoventilation

d. Pulmonary Cases

1il.

Acute Care

Presently Ventilator-Dependent™Weanable

Toally Ventilator-Dependent/Nol Weanable

Requires assisted or partial ventilator support

Tracheostomy that requires supplemental oxygen and bronchial hygiene

Bed Licensure: All beds designated as long-term care hospital beds shall be
licensed as general acute care.

Average Length of Stay: Patients' averape length of stay in a long-lerm care
hospital must be 25 days or more.

Size of Facility: Establishment of a long-term care hospital shall not be for less

than 20 beds,

Long-Term Medical Care: A long-term acute care hospital shall provide
chronic or long-term medical carc to patients who do not require more than
three (3) hours of rehabilitation or comprehensive rehabilitation per day.

Transfer Agreement: A long-term acute care hospital shall have a transfer
agreement with an acute care medical center and a comprehensive medical
rehabilitation facility.

Effective July 1, 1994, no health care facility shall be authorized to add any
beds or convert any beds 1o another category of beds without & Certificate of
Mead under the authority of Section 41-7-121{1 }ic), unless there iz a projected
need for such beds in the planning district in which the facility is located.
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11102 Certificate of Need Criteria and Standards for the Establishment of a Long-
Term Acute Care Hospital and Addition of Loag-Term Acute Care Hospital
Beds

The Mississippi State Department of Health will review applications for a Centificate of Need
for the construction, development, or otherwize establishment of a long-tenm acule care
hospital and bed additions under the applicable statutory requirements of Sections 41-7-173,
41-7-191, and 41-7-193, Mississippi Code of 1972, as amended. The MSDH will also review
applications for Certificate of Meed according 1o the peneral criteria listed in the Mississippi
Certificate of Need Review Manual: all adopted rules, procedures. and plans of the Mississippi
State Department of Health: and the specific critena and standards listed below.

1.

Need Criterion: The applicant shall document a need for the proposed
project. Docomentation shall consist of the following:

i. minimum of 450 clinically appropriate restorative care admissions with an

average length of stay of 25 days; and

b. a projection of financial feasibility by the end of the third year of operation.

2

The applicant shall document that any beds which are constructed ' converted
will be licensed as peneral acute care beds offering long-term acute care
hospital services,

Applicants proposing the transferreallocationrelocation of a specific catepory
or sub-category of bed/service from another faciliny as part of a removation,
expansion, or replacement project shall document that they will meet all
regulatory and licensure requirements for the type of hed/service proposed for
transfer/reallocation/relocation.

The application shall affirm that the applicant will provide a "reasonahle
amount™ of indigent/charity care as desceibed in Chaprer 1 of this Plan.

The application shall demonstrate that the cost of the proposed project,
including equipment, is reasonable in comparison with the cost of similar
projects in the state. The applicant shall document that the cost per square [oot
iper bed if applicable) does not exceed the median construction costs, as
determined by the MSDH, for similar projects in the state within the most
recent 12-month period by more than 15 percent. The Glossary of this Plaen
provides the formulas MSIDE stalf shall use 1o calculate the cost per square
[t of space for construction and/or construction-renovalion projects.

The applicant shall specify the floor areas and space requirements, including
the following lactors:

a. The gross square footage of the proposed project in comparison o state and
national norms for zimilar projects.

b. The architectural design of the existing facility if it places restraints on the
proposed project.
¢, Special considerations due 1o local conditions.

M08 Sare Health Plan
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7. The applicant shall provide copies of transfer agreements entered inlo with an
mcute care medical center and a comprehensive medical rehabilitation facility.
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112 Certificate of Need Criteria and Standards for Cardiac Catheterization
Serviees and Open-Heart Surgery Services

Mote: Should the Mississippi Btate Department of Health recerve a Certificate of Meed application
regarding the acquisition and/or otherwise control of major medical equipment or the provision of
a service for which specific COM criteria and standards have nod been adopted, the application
ghall be deferred until the Department of Health has developed and adopted CON criteria and
standards. I the Department has not developed COMN criteria and standards within 180 days of
receiving a CON application, the application will be reviewed using the general CON review
criteria and standards presented in the Mississiopi Centificate of Meed Review Mania] and all
adopred rules, procedures, and plans of the Mississippi Stale Depariment of Health,

112.01  Joint Policy Statement Regarding Certificate of Need Applications for the
Acquisition or (Mherwise Control of Cardiac Catheterization Equipment
and'or the Offering of Cardiac Catheterization Services and the Acgquisition of
Open-Heart Surgery Equipment and/or the Offering of Open-Heart Surgery
Services

Missizsippi ranks first in the nation in cardiovascular death rate. Heart disease remains the
leading cause of death in the state as incidence rates continue 1o increase, particularly among
the Adrican-American population. Studies show that minorities have a higher cardiovascular
death rate than whites and are less likely to receive cardiac catheterization and open-heart
surgery services than are whites, The disproportionate impact on minorities’ health status in
peneral is recognized elsewhere in this Sneie Health Plan.

Innovative approaches 1o address these problems in the cardiac arca are needed. It has been
shown That statistical methods, such as population base and optimum capacily al existing
providers, are nol accurale indicalors of the needs of the underserved, nor do they address the
accessibility of existing programs o the underserved. The poal of these revisions to the State
Health Plan is to improve gecess 10 candiac care and to encourage the establishment of
additional cardiac catheterization and open-heart surgery programs within the state that can
serve the poor, minerities, and the rural population in greater numbers.

Ta further this goal, the MSDH adopted the following standards:
1. A minimum population hase standard of 100, 000;

2. The establishment of diagnestic cardiac cathetenzation services with a caseload
of 30 diagnostic catheterization procedures;

3. The establishmem of therapeutic cardiac catheterization services with a
caseload of 450 diagnostic and therapewtic catheterization procedures;

4. The establishment of open-heart surgery programs with a caseload of 150
open-heart surgeries; and,

5. A minimum utilization of equipment/services at existing providers of 450

cardiac cathetenzations, diagnostic and therapeutic, and when applicable, 150
open-heart surgeries,
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The MSDH also adopted a provision that it shall not consider utilization of equipment/services
at any hospital owned and/or operated by the state or its agencies when reviewing CON
applications, The MSDH further adopted standards requiring an applicant to report information
regarding catheterization and open-heart programs so as to monitor the provision of care to the
medically underserved and the quality of that care.

The MSDH shall interpret and implement all standards in this Plas in recognition of the stated
findings and so as to achieve the stated goal.

112.02  Policy Statement Regarding Certificate of Need Applications for the
Acquisition or Otherwise Control of Cardiac Catheterization Equipment
and/or the Offering of Cardiac Catheterization Services

1. Cardiac Catheterization Services: For purposes of the following CON criteria
and standards, the term "cardiac catheterization services” or “catheterization
services” shall include diagnostic cardiac catheterization services and
therapeutic cardiac catheterization services.

a. "Diagnostic cardiac catheterization™ services are defined as, and refer to, cardiac
catheterization services which are performed for the purpose of diagnosing,
identifying, or evaluating cardiac related illness or disease. Diagnostic cardiac
catheterization services include, but are not limited to, left heart catheterizations,
right heart catheterizations, left ventricular angiography, coronary procedures, and
other cardiac catheterization services of a diagnostic nature. Diagnostic cardiac
catheterization services do not include percutaneous transluminal coronary
angioplasty (PTCA), transseptal puncture, transthoracic left ventricular puncture,
myocardial biopsy, and other cardiac catheterization procedures performed
specifically for therapeutic, as opposed to diagnostic, purposes.

b. "Therapeutic cardiac catheterization” services are defined as, and refer to, cardiac
catheterization services which are performed for the purpose of actively treating, as
opposed to merely diagnosing, cardiac-related illness or disease. Therapeutic
cardiac catheterization services include, but are not limited to, FTCA, transseptal
pungture, transthoracic left ventricular puncture and myocardial hiopsy.

2. Open-Heart Surgery Capability: The MSDH shall not approve CON

applications for the establishment of therapeutic cardiac catheterization

services at any facility that does not have open-heart surgery capability; i.e.,

new therapeutic cardiac catheterization services may not be established and

existing therapeutic cardiac catheterization services may not be extended

without approved and operational open-heart surgery services in place.
ever, the L mii rOVE B lifyin licant for a

pnh::}' dq:ues nat prec[ude apprmfaf DfaLm‘lf'cﬂte af Necd apphca’rmn
proposing the concurrent establishment of both therapeutic cardiac
catheterization and open-heart surgery services.

3. Service Areas: The need for cardiac catheterization equipment/services shall
be determined using the seven designated Cardiac Catheterization/Cpen-Heart
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Surgery Planming Areas (CC/OHSPAS) presented in this chapter of the Plan,
Map 7-2 shows the CC/OHSPAs.

CCAOHSEA Need Determination: The need for cardiac catheterization
equipment’ services within a given CC/OHSPA shall be determined
independently of all other CC/OHSPAS,

Pediatric Cardiac Catheterization: Because the number of pediatric patients
requiring study is relatively small, the provision of cardiac catheterization for
neonates, infants, and young children shall be restricted to those facilities
currently providing the service. Mational standards indicate that a minimum of
130 cardiac catheterization cases should be doene per vear and that
catheterization of infants should not be performed in facilities which do not
have active pediatric cardisc-surgical programs.

Present Liilization of Cardiac Catheterizabion Equipment'Services: The
M35DH shall consider utilization of existing equipment/services and the
presence of vahid CONs for equipment/services within a given CC/OHSPA
when reviewing CON applications, The MSDH shall not consider wtilization of
equipment/services at any hospital owned and/or operated by the state or its
agencies when reviewing COM applications. The Mississippi State Department
of Health may collect and consider any additional information it deems
essential, including information regarding access 1o care, to render a decigion
regarding any application.

CON Application Analysis: At its discretion, the Department of Health may
use market share analysis and other methodologies in the analysis of a CON
application for the acquisition or otherwise control of cardiac catheterization
equipment and/or the offering of cardiac catheterization services. The
Department shall not rely upon market share analysis or other statistical
cvaluations if they are found inadequate to address access 1o cane concerns.

Minimum CC/OHSPA Population: A minimum population base of 104,000 is
required for applications proposing the establishment of cardiac catheterization
ggrvices, The total population within a given CC/OMHSPA shall be used when
determining the need for services. Population outside an applicant's
CCAOHSPA will be considered in determining need only when the spplicant
submits adequate documentation acceptable 1o the Mississippi State
Department of Health, such as valid patient origin studies,

Minimum Caseload: Applicants proposing to offer adult diagnostic cardiac
catheterization services musl be able o project a caseload of at least 300
diagnostic catheterizations per year. Applicants proposing to offer adult
therapeutic cardiac catheterization services must be able to project a caseload
of at least 450 catheterizations, diagnostic and therapeutic, per year.

Residence of Medical Stalf Cardise cathetertzations must be under the control

of and performed by personnel living and working within the specific hospital
arca. Mo site shall be approved for the provision of services by traveling teams.
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1. Hospital-Based: All cardiac catheterizations and open-heant surgery services
shall be located in acute care hospitals. The MSDEH shall not approve
Certificate of Need applications proposing the establishment of cardiac
catheterization/open-heant surgery services in freestanding facilities or in
frecstanding ambulatory sureery Tacilities.

112.03 Certificate of Need Criteria and Standards for the Acquisition or Otherwise
Control of Diagnostic Cardiac Catheterization Equipment and/or the Offering
of DHagnostic Cardiac Catheterization Services

The Mississippi State Department of Health will review applications for a Certificate of Need
for the acquisition or otherwise control of diggnostic cardiac catheterization equipment and/or
the oftering of diagnostic cardiac catheterization services under the applicable statutory
requirements of Sections 41-7-173, 41-7-191, and 41-7-193, Mississippi Code of 1972, as
amended. The MSDH will also review applications for Centificate of Need according 1o the
general eriteria listed in the Mississippi Certificate of Need Review Marnnal; all adopted rules,
procedures and plans of the Mississippi State Depanment of Health; and the specific criteria
and standards listed below.

The acquisition or otherwise control of diagnostic cardiac catheterization equipment is
reviewable if the equipment costs exceed 81,500,000, The offering of diagnostic cardiac
catheterization services is reviewable if the proposed provider has not provided those services
o a repular basis within the penod of twelve (12) months prior to the time such services would
b affered,

. Need Crterion: The applicant shall document 2 minimum population base of
100,000 in the CC/OHSPA where the proposed diagnostic cardiac
catheterization equipment/service is 1o be located. Division of Health Planning
and Resource Development population projections shall be used,

X

Minimum Procedures: An applicant proposing the establishment of diagnostic
cardiac catheterization services only shall demonstrate that the proposed
equipment/service utilization will be a minimum of 300 diagnostic cardiac
catheterizations per year by its third vear of operation.

3. lmpact on Existing Providers: An applicant proposing to acquire or stherwise
control diagnostic cardiac catheterization equipment and/or ofTer diapnostic
cardiac catheterization services shall document that esch existing unit, which is
{a) in the CC/OHSPA and (b) within forty-five (45) miles of the applicant, has
been utilized for a minimum of 450 procedures (both diagnostic and
therapeutic) per year for the two most recent years as reflected in data supplied
to and/or verified by the Mississippi State Department of Health. No hospital
owned and'or operated by the state or its agencies shall be considered an
existing unit in the CC/OHSPA under this section. The Mississippi Stiate
Department of Health may collect and consider any additicnal information it
deemis essential, including information regarding access to care, o render a
decizion regarding any application.

4. Suwaffing Stan : The applicant shall document that it has, or can obtain, the
ability to administer the proposed services, provide sufficiently trained and
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experienced professional staff, and evaluate the performance of the programs,
Blissizsippt State Depariment of Health 2127 zhall uze gudelines presented in
Ohtimal Resowrces for Examinarion of the Heart and Lungs: Carvdige
Catheterization and Radiographic Facilivies, published under the auspices of
the Inter-Society Commisasion for Heart Disease Resources, as resource
materials when reviewing these ilems i an application.

5. Smaff Residency: The applicant shall cemtify that medical staff performing
diagnostic cardiac cathelerization procedures shall reside within forty-five (45)
minutes normal driving time of the facility.

6.  Recording and Maintenance of Data:  Applicams shall provide, as required
under licensure standards, written assurance that they will record and maintain
utilization data for diagnostic cardiac cathetenzation procedures (e.p.,
morhidity data, number of diagnostic cardiac catheterization procedures
performed, and monality data, all reported by race, sex, and payor status) and
make such data available to the Mississippi State Department of Health
annually.

7. Reflerral Agreement: An applicam proposing the establishment of diagnostic
cardiac catheterization services only shall document that 8 formal referral
agreement with a facility for the provision of emergency cardiac services
(including open-heart surgery) will be in place and operational at the time of
Lthe inception of cardiac catheterization services.

8. Patient Selection: An applicant proposing (o provide diagnostic cardiac
catheterization services must (a) delineate the steps which will be 1aken 1o
s that high-risk or unstable patients are nol catheterized in the facihity, and
(b} certify that therapeutic cardiac cathetenization services will not be
performed i the facility unless and until the applicant has received COM
approval 1o provide therapeutic cardiac catheterization services.

9. Repulatory Approval: Before utilizing or providing the equipment or service,
the applicant desinng 10 provide the diagnostic cardiac cathelerization
equipment or service shall have CON approval or written evidence that the
equipment or service is exempt from CON approval as determined by the
Mississippi State Department of Health, Each specified piece of equipment
musl be exempt from or have CON approval.

11204 Certificate of Need Criteria and Standards for the Acquisition or Otherwise
Control of Therapeutic Cardiac Catheterization Equipment and/or the
Offering Of Therapeutic Cardiac Catheterization Services

The Mississippi State Department of Health will review applications for a Certificate of Need
for the acquisition or otherwise control of therapeutic cardiac catheterization equipment and/or
the offering of therapeutic cardiac catheterization services under the applicable statutory
requirements of Sections 41-7-173, 41-7-191, annd 41-7-193, Mississippi Code of 1972, as
amended. The M5SDH will also review applications for Certificate of Need according to the
reneral criteria listed in the Mississippd Certificate of Need Review Manual; all adopted rules,
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procedures and plans of the Mississippi State Department of Health: and the specific criteria
and standards listed below.

The acquisition or otherwise control of therapeutic cardiac catheterization equipment is
reviewable if the egquipment costs exceed 51,500,000, The offenng of therapeutic cardiac
catheterization services is reviewable if the proposed provider has not provided those services
on a regular basis within the period of twelve (12) months prior to the time such services would

be ofTered.

(B
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Need Criterion: The applicant shall document a minimum population
base of 100,000 in the CCAOHSPA where the proposed therapeutic cardiac
catheterization equipment/service is to be located. Division of Health
Planning and Resource Development population projections shall be used.

Minimum Procedures: An applicant proposing the establishment of therapeutic
cardizac catheterization services shall demonstrate that the proposed
equipment/service utilization will be a minimum of 450 cardiac
catheterizations, both diagnostic and therapewtic, per year by its third year of
operation. An applicant proposing the establishment of therapeutic cardiac
catheterization services who presently offers only diagnostic cardiac
catheterization may include in its demonstration of @ minimum of 450 cardiac
catheterizations per vear the number of diagnostic catheterizations that it
perfonms.

Impact on Existing Providers: An applicant proposing 1o acquire or otherwise
control therapeutic cardiac catheterization equipment and/or offer therapeuatic
cardiac cathetenzation services shall document that each existing unit which is
(a) in the CCAOHSPA and (h) within 45 miles of the applicant, has been
utilized for a minimum of 450 procedures {both diagnostic and therapeutic) per
vear for the two most recent vears as reflected in data supplied to and/or
verified by the Mississippi State Department of Health. No hospital owned
and/or operated by the state or its agencies shall be considered an existing unit
in the CC/OHSPA under this section, The Mississippi State Department of
Health may collect and consider any additional information it deems essential,
including information regarding access to care, 1o render a decision regarding
amy application,

Stafling Standards: The applicant shall document that 1t has, or can abtain, the
ability to administer the proposed services, provide sufficiently trained and
experienced professional staff. and evaluate the performance of the programs.
Mississippt State Depariment of Health stafl shall use puidelines presented in
Optimal Resources for Examination of the Heart and Lungs: Cardiac
Catheterization and Radiographic Facilities, published under the auspices of
the Inter-Society Commission for Heant [hsease Resources, as resource
materials when reviewing these items in an application.

Staff Residency: The applicant shall certify that medical staft performing

therapeutic cardiac catheterization procedures shall reside within forty-Tive (45)
miries normal driving time of the facility,
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Recording and Maintenance of Data: Applicants shall provide, as required
under licensure standards, written assurance that they will record and maintain
separate utilization data for diagnostic and therapeutic cardiac catheterization
procedures (e.g., morbidity data, number of diagnostic and therapeutic cardiac
catheterization procedures performed and mortality data, all reported by race,
sex and payor status) and make that data available to the Mississippi State
Drepartment of Health annually.

Open-Heart Surgery: An applicant proposing the establishment of therapeutic
cardiac catheterization services shall document that open-heart surgery services

are available or will be available on-site where the proposed therapeutic cardiac
carhclmntlcm services are to he nfﬁarecl I:reﬁ::nre such procedures are performed.

Regulatory Approval: Before utilizing or providing the equipment or service,
the applicant desiring to provide the cardiac catheterization equipment or
service shall have COM approval or written evidence that the equipment or
service is exempt from CON approval as determined by the Mississippi State
Department of Health. Each specified piece of equipment must be exempt from
or have CON approval.

Applicants Providing Diagnostic Catheterization Services: An applicant
proposing the establishment of therapeutic cardiac catheterization services,
who is already an existing provider of diagnostic catheterization services, shall
demonstrate that its diagnostic cardiac catheterization unit has been utilized for
a minimum of 300 procedures per vear for the two most recent viears as
reflected in the data supplied to and/or verified by the Mississippi State
Department of Health,

112.05 Policy Statement Regarding Certificate of Need Applications for the
Acquisition of Open-Heart Surgery Equipment and/or the Offering of Open-
Heart Sorgery Services
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Service Areas: The need for open-heart surgery equipment/services shall be
determined using the seven designated Cardiac Catheterization/Open-Heart

Surgery Planning Areas (CCAOHSPAS) presented in this chapter of the Plan.
Map 11-2 shows the CC/OHSPAs.
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