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Fletcher Hospital, Incorporated d/b/a AdventHealth Hendersonville 

Certificate of Need Application to Develop a Unit for Five Neonatal Care Beds 

Project ID B-012488-24 

Comments in Opposition on Behalf of MH Mission Hospital, LLLP  

Introduction: 

AdventHealth Hendersonville (“AdventHealth”), has submitted an application (Project I.D. No. 

B-012488-24) to the Department to renovate existing space within its existing hospital to develop

a five-bed neonatal care unit to care for Level II and III infants at a cost of $2,849,526.

First and foremost, Mission supports and welcomes increased access to neonatal care and high-

risk OB services to the citizens of western North Carolina. Mission as the regional perinatal 

provider of western North Carolina offers an extensive range of neonatal, pediatric, and OB 

services as well as employees OB clinical experts and subspeciality trained physicians, who 

support the most acuity complex infants and mothers across Western North Carolina. As an 

existing provider of these services, Mission understands and appreciates the clinical expertise 

required to support a robust neonatal program. It is also because of this knowledge that Mission 

has concerns about the project proposed in AdventHealth’s application.  

The 2024 SMFP Chapter 5 identifies the need for licensed acute care beds by county or multi-

county service area, but it does not provide a separate method for determining a need for neonatal 

bassinets. As such, AdventHealth as an applicant applying to develop new neonatal beds does not 

rely on the SMFP for a quantitative bed need determination but rather must demonstrate the need 

for five “new beds” for which it has applied. The current disconnect between CON, which 

separates neonatal bassinets from licensed acute care beds, and Facility Licensure, which combines 

the two bed types in the total licensed acute care bed count, makes the examination of need for a 

bed addition related to neonatal care a murky process.1   

As will be described, there are inconsistencies between the 2024 SMFP, the North Carolina CON 

Statute, and the recently adopted licensure rules 10A NCAC 14C .1401 to .1403 which relate to 

neonatal intensive care services. As will be shown, this regulatory conflict puts AdventHealth 

squarely in the position of applying for new licensed acute care beds for which there is no ability 

to review these beds pursuant to the 2024 SMFP other than under the general acute care bed 

capacity, which shows a need for no (0) additional licensed acute care beds in Henderson County. 

Because new acute care beds require a need determination and there is no such need determination 

in Henderson County AdventHealth’s application should be denied.  

Leaving aside the general confusion outlined above, and assuming there were new acute care beds 

for AdventHealth to apply for, AdventHealth fails to demonstrate the need for the five new beds 

for which it has applied. AdventHealth’s application presumes that it will capture an unrealistic 

number of babies to be served in Level II or III neonatal care without any reliable quantitative 

basis based on actual utilization statistics. AdventHealth relies upon a faulty methodology that 

1 A phone call with the Licensure Section confirmed that Level II, III, and IV beds are included in the total licensed 

acute care beds for each facility that operates such beds, and that the hospital license does not distinguish beds by 

type only indicating the total number of licensed beds. 
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produces an unrealistic volume of high-risk babies in relation to its existing well baby deliveries. 

In addition, an analysis of AdventHealth’s actual deliveries by DRG shows that it currently serves 

many of the Level II babies in its existing nursery that it claims require transfer to other providers. 

While AdventHealth will not come close to serving the number of babies it projects, the proposed 

project will allow it to utilize a higher charge mechanism for some babies it already serves.  

 

In addition, AdventHealth attempts to justify its need for additional beds by utilizing an unrealistic 

compounded annual growth rate (“CAGR”) and an overstated methodology that captures babies it 

is already serving. Moreover, AdventHealth failed to consider more reasonable alternatives to its 

proposed project. A smaller unit utilizing existing underutilized beds makes more sense than the 

addition of acute care beds to support a unit that will not be fully utilized.  

 

Further, AdventHealth in its application fails to include proper staffing to support a Level III NICU 

and the related Level III bassinets. This, paired with overstated utilization projections, leads to 

related issues with its financial projections and related pro forma financial reports. 

 

Mission Hospital supports the expansion of access to neonatal care services to ensure access for 

patients throughout the region, but it does not support an incremental increase in licensed acute 

beds at AdventHealth for a level of utilization it cannot support for either Level II and III beds or 

general acute care beds. Additionally, new acute care beds require a need determination for the 

Agency to grant an applicant a CON. There is no such need determination in Henderson County 

and as such AdventHealth’s application should be denied.  

 

AdventHealth’s proposed project would result in five additional licensed acute care beds for an 

already underutilized facility and in a market for which there is no published bed need. Ultimately, 

if AdventHealth is approved for this project it should convert existing underutilized acute care 

beds rather than be awarded five new beds.  

 

 

Criterion (1): The 2024 SMFP Requires this Project to be Denied  

  

AdventHealth proposes to add 5 Level II/Level III neonatal beds. Due to the statutory and licensure 

implications outlined below, these beds will be considered new licensed acute care beds and would 

increase the licensed bed capacity of its hospital in Hendersonville to 67 acute care beds. A review 

of the North Carolina CON Statute, the CON Administrative Rules, and the 2024 SMFP, shows 

that the only way in which this project can be reviewed and approved under the 2024 SMFP is as 

an addition to AdventHealth’s licensed bed capacity for which there is no need in Henderson 

County contained in the 2024 SMFP. As such, AdventHealth’s application must be denied.  

  

The CON Statute Does Not Recognize Level II/Level III Neonatal Beds  

   

Under the NC CON Statute, Level II and Level III are not neonatal intensive care beds or “NICU” 

beds. Only Level IV neonatal beds are defined as NICU beds. The NC Statute § 131E-176. 

 Definitions sets forth:  
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(15b) Neonatal intensive care services. - Those services provided by a health 

service facility to high-risk newborn infants who require constant nursing care, 

including but not limited to continuous cardiopulmonary and other supportive 

care.  

  

This definition does not include neonatal Level II and III   newborns, who do not need continuous 

nursing care. In addition, the Statute at § 131E-176 (16) sets forth new institutional health services 

that require prior CON approval including:  

  

f. The development or offering of a health service as listed in this subdivision by or on 

behalf of any person:  

1. Bone marrow transplantation services.  

2. Burn intensive care services.  

2a. Cardiac catheterization services, except cardiac catheterization services 

provided on equipment furnished by a person authorized to operate the 

equipment in North Carolina pursuant to either a certificate of need issued 

for mobile cardiac catheterization equipment or a settlement agreement 

executed by the Department for provision of cardiac catheterization 

services.  

3. Neonatal intensive care services.  

4. Open-heart surgery services.  

5. Solid organ transplantation services.  

  

AdventHealth’s project does not meet the definition of neonatal intensive care services and does 

not exceed the $4 million definition of a new institutional health service. Thus, there is no statutory 

mechanism to approve the proposed beds other than a change in any licensed bed capacity under 

§ 131E-176 (16)c.   As noted previously, the Licensure Section only recognizes total licensed acute 

care beds and does not separately distinguish various uses of licensed beds.  

  

The CON Rules Do Not Acknowledge Level II/Level III Neonatal Beds  

  

Under the CON Rules 10A NCAC 14C, Level II and Level III beds are not NICU beds. As of 

January 1, 2024, the CON Administrative Rules further defines NICU beds to be only Level IV 

beds:  

  

10A NCAC 14C .1401 DEFINITIONS The following definitions shall apply to all 

rules in this Section:   

(1) “Approved neonatal intensive care unit (NICU) beds” means acute care 

beds in a hospital that were issued a certificate of need to provide Level IV 

neonatal intensive care services but are not providing those services as of 

the application deadline for the review period.  

(2) “Average daily census (ADC)” means the total number of existing, 

approved, and proposed NICU days of care provided during a full fiscal 

year of operation divided by 365 days.  
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(3) “Existing NICU beds” means acute care beds in a hospital that are 

providing Level IV neonatal intensive care services as of the application 

deadline for the review period.  

(4) “Level IV neonatal intensive care services” means services provided to 

high-risk medically unstable or critically ill neonates less than 32 weeks of 

gestational age, or infants requiring constant nursing care or supervision 

in NICU beds.  

(5) “Occupancy rate” means the ADC divided by the total number of 

existing, approved, and proposed NICU beds expressed as a percentage. 

“Proposed NICU beds” means the acute care beds proposed to provide 

Level IV neonatal intensive care services in a hospital in the application 

under review.  

  

The performance standards that follow at 10A NCAC 14C .1403 have also been revised as of 

January 1, 2024, to identify specific requirements for a hospital proposing to add Level IV NICU 

beds. Thus, neither the CON Statute, the CON Administrative Rules, nor the 2024 SMFP recognize 

Level II and Level III neonatal beds, yet these beds are counted as licensed acute care beds by 

Licensure.  

  

The 2024 SMFP Does not Consider Level II/Level III Beds  

  

There is no dispute that the 2024 SMFP subtracts Level II/Level III beds from the inventory and 

in the analysis of need for general acute care beds. In Chapter 5, the first step of the acute care bed 

need methodology states:  

  

Step 1: Determine the number of acute care beds in the planning inventory by totaling:  

a. the number of licensed acute care beds at each hospital (Column D) exclusive of 

beds licensed or approved at academic medical center teaching hospitals (listed in 

Appendix F) pursuant to Policy AC-3, and exclusive of beds that provide Level II, 

III and IV NICU services; and…  

  

While this change, originally under the 2023 SMFP, there is nothing in the current SMFP that 

regulates Level II/Level III beds. It is also clear that there is a surplus of acute care beds in 

Henderson County, specifically at AdventHealth Hendersonville.  

  

Reconciling This Information Leaves Only New Acute Care Beds for AdventHealth to Apply For  

  

For these reasons, the only thing that requires AdventHealth to request CON approval for its 

proposed project is it that it seeks to increase its licensed bed capacity. This is the only way in 

which the Agency should accept and review this application. It appears that recent changes to the 

SMFP and CON Administrative Rules, when read in concert with the Statute, have likely 

unintentionally created a “loophole” in which Level II and Level III beds are completely ignored 

but can still be used to increase a hospital’s total licensed acute care bed count.  

  

The Statute requires CON approval for an increase in licensed bed capacity (§ 131E-176. 16c) but 

Level II and III neonatal beds are not recognized by Statute, Rule or the SMFP.  With this 
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conundrum, the Department must examine AdventHealth’s application carefully to avoid the 

unintentional and unpermitted addition of licensed general acute care bed capacity. Because a 

general acute care bed designation is the only way in which the project can be considered under 

the Statute, the SMFP shows a bed surplus for Henderson County, and licensed acute care beds 

are undesignated under licensure regulations, this project must be denied under the 2024 SMFP. 

 

For these same reasons, it is critical that the Agency carefully consider this review as it is the first 

application filed proposing to develop new Level II/III beds following the SMFP changes to 

eliminate neonatal beds from the acute care bed methodology and the first under the recently 

adopted rules and performance standards that do not acknowledge Level II/III beds. It is critical 

that the disconnect between the Statue, rules, and SMFP not result in a situation where seeking 

Level II/III beds can serve as a loophole to obtain new acute care beds in the absence of a bed need 

determination. 

 

 

Criterion (3) AdventHealth Fails to Adequately Document Need for the Project  

 

Population to be Served 

 

AdventHealth premises its project with a patient “story” immediately following the application 

cover page, which describes the “hardships” faced by a patient with a high-risk delivery/C-Section 

transferred to a local provider of high-risk OB services. The premature infant had a subsequent 

stay at the regional NICU provider. Undoubtedly this is Mission Hospital, given the descriptive 

proximity to Hendersonville and Mission’s role as the only Level IV NICU provider in western 

North Carolina. What this story fails to recognize is that Mission’s team of maternal/fetal medicine 

physicians and neonatologists successfully delivered this infant and cared for him post-delivery. 

The story also does not acknowledge the fact that the mother was transferred to Mission due to the 

inability of AdventHealth to care for the high-risk delivery. Neonatal services go hand in hand 

with high-risk OB programs, which AdventHealth does not have and does not propose to offer as 

part of this project. It is likewise unclear whether this neonate in AdventHealth’s patient story 

needed Level IV NICU services that AdventHealth could not provide even if it were approved for 

this project.  

 

Inconsistently, the distance AdventHealth describes as a “hardship” at 30 minutes, is relatively 

short compared to the fact that AdventHealth proposes to serve Level II/Level III patients from a 

9-county service area including communities in Buncombe County, expecting such patients to 

travel a similar 30 minutes to their hospital. AdventHealth projects to serve patients from such 

places as: 

 

• Rutherfordton (Rutherford County) located approximately 50 minutes from AdventHealth 

• Hot Springs (Madison County) located approximately and hour from AdventHealth, and 

• Clyde (Haywood County) is located approximately 35-40 minutes from AdventHealth and 

only 25 minutes to Harris Regional, with a Level II Neonatal Special Care Unit. 

 



6 

 

If AdventHealth’s “statistic/metric” example represents a hardship rather than a success story, then 

the patients AdventHealth projects to serve throughout its unreasonably broad service area will 

face similar hardships to receive care at AdventHealth. 

 

AdventHealth proposes an unreasonably large, 9-county “catchment area” from which is projects 

to draw Level II/Level III patients. See application page 45. It is unclear the basis for this large 

area, as AdventHealth does not meaningfully draw patient volume from all of these 9 counties.  

 

On page 45, AdventHealth also ignores several existing Level II/Level III providers who also serve 

this area including Atrium Health Cleveland, DLP Harris Regional Medical Center (“Harris 

Regional”), and UNC Blue Ridge Hospital -Morganton (“UNC Blue Ridge – Morganton”). 

AdventHealth also ignores large NICU providers in Greenville and Spartanburg Counties directly 

to the south of its catchment area. See Exhibit 1. 

 

It should also be noted that on page 38 of its application, AdventHealth provides a footnote to 

document that Harris Regional was not included in its analysis because recent LRAs do not show 

any Level II days. This is incorrect. Harris Regional’s 2022 LRA shows 573 days of care for its  

Level II beds. While Harris omitted neonatal patient days on its 2023 LRA, it did include them in 

the year prior and should not be ignored. In fact, the very same market data used extensively by 

AdventHealth shows that Harris Regional served Level II/Level III DRGs in FY 2023. 

 

Exhibit 1 

Existing Providers of Neonatal Care in or Near the Service Area 
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It is unclear how AdventHealth projects to draw significant Level II/III patient volume from all of 

these counties when they do not serve any meaningful number of OB patients from many of these 

counties.  Most Level II/III neonates are born at the same hospital their mother receives care, and 

therefore, the mother chose to deliver at that hospital. AdventHealth’s application is devoid of any 

meaningful information on its current OB services, which hides the fact that AdventHealth does 

not have the patient base to support the proposed service and has not appropriately defined the 

population to be served.  

 

As shown in Exhibit 2, AdventHealth’s FY 2023 OB patient origin reveals that it serves very few 

patients from many of its projected 9 catchment area counties. Madison, Yancey, and McDowell 

Counties each account for less than 2 percent of AdventHealth’s OB patients. Rutherford and 

Haywood account for only 2.6% and 2.2% of OB patients, respectively. Defining AdventHealth’s 

catchment area from which it received generously 90% of its OB patients would result in a 4-

county catchment area including only Henderson, Buncombe, Transylvania, and Polk Counties. 

Exhibit 2 also shows that projected patient origin percentages for Rutherford and Haywood are 

far overstated as well as “in-migration” from outside of the catchment area. 

 

Exhibit 2 

I 

 

Level II/III providers do not receive a significant number of transfers from other providers. One 

instance in which a Level II/III provider may receive a transfer is a back transfer of a Level IV 

neonate who transfers back to their local provider as they step down to a lower level of care. As 

will be shown, AdventHealth’s transfers to Mission for Level IV services are insufficient to justify 

AdventHealth’s population to be served and the need for the project. 

 

AdventHealth has not reasonably projected the population to be served and unreasonably identifies 

the needs of this population and should not be found conforming with Criterion (3). 

County

Advent FY 

2023 Births

% of 

Total

Cumulative 

%

Projected 

Level II/III 

Patients

% of 

Total

Henderson 307            56.6% 56.64% 89 41.6%

Buncombe 121            22.3% 78.97% 42 19.6%

Transylvania 33              6.1% 85.06% 13 6.1%

Polk 27              5.0% 90.04% 6 2.8%

Rutherford 14              2.6% 92.62% 20 9.3%

Haywood 12              2.2% 94.83% 24 11.2%

Madison 8                1.5% 96.31% 2 0.9%

Yancey 6                1.1% 97.42% 3 1.4%

McDowell 4                0.7% 98.15% 4 1.9%

All Others 10              1.8% 100.00% 11 5.1%

Total 542            100% 214 100.0%

Source: Market Births -  Application p101.  Advent Births - HiDi market data

AdventHealth OB v. Level II/III Patient Origin
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Projection Methodology 

 

AdventHealth’s projection methodology is flawed and utilizes an illogical basis that plagues 

almost every step. To produce an adequate number of births, the methodology is rooted in theory 

and completely fails to consider the actual volumes of AdventHealth’s births and transfers. A 

comparison of the projected utilization with the actual utilization of both AdventHealth 

Hendersonville and other nearby providers demonstrates that the utilization projections are entirely 

overstated and are not rooted in real volumes.  

 

Review of Issues with the Projection Methodology by Step 

 

AdventHealth generates a theoretical methodology based on 2022 OB utilization for the proposed 

catchment area and applies arbitrary assumptions to these figures to generate the utilization it 

needs. AdventHealth does not use its own historical utilization as a basis for any step in its 

projection process. This leads to a flaw in AdventHealth’s methodology and an unrealistic 

outcome. AdventHealth’s projection methodology is explained step by step below. 

 

Step 1 (Application p101) – AdventHealth first quantified the number of total births and total 

neonatal discharges (DRGs 789-793) in 2022 by catchment area county. AdventHealth then 

calculates a ratio of neonatal discharges to total births for each county and the catchment area. The 

overall ratio for the catchment area is calculated to be 22.5%. In other words, AdventHealth 

estimates that 22.5% of the births in the catchment area require a higher level of neonatal care. 

 

It should be noted that Step 1 reflects the utilization for the residents of the service area as a whole, 

regardless of the county where the birth took place or where the neonatal care was provided. The 

location a patient delivers is an excellent predictor of where they will get neonatal care. 

Conversely  using where a patient lives is a less likely predictor of where a patient will receive 

care, especially given the number of rural counties in the service area that have no hospital 

at all or a hospital that does not offer OB services. The entire process is predicated on overall 

DRG ratios or percentages, which are entirely overstated. Infants are routinely assigned to several 

of these DRGs who do not need Level II/III Care as AdventHealth’s own utilization will show. 

 

Step 2 (Application p102) – AdventHealth then drills the above data down further to reflect only 

discharges captured under DRG 792 and a portion of discharges captured under DRG 793 that 

AdventHealth believes it can safely accommodate. A historical utilization trend for these 

discharges from 2020-2022 is presented in Application Table 2. In 2022, AdventHealth’s nine-

county catchment area had a total of 748 discharges for 3,535 days for this cohort of patients.2 

Again, this is for the entire catchment area (regardless of where the infant was delivered or where 

the neonatal service was provided). Again, this data is not based on AdventHealth’s historical 

deliveries or OB utilization. 

 

 
2 It should be noted that these figures are slightly different than those presented in Exhibit C-4.2. In theory, they 

should correspond. 
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As will be shown, this theoretical Level II/III ratio ignores one very critical factor that overstates 

the potential demand for AdventHealth’s service: Patients in these DRGs are served in hospitals 

without Level II or Level III services including AdventHealth. In other words, the DRGs defined 

to support AdventHealth’s projection do not all require Level II/III care. 

 

Step 3 (Application pp102-103) – In order to project the number of discharges adjusted for the 

scope of services AdventHealth intends to provide, it applies a CAGR to reflect expected 

population growth for women ages 15-44 to the 2022 figures referenced in Step 2 to determine 

projected discharges for the adjusted scope of services through 2028.  

 

This step is flawed in numerous ways as the CAGR is unreasonable.  

 

• First, AdventHealth fails to identify the source of or demonstrate the CAGR(s) used in this 

projection. It simply states, “Based on historical data, AdventHealth identified over 700 

annual inpatient discharges from the catchment area that could be served by the proposed 

neonatal acute care beds at AdventHealth Hendersonville (p102).” AdventHealth does 

generate a CAGR by county on page 45 of its application. However, when it is applied to 

the 2022 days on Table 2, the projections do not tie exactly to the 2023-2028 projected 

days on Table 3. Moreover, AdventHealth fails to explain or demonstrate why population 

growth would be a reasonable measure of growth or decline for the proposed services.  

• Table 2 in Step 2 (Below and Application p102) shows that discharges for this cohort of 

services and service area declined 2.1% from 2021 to 2022. If anything, the 2020-2022 

volumes show that discharges are at best relatively consistent, but certainly do not show a 

trend of growth. 

• Like AdventHealth’s historical OB utilization, OB services in general are not growing. In 

fact, Advent’s 2023 deliveries were at their lowest level in six years (Application, page 

43).  

 
      Source:  AdventHealth application page 102. 
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It is completely unreasonable for AdventHealth to use population growth rates when the trend for 

the actual service proposed is declining, birth rates are declining, and especially considering that 

AdventHealth’s own OB utilization is declining. 

 

It is a well-known fact that American society at large is waiting until later in life to have children 

and having less children than ever before. In fact, more Americans are choosing not to have 

children than ever before. According to an article published by the Washington Post (“Millennials 

aren’t having kids. Here’s why.,” Andrew Van Dam), the US birthrate is at its lowest level in 

history and is not expected to change anytime soon. The Millennial generation is opting to not 

have children more frequently than any other before it. See Attachment A. As a result, any 

consistent growth in OB services related to small levels of population growth or other minor 

demographic factors does not make sense. 

 

Step 4 (Application p103) – AdventHealth arbitrarily chooses market share percentages by county 

for the first three years of operation and applies these percentages to the volumes generated in Step 

3. The market shares presented in the application are shown below. 

 

 
    Source:  AdventHealth application page 103. 

 

There is no explanation for the market share percentages chosen and no data or analysis to support 

their reasonableness. In fact, at first glance, they appear to be completely illogical. In 2028, 

Henderson County is projected to generate a 65% market share for neonatal services, while 

AdventHealth currently has a 35% market share for births originating from Henderson County. 

This would presume that Henderson County mothers who deliver at another facility will transfer 

babies to be treated at AdventHealth, which is unlikely. See Exhibit 2 and discussion to follow 

for a comparison of all service area counties. 
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In addition, geographically, these percentages are illogical. Much of Haywood County, projected 

to result in a 30% market share for AdventHealth in Year 3, is closer to Buncombe County and 

Mission Hospital than to AdventHealth in Henderson County. In fact, most residents would have 

to travel through Buncombe County to reach AdventHealth Hendersonville. Rutherford County, 

also with a 30% market share in Year 3, has relatively similar geographic access to UNC Blue 

Ridge - Morganton, AdventHealth, and Mission. See Table 4 excerpt from AdventHealth 

application page 103.  

 

Step 5 (Application p104) – The market share capture  rates presented in Step 4 are then applied 

to the total projected discharges by county calculated in Step 3 to determine county-level projected 

utilization for years 2026-2028. For the reasons outlined in the steps above, this application results 

in highly overstated volumes.  

 

Step 6 (Application p105) – A five percent in-migration factor is applied to the total above to 

determine total acute care discharges for the first three years of operation with no analysis or basis. 

As shown in Exhibit 2, AdventHealth only captured 1.8% of births from outside of the catchment 

area, which undermines the use of a 5% in-migration fact. 

 

Step 7 (Application p 105) – The projected average length of stay (“ALOS”) was determined to 

be 4.8 days and was applied to total discharges to determine total days of care. Using 

AdventHealth’s  own data from Step 2 (748 births; 3,535 inpatient days) results in an ALOS of 

4.7.  Therefore, AdventHealth inflates its ALOS to create higher utilization. 

 

This step was also premature. Since AdventHealth breaks down the days by level, Level II and 

Level III babies will likely have differing ALOS as the acuity of Level III babies is higher than 

Level II.  

 

Step 8 (Application p106) – AdventHealth works backwards to apply another set of arbitrary 

percentages (73% and 27%, respectively) to delineate Level II/III days from the total days of care. 

There is no source for these percentages that justifies this delineation of service. Moreover, 

AdventHealth ignores the fact that a neonate, who initially needs Level III care, will typically “step 

down” to Level II care resulting in potential Level II days for a neonate in a Level III DRG. 

 

From beginning to end, AdventHealth’s methodology is arbitrary and inflated, resulting in an 

unrealistic level of utilization that will be discussed and analyzed below.  

 

 

AdventHealth’s Neonatal Care Projections vs Real Data 

 

Comparing AdventHealth’s projected utilization to its historical utilization and to other similar 

facilities within the service area further highlights its oversized project and overstated projections. 

AdventHealth’s OB service is not growing, which is likely why AdventHealth used theoretical 

projections, rather than its own historical utilization, to demonstrate the need for the project.  
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AdventHealth’s OB Utilization is Declining 

 

AdventHealth seems to forget that you cannot have neonates without delivering mothers. Its 

application is devoid of information about the use of its OB program and how the patients served 

by it need Level II/III services. 

 

As shown in Exhibit 3, there is no growth for births at AdventHealth Hendersonville. 2023 

resulted in the lowest number of births in six years at AdventHealth Hendersonville. Even using a 

six-year trend, there is a decline from 2018 figures. These totals include ALL babies born at 

AdventHealth Hendersonville, whether they need higher level neonatal care or not. Given the 

figures below and current birth rate trends, there is no reason to assume any future growth in OB 

services. It is fair to assume that future levels may be higher than 2023, as it appears to be an 

anomaly. However, there is no reason to assume that total births will significantly exceed 600 per 

year in the foreseeable future. 

 

Exhibit 3 

Births at AdventHealth Hendersonville 2018-2023 

  2018 2019 2020 2021 2022 2023 

2018-2023 

Average CAGR 

Vaginal Births 433 426 421 399 422 380 414 -2.58% 

C-Sections 168 156 159 209 216 167 179 -0.12% 

Stillbirths 0 0 0 1 1 1 1   

Total 601 582 580 609 639 548 593 -1.83% 

Source: Application p44 
       

 

 

Using Actual Births AdventHealth Cannot Project Sufficient Demand for Level II/III Services 

 

Starting with the catchment area ratios of Level II/III discharges to birth and taking into account 

the “adjusted” definition used based on expected capability then applying this to AdventHealth’s 

actual OB utilization is a more realistic projection methodology. Based on data in the 

AdventHealth application, Exhibit 4 shows that the adjusted ratio of Level II/III discharges to 

births for the catchment area is 13.1% and these patients have an ALOS of 4.73 days based on data 

presented by AdventHealth. 

 

Exhibit 4 

 
 

"Adjusted" Discharges 748

Births 5,691

Ratio of Adjusted Discharges to Births 13.1%

Adjusted Days 3,535              

ALOS 4.73                

Source:  CON Tables 1-2, CON pages 102-103

Analysis of Catchment Area Level II/III Adjusted Utilization
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Applying this actual information to the births at AdventHealth shows that the births at 

AdventHealth would generate about 78 potential Level II/III neonatal discharges and 368 days of 

care. See Exhibit 5. This equates to an ADC of 1 or 20% occupancy of the proposed 5 beds. This 

is based generously on the average births from 2018 to 2023 and not the lowest level of births in 

2023.  

Exhibit 5 

 
  Source: Ratio and ALOS based on AdventHealth application page 101-102 

 

AdventHealth’s Projected Market Share Ignores the Reality of its OB Market Share 

 

AdventHealth’s market share for births in 2023 is presented in Exhibit 6 below. Births originating 

from residents of Henderson County resulted in 30.76% market share for AdventHealth. 

AdventHealth’s Market share for Polk County births was 31.76%. All other market shares by 

county were significantly lower. 

 

Exhibit 6 

 
 

A comparison of the actual market share by county shown in Exhibit 6 above to -Projected Market 

Share for Neonatal Acute Care Beds (AdventHealth Table 4 shown previously), is striking. This 

comparison, Exhibit 7, shows market shares for neonatal care are projected to be at least twice the 

2023 market share for births for Henderson County. Other counties show many multiples of market 

share capture without justification. There is absolutely no justification for AdventHealth to capture 

Average 2018-2023 Births 593

Ratio of Adjusted Discharges to Births 13.1%

Projected Level II/III Neonates 78

ALOS 4.73                

Projected Level II/III Days 368.35            

Projected Level II/III ADC 1.01                

Proposed Level II/III Beds 5

Percent Occupancy 20%

AdventHealth Projected Level II/III Utilization

County Advent Births Total Births Market Share

Buncombe 121                     2,293                  5.28%

Haywood 12                       515                     2.33%

Henderson 307                     998                     30.76%

Madison 8                         195                     4.10%

McDowell 4                         381                     1.05%

Polk 27                       85                       31.76%

Rutherford 14                       601                     2.33%

Transylvania 33                       215                     15.35%

Yancey 6                         145                     4.14%

Total 532                     5,428                  9.80%

Source: FY 2023 HiDi market data.

AdventHealth Market Share of Births by County of Origin FY 
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market share increases as high as 18 to 34 percentage points for this service. There is no reasonable 

way to reconcile a current 2% market share of births and a projected 30% market share of Level 

II/III discharges, as AdventHealth projects for Haywood County. AdventHealth’s projected market 

shares are unreasonable, without justification, and unsupported by any reasonable conceptual 

basis. 

Exhibit 7 

AdventHealth Actual vs Projected Market Shares 

 
 

There is no explanation by AdventHealth to justify these unrealistic increases. AdventHealth 

makes no mention of nor quantifies potential transfers from other hospitals where a neonate is 

delivered to AdventHealth for Level II/III care. As further evidence of this omission, AdventHealth 

offers no discussion of the provision of neonatal transport services, which is a highly specialized 

and resource-intensive service required for the safe transport of neonates. Without a discussion of 

the potential transfers, all volumes are assumed to be generated from AdventHealth Hendersonville 

births. As a result, it is not possible for AdventHealth to generate the volumes of patients it projects.  

 

Comparisons to Existing Level II/III Programs Show AdventHealth’s Projection Flaws 

 

Another way in which to test the reasonability of AdventHealth’s projections is to compare  Level 

II/III days to total births across facilities, including Advent’s projections. As most Level II/III 

programs generate their patient volume from births that occur at their own hospital and the fact 

that AdventHealth does not project any transfers from other hospital OB programs, the ratio of 

Level II/III days to births for existing programs in the region provides a good benchmark for the 

Level II/III days that AdventHealth will experience. Moreover, AdventHealth recognizes the 

relationship between births and neonatal services in Table 1, page 101 of its application. 

 

Using data from the hospital LRAs shows that the ratio of Level II/III days per birth ratio for all 

of the Level II/III providers in the state (Level IV providers excluded) as demonstrated in Exhibit 

8. The average across hospitals offering just Level II/III care is 0.73 days per birth. For smaller 

programs with 10 or less beds, like that proposed by AdventHealth, the ratio is even lower at 0.59 

days per birth.  There are only two hospitals in the state that have higher Level II/III days per birth 

than projected by AdventHealth: Catawba Valley Medical Center and Duke Regional Hospital, 

County

FY 2023 

OB/Birth 

Market Share

2028 Neonatal 

Market Share

% Increase in 

Neonatal

 Market Share

Buncombe 5% 12% 7%

Haywood 2% 30% 28%

Henderson 31% 65% 34%

Madison 4% 10% 6%

McDowell 1% 10% 9%

Polk 32% 50% 18%

Rutherford 2% 30% 28%

Transylvania 15% 40% 25%

Yancey 4% 10% 6%

Source: FY 2023 HiDi market data.



15 

 

which have much larger neonatal programs with 20 and 18 beds, respectively. Each also provides 

for thousands of births each year compared to the 593-birth average for AdventHealth. 

 

Exhibit 8 

 

If the Statewide Average or Average for Providers with 10 or less beds ratio was applied to 

AdventHealth’s 593 births (average for 2018-2023), it would predict 351 to 435 days of care 

depending on which ratio was used. By contrast, AdventHealth unrealistically projects 1,020 days 

of care. Exhibit 9 shows the degree of overstatement included in AdventHealth’s projections. This 

analysis shows that AdventHealth’s theoretical projections and unsupported market shares far 

overstate its projected Level II/III utilization in relation to its OB program. 

HL #: Facility

Total Acute 

Care Beds

Neonatal  

Beds

Neonatal  

Days

Total 

Births

Neonatal Days 

to Birth Ratio 

H0223 Catawba Valley Medical Center 200                   20                 4,357          2,067         2.11

H0233 Duke Regional Hospital 316                   18                 5,453          2,828         1.93

H0048 Onslow Memorial Hospital 162                   18                 909             1,316         0.69

H0105 CaroMont Regional Medical Center 372                   16                 1,725          1,731         1.00

H0100 FirstHealth Moore Regional Hospital 337                   13                 3,236          2,468         1.31

H0272 Alamance Regional Medical Center 182                   12                 1,984          1,159         1.71

H0228 Nash General Hospital^ 262                   12                 1,339          945            1.42

H0042 Atrium Health Pineville 278                   10                 3,022          2,479         1.22

H0258 Vidant Edgecombe Hospital 101                   10                 230             407            0.57

H0255 Atrium Health University City 104                   9                   1,961          1,645         1.19

H0276 WakeMed Cary Hospital 208                   8                   2,368          2,976         0.80

H0270 Novant Health Matthews Medical Center 154                   8                   2,006          2,587         0.78

H0024 Atrium Health Cleveland* 241                   8                   398             1,355         0.29

H0259 Lake Norman Regional Medical Center 123                   8                   17               774            0.02

H0064 Southeastern Regional Medical Center 292                   7                   1,227          1,225         1.00

H0053 Frye Regional Medical Center 209                   6                   137             323            0.42

H0052 High Point Regional Health 307                   6                   449             1,320         0.34

H0199 WakeMed North Hospital 61                     6                   1,340          5,933         0.23

AdventHealth Projection 62                     5                   1,020          593            1.72

H0107 Scotland Memorial Hospital 97                     5                   1,102          842            1.31

H0224 Cape Fear Valley Betsy Johnson Hospital 87                     5                   220             451            0.49

H0040 Novant Health Rowan Medical Center 203                   5                   114             775            0.15

H0050 Atrium Health Union 142                   4                   1,242          946            1.31

H0087 Harris Regional Hospital^* 86                     4                   573             556            1.03

H0062 UNC Health Blue Ridge - Morganton* 162                   4                   943             985            0.96

H0282 Novant Health Huntersville Medical Center 139                   4                   1,717          2,131         0.81

H0077 Watauga Medical Center 117                   4                   68               575            0.12

H0257 Wayne UNC Health Care 255                   4                   106             1,224         0.09

H0225 Atrium Health Lincoln 101                   4                   20               472            0.04

H0210 Wilson Medical Center 270                   3                   170             669            0.25

H0222 Carteret General Hospital 135                   3                   241             1,032         0.23

H0151 UNC Health Johnston -Smithfield 129                   3                   160             1,924         0.08

H0267-AMaria Parham Health 91                     3                   16               413            0.04

H0243 Central Carolina Hospital 127                   1                   12               354            0.03

H0273 The Outer Banks Hospital 21                     1                   3                 290            0.01

Statewide Average 175                   7                   1,140          1,365         0.73                  

Avg for Providers with 10 or Less Beds 154                   5                   746             1,259         0.59                  

*Provider serves the AdventHealth 9-county catchment area.

FY2022 Statewide Level II and III Provider Utilization Ratios

Source: 2023 LRAs, 

^2022 LRA used for Harris Regional, Lake Norman Regional, and Nash General due to anomalies in reporting.
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Exhibit 9 

AdventHealth’s Realistic Utilization Based the Ratio of Level II/III Days per Birth for 

Level II/III Programs FY2022 

 
 

 

AdventHealth is Already Caring for Babies with the DRGs Identified for this Project  

 

AdventHealth implies that this project will give it the ability to serve a large number of babies that 

it currently has to transfer out to other facilities, primarily Mission Hospital. AdventHealth also 

implies that it currently cannot and does not treat babies with DRGs 792 and 793. This is 

misleading. Exhibit 10 below shows the babies with DRGs 792 and 793 that were born and cared 

for at AdventHealth in the last four years. In fact, AdventHealth has kept and treated at its 

Hendersonville Hospital between 39 and 51 babies with these DRGs in each of the last four years. 

 

Exhibit 10 

Neonates with DRGs 792 and 793 Treated at AdventHealth 

 
 Source: HiDi market data. 

 

Need for the Service is Not Justified by Neonatal Transfers 

 

AdventHealth suggests that it is transferring large volumes of patients to Mission Hospital and 

other more distant Level IV NICU providers on page 38 of its application. The information 

presented here is misleading for several reasons. 

 

AdventHealth 

Projections

High End 

Ratio

Low End 

Ratio

Ratio of Level II/II Days to Births 1.72                  0.73              0.59            

Historical Average Births (2018-2023) 593 593 593

Projected Level II/III Days of Care 1,020                435               351             

ADC 2.79 1.19 0.96

Occupancy of 5 Beds 55.9% 23.8% 19.2%

ALOS 4.8                    4.7                4.7              

Projected Level II/III Discharges 212                   93                 75               

County FY 2020 FY 2021 FY 2022 FY2023 Average

Buncombe 8                  7                  9                  15                10            

Haywood 1                  -               -               1                  1              

Henderson 24                24                34                27                27            

Madison -               -               -               -               -           

McDowell -               -               -               -               -           

Polk 3                  3                  1                  2                  2              

Rutherford 11                1                  -               -               3              

Transylvania 4                  4                  5                  4                  4              

Yancey -               -               -               -               -           

Total Service Area 51                39                49                49                47            



17 

 

 

   
 Source:  AdventHealth application p38. 

 

First, Level II/III services are available at three additional hospitals in Western North Carolina that 

serve the catchment area and are ignored by AdventHealth including Harris Regional, UNC Blue 

Ridge - Morganton, and Atrium Health Cleveland. In addition, there are also Level IV neonatal 

care units located in Spartanburg and Greenville, SC where AdventHealth identifies patient origin 

for 2022-2023 newborn deliveries on Application page 40. AdventHealth ignores that OB patients 

it serves from Greenville and Spartanburg County are likely to be served closer to home if they 

have to be transferred to the Level IV units in these counties. 

 

In addition, AdventHealth does not transfer babies as frequently as it implies in its application. 

The statement above, and in other places throughout the application, is highly misleading; it 

implies that AdventHealth is frequently transferring babies to Mission Hospital that it could serve 

if it had a higher level of care, yet AdventHealth provides no actual transfer data. 

 

Based on Mission’s internal data, AdventHealth transferred on average approximately 42 neonates 

and/or expectant mothers per year to Mission Health between 2021 and 2023. See Exhibit 11. In 

the same three years, Mission only declined transfer requests for 5 total combined OB and neonatal 

patients. It is impossible to understand how the proposed program will serve more than 200 

neonates per year in Year 3 when AdventHealth is currently transferring an average of 13 babies 

per year for neonatal care and only about 42 neonatal and high-risk mothers combined. These 

figures also include patients who need high-risk delivery support or Level IV NICU service that 

AdventHealth cannot and will not provide.  

 

Exhibit 11 

AdventHealth Henderson Neonatal and OB Transfers and Declines with Mission Health  

 
Source: Mission internal transfer center data. 

 

At most, AdventHealth’s own internal data shows an average of 47 Level II/III DRG patients they 

are already serving year after year, plus an average of 40 high risk mothers and neonates transferred 

to Mission each year for a total of 87 patients at most. This number includes transferred patients 

who need a higher level of care than AdventHealth will offer. 

 

 

2021 2022 2023 Average 21-23

AdventHealth Neonatal Transfers Accepted by Mission 18 9 13 13.3

AdventHealth Neonatal Transfers Declined by Mission 0 1 0 0.3

AdventHealth OB Transfers Accepted by Mission 39 18 23 26.7

AdventHealth OB Transfers Declined by Mission 2 2 0 1.3

Total OB/Neonatal Transfers and Declines 59 30 36 41.7
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Exhibit 12 compares the three ways in which Mission has reasonably calculated the demand for 

AdventHealth’s proposed Level II/III program based on actual service area utilization, statewide 

Level II/III utilization, and the actual patients already served and transferred by AdventHealth. 

These analyses result in a range of 19.2% to 23.8% occupancy of the proposed unit, which are all 

remarkably consistent and less than half of the utilization projected by AdventHealth based on 

theoretical market volume, unreasonable growth rates, and unsubstantiated market share. The 

proposed project cannot support a five-bed unit when it has not shown the ability to support a unit 

at all with a census of approximately one (1) comprised mostly of patients it is already serving. 

Moreover, it does not need five additional acute care beds to create an underutilized unit when it 

has ample capacity to convert existing acute care beds to a smaller, more reasonably sized neonatal 

unit.  

 

Exhibit 12 

 
 

AdventHealth’s Asheville Hospital Proposal Undermines this Project 

 

These neonates to be served at AdventHealth in Henderson County will be further diluted when 

and if AdventHealth implements its proposed hospital in Buncombe County. In 2022, 

AdventHealth applied for and received conditional approval to build an acute care hospital in 

Asheville, Buncombe County which will include an OB unit.3   AdventHealth fails to consider any 

shift in patients from AdventHealth Hendersonville to its Asheville hospital and does not identify 

whether these neonates will be transferred to Mission, which is likely closer to home, or to its 

Hendersonville Hospital.  According to its application for the Buncombe County hospital, 

AdventHealth wanted to bring its proposed services (including OB) closer to the homes of 

residents currently traveling to Hendersonville for care. In addition, the story that 

AdventHealth highlights at the beginning of its neonatal application demonstrates the need for 

neonatal care close to home. Does AdventHealth intend to transfer its neonatal patients further 

away from home to its new unit? AdventHealth makes no effort to account for patients who will 

 
3 Project ID #B-12233-22 is currently under appeal. It should be noted that AdventHealth does not have site 

entitlement to the proposed site included in this application. 

Discharges Days ADC % Occupancy

Service Area Ratio of Level II/III Discharges to 

Births (AdventHealth Tables 2 and 3) 78                368              1.0               20.2%

Statewide Ratio of Level II/III Days to Births

(All Providers) 93                435              1.2               23.8%

Statewide Ratio of Level II/III Days to Births 

(Providers with 10 or Less Beds) 75                351              1.0               19.2%

Average of Patients Already Served + 

Transferred Babies and High Risk Mothers* 87                409              1.1               22.4%

AdventHealth Projections 212 1,020           3                  55.9%

*Includes transfers of Level IV neonates and high-risk mothers with conditions not appropriately 

treated at AdventHealth even with Level II/III care.

Summary of Alternative Projection Analyses Based on Actual Data



19 

 

undoubtedly shift from AdventHealth Hendersonville to the Buncombe County hospital upon its 

implementation and therefore includes these patients in its neonatal patient projections. 

AdventHealth’s Acute Care Bed Utilization Does Not Support the Need for More Beds 

 

AdventHealth is applying to add five new acute care beds for a project that it cannot support with 

either reasonably projected Level II/III utilization or its other acute care services. As shown in 

Exhibit 12 AdventHealth’s proposed Level II/III beds will be utilized at occupancy between 19% 

and 23% based on reasonable assumptions. 

 

In addition to its over-projection of neonatal days, AdventHealth also overestimates its future 

general acute care bed utilization.4  To project acute care days for the project horizon, it uses a 

CAGR of 4.3% to represent the growth in patient days for 2019-2023. However, it fails to notice 

the reduction of days from 2019 to 2021, even without considering the sharp decline in 2020 due 

to COVID.  

 

The use of patient days to predict the growth rate conveniently omits consideration of total 

discharges and ALOS. In the same period (2019-2023), discharges had only a 1.9% CAGR. See 

Exhibit 13. However, ALOS grew 2.3% during this time period. The combination of these two 

factors resulted in an inflated total patient day growth rate. It is not reasonable to assume that 

ALOS will continue to grow at a rate of 2.3% per year.  

 

Exhibit 13 

AdventHealth Utilization and Growth for 2019-2023 

 
Source: 2020-2024 LRAs 

 

Based on reasonable assumptions, when AdventHealth’s utilization is projected based on actual 

2023 discharges grown at a CAGR of 1.9% (consistent with Advent’s historical rate of growth for 

2019-2023), and ALOS is held constant at 3.8, the results would be patient days totaling 14,795 in 

2028 for a 65.4% occupancy. See Exhibit 14. Contrary to the AdventHealth’s statement on 

Application page 64, AdventHealth will not soon meet the target occupancy of 66.7%. Nor does 

an occupancy rate of 65.4% justify the addition of 5 acute care beds. 

 

 

 
4 It should be noted that total patient days (only) are presented on page 63 of the application, but Form C-1b was not 

completed for the facility as a whole, and as a result the application is incomplete, given that the application is 

necessitated by the addition of five acute care beds. 

FFY2019 FFY2020 FFY2021 FFY2022 FFY2023

2019-

2023 

CAGR

Discharges 3,290        2,839      3,008        3,172        3,547        1.9%

ALOS 3.5            3.1          3.7            4.1            3.8            2.3%

Days 11,398      8,839      11,096      12,984      13,467      4.3%

ADC 31.23        24.22      30.40        35.57        36.90        

Beds 62 63 64 65 66

% Occupancy 50.4% 38.4% 47.5% 54.7% 55.9%
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Exhibit 14 

 
 

In addition, AdventHealth again fails to consider its Buncombe County hospital. AdventHealth 

shows on page 31 that Buncombe County residents comprise 36.7% of its total patients in the last 

full fiscal year. On page 33, AdventHealth projects Buncombe County patients will comprise 

36.7% of total patients for the entire facility in the first three years of this project through 2028. It 

fails to consider any patient shift to the Buncombe County hospital, even though Buncombe 

County patients alone make up more than one-third of its total patient base.  

 

AdventHealth Lacks Support of Actual Clinical Providers for this Project 

 

AdventHealth’s Letters of Support (AdventHealth’s Exhibit I.2) further highlights the lack of true 

internal need for this project. With the exception of one letter from a pediatric hospitalist who sees 

newborns at AdventHealth, all other letters are community letters of support. Like Mission, these 

agencies and representatives agree that increased access to neonatal care is always a good thing. 

However, these letters originate from a large geographic area of community agencies, whose 

communities will not necessarily gain meaningful access to neonatal care through the proposed 

project. 

 

More importantly, there is only one letter from a physician within AdventHealth supporting this 

project. There are no letters at all from obstetricians who deliver at AdventHealth to document that 

the proposed unit is actually needed. It is unusual that this project would be pursued without the 

support of current OB physicians and other clinical nursery staff. This further highlights the 

likelihood that the driving force for this project is additional general acute care beds and not the 

neonatal unit itself. 

 

In summary, AdventHealth fails to show a need for additional acute care beds and fails to show a 

need for a five-bed neonatal care unit. It simply does not have the utilization to support either. 

Mission is in full support of expanding access to neonatal care, but fears that this project is simply 

a guise to add acute care beds when the 2024 SMFP shows that Henderson County has no need. 

 

 

Criterion (4) Where alternative methods of meeting the needs for the proposed project exist, 

the applicant shall demonstrate that the least costly or most effective alternative has been 

proposed.  

 

AdventHealth fails to demonstrate that its project is the most effective alternative. AdventHealth 

considered only two alternatives: 

FFY2023 FFY2024 FFY2025 FFY2026 FFY2027 FFY2028

Discharges 3,547        3,614      3,683        3,753        3,824        3,897      

ALOS 3.8            3.8          3.8            3.8            3.8            3.8          

Days 13,467      13,723    13,983      14,249      14,519      14,795    

ADC 36.90 37.60 38.31 39.04 39.78 40.53

Beds 62 62 62 62 62 62

% Occupancy 59.5% 60.6% 61.8% 63.0% 64.2% 65.4%

Revised Projection Based on Admission Trend
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1. Do Nothing / Maintain Status Quo 

2. Convert Existing Beds Acute Care Beds to Neonatal Acute Care Beds 

 

While Mission believes that option two is viable, a third, better option exists which AdventHealth 

failed to consider: Right Size the Unit and Convert Existing Acute Care Beds to Neonatal Acute 

Care Beds.  

 

As discussed and demonstrated in detail in the discussion of Criterion (3), the proposed neonatal 

care unit is oversized. There is no way that AdventHealth can support a five-bed neonatal care unit 

given its historical births, its current acute care bed count, and its proposed services for the project. 

While Mission fully supports additional access to neonatal care in Western North Carolina, more 

beds does not necessarily equal more access to care. AdventHealth should recalibrate the unit to 

reduce the proposed neonatal acute care beds to create a unit that will be more efficiently utilized. 

 

AdventHealth has ample capacity – now and in the future – to convert existing acute care beds to 

neonatal acute care beds, even more so if the size of the unit is reduced. As shown in the discussion 

of Criterion (3), AdventHealth significantly over projected its future acute care utilization to 

demonstrate that it needs additional licensed beds for this project. The impetus behind this is likely 

two-fold. First, it allows AdventHealth to utilize a higher-level charge mechanism for some babies 

it is already serving that could be categorized as Level II. See Exhibit 10.  

 

In addition, AdventHealth is utilizing a back door to obtain additional acute care beds. Licensure 

does not differentiate between licensed acute care beds and neonatal acute care beds; they are all 

combined as a licensed acute care bed count on the license. The 2024 SMFP shows a need for zero 

(0) acute care beds in Henderson County and resultingly does not allow AdventHealth to apply for 

additional acute care beds. However, neonatal acute care beds no longer fall under the purview of 

the SMFP and can be obtained without a quantitative need determined by the Agency. Should the 

proposed unit not be sustainable, which is likely, AdventHealth can potentially convert these beds 

to general acute care beds without a CON in the future.  

 

AdventHealth has chosen an oversized and unneeded alternative that allows it to strategize and 

maximize its future structure and to give it options down the road. However, AdventHealth does 

this at the expense of the efficiency of its proposed neonatal unit and in a manner that likely fails 

to disclose its full intent.  

 

AdventHealth should be found non-conforming with Criterion (4). 

 

 

 Criterion (5) Financial Feasibility   

  

Projected Utilization/Financial Feasibility  

 

As discussed in detail in Criterion (3), AdventHealth’s projected utilization for both neonatal acute 

care beds and general acute care beds is unreasonable, unsupported, and based on flawed 

methodology and theory. More importantly, neonatal acute care utilization is not tied at all to 

Advent’s actual births and historical OB/GYN utilization and transfers. As a result, 
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AdventHealth’s financial projections are unreasonable, undocumented, and overstated. There is 

no way to verify that the proposed project is financially feasible based on AdventHealth’s 

projected utilization as it results in far overstated revenues and unreliable financial feasibility. 

 

Understated Operating Costs 

As will be discussed under Criterion (7), AdventHealth has not considered the wide variety of 

clinical expertise that is required to operate the proposed unit and has therefore understated its 

staffing expense. It does not appear that AdventHealth has reviewed the required support services 

needed to operate a Level II/III program accredited by the American Academy of Pediatrics 

(“AAP”).  

 

As will be discussed in more detail, AdventHealth has not provided for expenses or staffing 

associated with a medical director/neonatologist, a clinical nurse specialist in neonatal medicine. 

a dietitian with neonatal experience, 24/7 pharmacy support from a pharmacist with neonatal 

pharmacology experience, a respiratory therapist with neonatal experience, a neonatal therapist 

(behavioral health), at least 1 registered dietician with specialized training in neonatal nutrition, a 

master’s level social worker with perinatal or pediatric experience, pediatric ophthalmology 

support to monitor retinopathy associated with prematurity. See Attachment B for the standards 

required by the AAP. AdventHealth does not identify any costs associated with these required staff 

positions or the cost associated with specialist consultation. 

    

In summary, AdventHealth should be found non-conforming with Criterion (5) as flaws and 

questionable information are contained throughout Advent’s financial projections.  

  

 

Criterion (6) Unnecessary Duplication   

 

AdventHealth’s proposed project does not properly consider all existing providers of neonatal care 

throughout and near its counties of patient origin shown on Application page 40. While it could 

provide a closer location to parts of Henderson, Polk, and Transylvania counties, it does not 

meaningfully increase access to much of its 9-county service area. 

 

In its Application, AdventHealth also ignores existing providers of Level II/III neonatal care in 

western North Carolina and northern South Carolina. Harris Regional Hospital in Sylva (Jackson 

County), Atrium Health Cleveland (Cleveland County), and UNC Blue Ridge – Morganton (Burke 

County) are existing providers in western North Carolina, in addition to the Level IV NICU 

services provided at Mission Hospital. Furthermore, there are two other proximate neonatal acute 

care providers in Greenville and Spartanburg, South Carolina. However, AdventHealth wrongly 

states over and over again that Mission Hospital is the only provider in western North Carolina. 

 

Again, increased access to neonatal services is always positive. However, access was not fully 

assessed by AdventHealth in its proposal. As a result, its oversized unit with inflated utilization 

projections will provide less access to the service area than AdventHealth has claimed. 

 

For these reasons and those referenced in the associated discussions of Criteria (1), (3), (4), and 

(18a), AdventHealth should be found non-conforming with Criterion (6). 
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Criterion (7) Staffing 

 

On Application, page 47, AdventHealth describes its intended service offerings for the neonatal 

care unit as follows: 

 

 
Source: Application p47 

 

While AdventHealth never specifies, its service offerings align with the AAP definition of a Level 

II Special Care Unit.  

 

 
 

The AAP publication which outlines the guidelines and requirements for a Level II Special Care 

Unit is included in Attachment B. Level II Special Care is outlined on pages 6-8 of the document. 

 

AdventHealth’s proposed staffing leaves many questions and fails to demonstrate that the 

proposed unit meets all AAP requirements for a Level II Special Care Unit. These include: 

 

• The total FTEs on Form H include only four positions: Registered Nurses, Lactation 

Consultant, Respiratory Therapist, and Surgery Tech. In Year 1 of the project, except 

Registered Nurses, all other positions are equal to 0.1 FTE or less. By Year 3, the lactation 

consultant for the unit is equal to 0.3 FTE and the Respiratory Therapist and Surgery Tech are 

still equal to 0.1 FTE or less. As described below, respiratory therapy is significantly 

understaffed, and other necessary staffing requirements have not been considered. 
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Source: Application p112 

 

• First, Respiratory Therapy is a key component to providing Level II/III care (aligning with the 

AAP Level II standards). As shown below, a Level II SCU must have a respiratory care leader 

and staff available for immediate 24/7 onsite care when needed. AdventHealth only projects 

to have 0.1 FTE in Year 3 for its respiratory therapist. 0.1 FTE is equal to four hours a week. 

In the case of a full five-bed unit, this is equivalent to 48 minutes per week of care per baby 

or 6.9 minutes per day. 

 

 

 
Source: AAP Guidelines for Neonatal Care pp.7-8 

 

• In addition, AdventHealth also undervalues lactation services. Lactation services are a vital 

component of care for neonates and their mothers, who generally need to pump to feed their 

babies at this level of care. The AAP provides the following guidelines for lactation assistance: 
 

  
Source: AAP Guidelines for Neonatal Care p8 
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• With a maximum allocation of a 0.3 FTE lactation consultant, there is no way AdventHealth 

can meet this level of care. 

 

• There are other staffing and support areas required by the AAP that AdventHealth omits. These 

include, but are not limited to: 

o Neonatal Medical Director 

o Neonatologist 

o Privileged Care Providers 

o Nursing Leadership 

o Neonatal Therapists 

 

• There are also staff positions currently in place at AdventHealth that the Application omits 

addressing whether the current staff have specialized neonatal training and can serve the unit 

or whether additional staffing will be required. This includes: 

o Social Workers 

o Dieticians 

o Pharmacy 

 

With regard to staffing, AdventHealth treats this project as if it is just another nursing unit 

and fails to recognize the specialized staffing and requirements this unit will require. As a 

result, its staffing and associated expenses are largely underestimated. 

 

 

Criterion (8) Support Services 

 

As described above in relation to Criterion (7), it is clear that AdventHealth already has these 

functions in place for the hospital as a whole. However, the proposed neonatal care unit will have 

specialized needs and requirements for some support staff including management, staff training, 

dietary, social services, and discharge planning. See Attachment B. AdventHealth does not 

describe any steps it will take to ensure that existing staff have the skills and training necessary to 

serve the neonatal care unit or to recruit additional staff who do. This is necessary to ensure quality 

of care for the proposed project. 

  

 

Criterion (13) Medically Underserved Population   

 

AdventHealth does not disclose charity care in its projected payor mix. See Exhibit 15. However, 

as would be expected, there is a huge contrast in payor mix between general inpatient care and 

neonatal acute care beds. It is not surprising that both Medicaid and insurance percentages are 

significantly higher for neonates than for adult care, as neonates do not qualify for Medicare and 

are more likely to qualify for Medicaid due to pediatric medically fragile conditions. 
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Exhibit 15 

 
 

While charity care was bundled with self-pay by AdventHealth in its payor mix, it can be 

calculated and compared using the totals on Form F.2b. As a percentage of gross revenue, 

AdventHealth proposes to provide less charity care to its neonatal patients than to general 

inpatients. AdventHealth estimates that charity care for neonates will equal 2.27% of total gross 

revenue in the first three project years, while it estimates that charity care for general inpatients 

will equal 4.27% of total gross revenue for the same time period. See Exhibits 16 and 17. While 

AdventHealth projects to provide care to a higher level of Medicaid neonates, as medically fragile 

infants can often qualify for Medicaid, it is questionable that it projects a lower level of charity 

care for those with insurance and self-pay given the acuity and cost of care.  

 

Exhibit 16 

Projected Charity Care as a Percentage of Gross Revenue – Proposed Neonatal Beds 

 
 

 Exhibit 17 

Projected Charity Care as a Percentage of Gross Revenue – General Acute Care Beds 

 
 

  

Payor Source

Facility

Neonatal Acute 

Care Beds

Self-Pay 4.10% 5.80%

Charity Care Included in Self-Pay Included in Self-Pay

Medicare 55.50%

Medicaid 8.70% 56.70%

Insurance 29.20% 37.50%

Workers Compensation

TRICARE

Other 2.50%

Total 100.00% 100.00%

Source: Application p87

Projected Payor Source 3rd FFY

Percentage of Total Patients Served

FFY1 FFY2 FFY3

Charity Care 70,777$                 111,343$            147,938$           

Total Gross Revenue 3,120,204$            4,908,558$         6,521,842$        

Charity Care as a % of Total Gross Revenue 2.27% 2.27% 2.27%

Source: Form F.2b, Application p108

FFY1 FFY2 FFY3

Charity Care 5,464,347$            5,867,981$         6,301,865$        

Total Gross Revenue 127,970,652$        137,423,444$     147,584,653$    

Charity Care as a % of Total Gross Revenue 4.27% 4.27% 4.27%

Source: Form F.2b, Application p109
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Criterion (18a) AdventHealth’s Project will Not be Cost Effective, Offer Quality Care, 

Increase Access, or Improve Competition  

 

As discussed in detail above regarding Criteria (1) and (3), the project is not cost-effective because 

the proposed unit is oversized, and its projected utilization is highly overstated. The proposed 

project will not serve the number of patients it proposes and will not be cost-effective. In addition, 

the outlay to establish the proposed service is not justified by the small number of patients it will 

ultimately serve. As referenced earlier, this expenditure is likely more about obtaining the option 

to have additional acute care beds in the future than it is about establishing neonatal care at a 

hospital that only delivered 548 babies in 2023. 

 

There is no denying that care closer to home and the ability to keep parents and babies closer 

together during the neonatal care period results in better overall outcomes and experiences. 

However, the remainder of AdventHealth’s response to the quality-of-care component is vague 

and theoretical. AdventHealth first discusses the availability of AdventHealth’s 24/7 OB/GYN 

hospitalists who manage OB care and gynecological emergencies. While this is vital to delivery 

outcomes, it ignores the fact that these are not the physicians that will care for the neonates being 

served in the proposed unit. There is no discussion of the staffing quality and availability of the 

clinical staff who will be caring for the infants in the proposed neonatal care unit.  

 

In addition, AdventHealth provides general quality policies to show its commitment to quality but 

does not address or provide any draft policies or initiatives unique to its proposed neonatal care 

unit. Moreover, AdventHealth makes no assertions to seek any form of accreditation or to meet 

AAP requirements for the proposed unit. Its application does not demonstrate that it has any 

understanding or plans for the level of care that it proposes to offer regarding staffing, quality, and 

availability. See discussions of Criteria (7) and (8). 

 

Regarding access to underserved groups, AdventHealth states: 

 

 
Source: Application p93 

 

These “specific strategies” are called into question by the charity care comparison presented 

previously in Exhibits 16 and 17.  It is unusual that AdventHealth is taking extra measures to 

provide charity care to the proposed patient base, but the proposed charity care would be a lesser 

percentage of gross revenues than the charity care provided to the patient population at large. 

AdventHealth has not adequately demonstrated that it will increase access to financially 

underserved populations with this project. 

 

In conclusion, AdventHealth’s project will not create meaningful competition or increase access 

in most of its nine service area counties. AdventHealth fails to account for multiple other nearby 

providers of Level II/III neonatal care and considers only Mission as an alternative to its project 

for its proposed service area. 
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AdventHealth should be found non-conforming with Criterion (18a)  

 

Criteria and Standards – Advent’s Project Does Not Address Performance Standards for 

Acute Care Beds 

 

As there is no mechanism for reviewing this project as anything other than a change in licensed 

bed capacity, then AdventHealth is requesting to add to its licensed bed capacity.  As such, the 

acute care criteria and standards apply, which AdventHealth has not addressed. 

 

*   *   * 

 

For all these reasons, AdventHealth is non-conforming with multiple criteria should be denied. 

 



 

 

 

 

 

 

 

 

Attachment A 

Washington Post Article  

  





























 

 

 

 

 

 

 

 

Attachment B 

AAP Guidelines 
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