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STATEMENT OF REQUESTED CHANGE

Iredell Health System requests the following special need adjustment to the 2012 State Medical

Facilities Plan (Plan).

Chapter 9, Cardiac Catheterization, should be changed as follows:

Table 9U. Fixed Cardiac Catheterization Equipment Adjusted Need Determination

Based on information submitted in a Special Needs Petition, it is determined that there is a need for
one additional shared fixed cardiac catheterization laboratory in Iredell County in a program that
provides both diagnostic and therapeutic (interventional) cardiac catheterizations.

" Catheterization | HSA .| 'Catheterization Adjusted = | ~-Application® | ~ Beginning - -
- Service Area ol Need Determination . | - Due Date .| Review Date . -
Tredell Hi 1* TBD TBD

*Applicants must use existing equipment and show evidence that therapeutic catheterization
procedures have been provided for the past 12 months.




REASONS FOR THE PROPOSED CHANGES
Overview

Iredell County’s most active cardiac catheterization laboratory has reached 120 percent capacity
and is still growing. Yet, the Proposed 2012 State Medical Facilities Plan (“Plan”) shows no
need for expanded capacity in Iredell County. The 2012 Plan should be adjusted to show a need
determination in Iredell County. This proposed adjustment would address The Basic Principles
of the Plan, yielding a solution that meets the tests of quality, access and value.

Value - Role of Cardiac Catheterization

Cardiac catheterization is the definitive tool for diagnosis and, in many cases for repair, of damaged
heart vessels. The equipment is expensive and operation requires exceptionally skilled technicians,
nurses and physicians. Thus, capacity, including equipment and staff, should be used judiciously and
efficiently.

Appropriate use of cardiac catheterization includes:

» Identification of the extent and severity of coronary artery disease and evaluation of left
ventricular function;

o Assessment of the severity of valvular or myocardial disorders such as aortic stenosis and/or
insufficiency, mitral stenosis and/or insufficiency, and various cardiomyopathies to
determine the need for surgical correction;

« Collection of data to confirm and complement noninvasive studies;

+ Determination of the presence of coronary artery disease in patients with confusing clinical
presentations or chest pain of uncertain origin;

e Repair of certain types of heart defects and stenotic heart valves; and

» Opening blocked arteries or inserting stents to strengthen arteries and improve blood flow.

A program that offers diagnostic and interventional / therapeutic procedures can reach a broader
cross section of persons in need. Because such a program can repair damaged vessels, physicians and
patients are more likely to choose it.
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Access - Cardiac Disease in the Iredell Health System Service Area

The primary service area for Iredell Health System includes Iredell County, and parts of Alexander,
Davie and Wilkes Counties.

According to the 2011 Update from the American Heart Association', the overall national death rate
from cardiovascular disease was 251.2 per 100,000 residents in 2007. Heart disease accounted for
one in every three (2.9) deaths in the United States. A more recent NC Justus-Warren Heart Disease
and Stroke Prevention Task Force reported North Carolina cardiovascular disease accounted for one
in every 3.2 deaths’. Rates are higher among black and white males, among black females, and
among certain high risk groups.

Risk factors include obesity, hypertension, diabetes and metabolic syndrome. All of these risk factors
are high in the Tredell Health System service area. According to the Centers for Disease Control, for
2000 to 2006, age adjusted, smoothed heart disease death rates for persons 35+ were 417 per 100,000
for Iredell County. Iredell County residents were hospitaixzed for heart disease at a rate of 70 per
100,000. Alexander rates were 77, and Wilkes rates were 84.” The 2010 Behavioral Risk Factor
Surveillance Survey (BRFSS) shows that 25 to 39 percent of Iredell aduits are obese and 18 to 32
percent of adults in Alexander and Catawba Counties meet obesity criteria. * Overweight is a separate
BRFSS category, which, when added to the obesity, brings community risk up to 80 percent in
Iredell County and 88 percent in Alexander and Catawba Counties. BRFSS reports group smaller
rural counties into large categories like “Western North Carolina.” In the aggregate, 11.7 percent of
Western North Carolina residents have been told they have diabetes.

According to the National Health Interview Survey’, in 2009, 12 percent of U.S. adults had been told
by a physician they had heart disease. North Carolina Center for Health Statistics reports heart
disease death rates per 100,000 residents in Iredell County, based on four year averages (2005
through 2009) ranked in the third highest quartile for the state. Iredell and nearby counties have
higher cardiovascular death rates than most of western and central North Carolina.

! Roger, V.L et al, Heart Disease and Stroke Statistics, 2011 Update, A Report from the American Heart Association,
Circulation. 2011;123:e18-e209.) http;//cire. ahajournals.org/content/123/4/e18 full.pdf accessed July 20, 2011.

? Houston, Sarah L, The Burden of Cardiovascular Disease in North Carolina July 2010
Updatehttp://www.startwithyourheart.com/resources/508SWYH BurdenofCVDInNCluly2010.pdf,

% Centers for Disease Control, and Prevention, US Department of Health and Human Services
http://apps.nced.cde.gov/oiscvh2/Results.aspx  accessed July 20, 2011

* hitp://www.schs.state.nc,us/SCHS/briss/2010/ired /topics.himithd  Derived Variables and Risk Factors 2010 BRFSS
data for North Carolina, Body Mass Index Grouping accessed July 25, 2011

® NCHS Summary Health Statistics for US Adults: National Health Interview Survey: 2009
http://www.cdc.gov/nchs/data/series/sr_10/sr10 249.pdf accessed 6/29/2011
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Today, the three primary counties have 239,000 people. According to SAS and the State Office of
Budget and Management, by 2015, the three primary counties will have 256,000 people.

Population in Iredell Health System Primary Service Area

County. [ Juweto [ Juedd | Juki2 [ Jul13 | Jukid | Jul1s
Davie 41378 | 41932] 42483 | 43,034 | 43,586 | 44,136
Alexander 37254 | 37459 | 37,644 | 37,807 | 37,956 | 38,088
Iredel] 160,107 | 162,785 | 165460 | 168,136 | 170,813 | 173,489
Total 238,739 | 242,176 | 245,587 | 248977 | 252,355 | 255,713

Source: North Carolina OSBM

As illustrated in Attachment 1, the THS cardiac service area extends beyond the primary service area
into Wilkes and north to Alleghany and Ashe Counties. Demographics include very rural populations
in the northern parts of Iredell, Statesville, Mocksville and Taylorsville and suburban commuters in
southern parts of the county. Iredell Health System serves both.

Petition —Iredeil Health System
Adjusted Need Determination, Cardiac Catheterization Equipment 4




Access - Cardiac Catheterization Equipment in Iredell Health System Service Area

Iredell, Davie and Alexander Counties have five hospitals. One hospital, Alexander, is not in service.
Three hospitals offer cardiac catheterization in fixed laboratories. Only one, Iredell Memorial
Hospital (IMH) in Statesville, is part of a cardiac care program offering a coordinated continuum of
care from primary care in a hospital-supported community health center, to certified preventive and
rehabilitation programs and full time dedicated catheterization laboratory staff. IMH service area
counties north and east of Iredell do not offer cardiac catheterization. The 2012 Plan reports that
Wilkes Regional has a cardiac catheterization laboratory, but Wilkes reported no equipment and no
procedures on its 2011 Hospital License Renewal report.

Iredell Memorial’s one cardiac catheterization laboratory operated at 96 percent annual capacity for
the most recent 12 months, and in May and June 2011, it operated at 120 percent capacity.
Attachment 2 shows monthly and annual totals.

Access, Quality, Value- Cardiac Catheterization at Iredell Memorial

Equipment

Iredell Memorial opened its cardiac catheterization laboratory in 1989, before the North Carolina
General Statute required a CON for cardiac catheterization equipment. In 2008, after two years of
careful planning and protocol development, Iredell Memorial began offering therapeutic
catheterizations. Approximately 30 percent of IMH catheterizations now involve therapeutic
procedures. Because IMH did not require a Certificate of Need for its cardiac catheterization
equipment, it is not subject to the Special Certificate of Need Rule 10A NCAC 14C.1604, which
requires a facility that does interventional (therapeutic) procedures to provide open heart surgery.

Tredell Memorial Hospital is upgrading its cardiac catheterization equipment to state of the art
technology. New equipment will be in service by the end of this calendar year. However, the upgrade
will not address capacity issues. Short term, IHS is also arranging to contract for mobile cardiac
catheterization services. At best, 2 mobile unit is an interim solution. It will not likely be available
every day and it will be located on a mobile pad outside the hospital.

Tredell Memorial also has an angiography/electrophysiology laboratory. That equipment is located
adjacent to the cardiac catheterization laboratory and shares the same recovery space. The equipment
is capable of handling cardiac catheterizations, but IMH is restricted from using it for cardiac
catheterization by conditions on the equipment’s Certificate of Need. Presently, that equipment is
under used. It provides about 360 procedures per year, up from 91 procedures in fiscal year 2010.
Iredell Memorial angiography procedures dropped significantly in 2010, when surgeons elected to do
some procedures in the operating room, and a part time invasive radiology group cut back on its
schedule. Recently, a new interventional radiologist, Steve Harlan, MD acquired privileges and
another physician, Charles DeBernardenis, MD, expanded his scope of practice to include vascular
angiography. Although the program is growing, the angiography equipment will have capacity to
serve cardiac catheterization patients.
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Program
Cardiac Catheterization

IMH is part of Iredell Health System (IHS). The IHS cardiac program meets all American Heart
Association/American College of Cardiology STEMI Guidelines and lacks only open heart surgery
to have a comprehensive tertiary heart program. Open heart involves a small proportion of the
population, representing only 10.4 cases per 10,000 North Carolina residents in 2009°. Cardiac
catheterization, by contrast, occurred at a rate of 98 cases per 10,000 residents in 2010.” The Board of
Trustees for Iredell Health System has focused on cardiac care components needed more frequently
by service area residents, including cardiac catheterization and very active primary preventive and
rehabilitative cardiac programs. The JHS cardiac rehabilitation program is Medicare Certified and
grew 23 percent between 2008 and 2010, reaching more than 3,000 people with 6,357 visits last year.
In 2010, THS diabetic care management program served 1,160 patients. In addition to a network of its
own primary care physicians IHS also supports the primary care program at the local community
health center.

The Iredell Memorial Hospital cardiac catheterization program has earned respect among physicians
and patients. Demand for cardiac catheterization services grew rapidly in 2011, as the community
began to understand the program’s quality, additional physician capabilities and capacity to offer full
service cardiac catheterization. The number of diagnostic equivalent catheterizations increased from
806 for 12 months ending in September 2010 to 1,440 procedures for the 12-month period ending in
June 2011. The catheterization program is already operating with extended hours, often as late as 8
PM and 9 PM. Several times a month, patients are rescheduled to the next day. In fiscal year 2010,
according to data from Thompson Reuters Market Expert, Iredell Memorial provided 24 percent of
the inpatient cardiac catheterizations in the primary service area.

Iredell Memorial trends indicate that demand for cardiac catheterization would support and sustain a
second fixed IMH laboratory as early as spring 2013. Attachment 2 contains a linear trend forecast
based on the last 14 months.

These projections show that IMH could meet required benchmarks for the added shared fixed
laboratory in the first year, and the number of diagnostic equivalent procedures may reach full
capacity for a second full cardiac catheterization laboratory in two years. The fixed plus shared fixed
benchmark would be 1750 cardiac catheterization procedures (1500 +250). However, recognizing
that trend lines can change over time, Iredell Health System is conservatively asking only for
permission fo use existing equipment in a shared fixed mode.

® procedures {cases) from 2011 SMFP divided by NC population per State Office of Budget and Management
(9742/9,424,782 times 10,000.

7 Proposed 2012 State Medical Facilities Plan Table 9N plus Table 5Q (64,856 + 29,210}/ 9,572,454 residents 2010)
* 10,000).
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Tredell Health System is unique in many ways. Its Iredell Memorial is the only hospital in the county
that has a significant staff assigned to work exclusively with the cardiac catheterization program.
Five nurses, six technologists and two clerks give the program more than 101 collective years
experience in cardiac catheterization. Nine (9) Board Certified cardiologists are skilled in invasive
cardiology and two of them are trained for interventional, therapeutic cardiology. Nurses who staff
our monitored beds are specially trained to care for cardiac catheterization patients. Laboratory and
pharmacy staffs are integrated with the program. To assure maximum safety for therapeutic
catheterization patients, staff routinely participates in emergency procedure drills with the open heart
surgery hospitals in Charlotte and Winston-Salem. Open heart staff at one of those hospitals is
always on standby alert when Iredell Memorial conducts therapeutic procedures. Our local
emergency transport staff is similarly integrated into the patient safety program.

Iredell Memorial is also the only county hospital that offers both a CMS Certified Cardiac
Rehabilitation program and a Diabetes Care Management program staffed by professionals who are
certified by the American Diabetes Association.

As the only non-profit hospital in the county, Iredell Memorial is also the primary charity care
provider. It is one of only seven hospitals in the state given special recognition by the NC Justice
Center for its high charity care levels.®? Seventy-five percent of Iredell Memorial cardiac
catheterization patients are self pay or beneficiaries of government programs (Medicare, Medicaid
and Champus). Many insured patients have high deductibles and copayments that require charity
adjustments.

Cardiology

The entire cardiac program at Iredell Memorial is growing. Cardiology admissions/observations
increased by almost 100 a month from July a year ago; and the trend is upward.

& hitpy//www.ncjustice.org/?q=node/446
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Cardiology Admissions/Observations
Control Chart with Trendline
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Quality

Iredell Health System is fully committed to the elements of a safe, high quality cardiac
catheterization program; THS has formal arrangements with providers of open heart surgery services
in Winston and Charlotte, and rigorous internal rules requiring emergency back-up for every
scheduled therapeutic procedure. IHS developed its policies and procedures for therapeutic
cathelerizations to conform to the quality protocols and recommendations of The Joint Commission
and the American College of Cardiology. Today, Iredell Memorial meets or exceeds STEMI
standards. All cases are subjected to peer review. Together, these make physicians comfortable
referring patients to IHS. Ambulance transfer reports for the county show Iredell Memorial
destinations out rank either of the other two hospitals two to one. Please see Attachment 5.

Tredell Health System cardiac care inpatient quality trends are upward as well. According to the NC
Hospita] Quality Center online chart, IHS has made significant progress with its 30-day outcomes for
heart attack patients, gaining special recognition by the North Carolina Hospital Quality Center
(Attachment 6). Both in-hospital mortality and readmissions dropped about 10 percent on the most
recent three-year trend chart.” THS heart attack readmission rates are lower than the state average.
Heart attack treatment scores for IHS stayed between 95 and 100 percent of optimal for the most
recent 12-month reporting period.10

® http; ity.org/scatter.Jasso?condition_id=18district id
2 htg://www.nchospitalguality.org/trend.lasso

=3 accessed july 24, 2011,
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Limitations of the 2012 Plan Methodology
Recent Data

The Proposed 2012 State Medical Facilities Plan methodology does not calculate need for more
cardiac catheterization equipment in Iredell County.

The Plan’s cardiac catheterization methodology defines capacity for a fixed cardiac catheterization
laboratory as 1,500 annual diagnostic equivalent procedures. A therapeutic catheterization counts for
1.75 diagnostic equivalents and a need occurs when county utilization reaches 90 percent.!” With
utilization at 1,400+ diagnostic equivalent procedures, IMH should trigger a need for a second
cardiac catheterization laboratory. It does not. First, the Plan’s methodology uses 2011 Hospital
License Renewal data, which cover the year ending September 2010. Iredell Memorial’s rapid
growth occurred since then. Second, the methodology treats IMH and two chronically underused
cardiac catheterization labs as if their services were identical.

Iredell Memorial reported 806 diagnostic equivalent procedures for 2010 on its Hospital Licensure
Renewal application. But utilization increased dramatically in FY 2011, with a running 12-month
total of 1,440 diagnostic equivalent procedures by June 2011. Diagnostic catheterizations increased
45 percent and therapeutics increased five-fold. Overall, between May 2010 and April 2011, Iredell
Memorial cardiac catheterization procedures increased 76 percent. Unfortunately, the Proposed 2012
Plan does not reflect this.

Using procedures from 2009-2010 as the basis for need, for a CON that would be filed in 2012, fora
project that most likely cannot be approved and developed prior to 201 3, puts a lag in supply in
locations where demand for service is growing. The Plan’s methodology makes no allowance for
growth in the three-year interval.

Chronically Under Used Equipment in Service Area

Chronically underused equipment in the county precludes this 2012 Plan, and likely most future
Plans from showing a need for additional cardiac catheterization capacity at Iredell Memorial.

The 2012 Plan defines Iredell County as the cardiac catheterization service area for Iredell Memorial
Hospital. Two other Iredell County hospitals have chronically underutilized cardiac catheterization
equipment. In 2010, Davis Regional Medical Center and Lake Norman Regional Medical Center
used 10 and 3 percent of their respective capacity.'” Davis did 155 procedures on its equipment in
2010; Lake Norman reported 77 procedures for its catheterization lab. Neither has developed strong
physician or support staff capacity for cardiac catheterization. However, the 2012 Plan methodology
accords the same capacity to cardiac catheterization equipment at these two hospitals as to Iredell
Memorial’s.

" page 196-197 on line
2 gource: 2011 North Carolina Hospital Licensure Renewal applications, Davis and Lake Norman hospitals
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Shared — Fixed Solution

The 2012 Plan methodology for shared fixed labs targets only counties that have no cardiac
catheterization capability. Permitting use of a shared fixed laboratory to build capacity in smaller
increments in a county that has both fixed lab capacity and evidence of growing demand for cardiac
catheterization services follows the same logic as permitting a shared fixed where no prior capacity
existed. In fact, permitting a qualified existing angiograph laboratory to absorb cardiac
catheterization program growth would be more cost effective than showing a need for one more unit
of fixed cardiac catheterization equipment.

Summary

In Iredell County’s unique circumstances, the Proposed 2012 Plan methodology masks the need in
the Iredell Health System service area today. The Plan has no built in mechanism to accommeodate
for chronically underused capacity. Consequently, the only way for the 2012 Plan to reflect the real
need in the Iredell Health System service area is to adjust the 2012 Plan to identify a Special Need
for Iredell County. Identifying need for a shared fixed laboratory in a facility that offers therapeutic
catheterizations is a conservative way to increase access; and would require applicants to
demonstrate that they have the quality program foundations to support expanded utilization. Iredell
Memorial would use the shared fixed lab only for diagnostic cardiac catheterizations and
angiography procedures. It would do therapeutic interventional catheterizations on the existing
catheterization equipment.

ADVERSE EFFECTS ON PROVIDERS AND CONSUMERS OF
NOT MAKING THE REQUESTED CHANGE

Among residents of the IMH service area, outmigration for cardiac catheterization has been
significant. Until Iredell Health System started its program in 2008, no hospital in the county offered
therapeutic cardiac catheterization. Cardiac catheterization use in the county was low because
referring physicians did not want to subject their patients to the risk of being transferred out mid-
procedure for a therapeutic intervention. Nor did they want to subject patients to the extra costs
associated with two hospital admissions for cardiac catheterization, one for diagnosis and another for
interventional therapy. Consequently, most of Iredell Health System’s primary service area residents
traveled an hour or more to Winston-Salem, Charlotte, or Hickory, or they deferred care. High heart
attack rates in the area testify to the amount of deferred care.

In rural communities, people will often avoid care rather than travel long distances to urban centers
to get treatment. As a result, disease advances from mild to serious, often going untreated and
resulting in premature deaths. The cardiac mortality rates in Iredell Health System service area
communities suggest this has occurred.
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Though Iredell Health System has responded and developed a comprehensive cardiac care program,
it has now reached limits on its response capacity. Simply extending cardiac catheterization lab hours
Jate into the night will not meet patient care requirements. The program already operates until 8 and 9
PM. If the special need is not approved, some patients will be forced out of the service area to get
comparable quality care, unless Iredell Health System finds enough mobile unit capacity to fill the
gap. Even so, extended use of mobile equipment is not a good solution.

Other hospitals in the county do not have the staff to provide comparable service, or the policies to
provide comparable charity care. Hence, referring physicians and patients will have only the out-of-
county solution if Iredell Memorial cannot respond. Out-of-county care is not only stressful at the
time of the procedure, it often results in breaks in care coordination; transition breaks in
pharmaceutical regimens; and patient imposed breaks in follow up.

If THS continues the expensive and inconvenient mobile program, it will have increased operating
costs and fewer resources available for charity care.

ALTERNATIVES TO THE REQUESTED CHANGE
CONSIDERED AND REJECTED

Mobile Units

Mobile cardiac catheterization laboratories represent one solution for absorbing short term growth.
THS is about to contract with a mobile provider for interim capacity. However, options are limited. In
North Carolina, the mobile must have a CON. Iredell Health System surveyed the approved
providers and found only First Health and DLP Partners, LI.C have available capacity. However,
supply may be limited to one to two days a week.

DLP Partners could place capacity at Iredell Memorial and operate it as a service. Staff would work
for DLP and be subject to DLP protocols. This split management would move staff focus away from
patient care to deal with different company allegiances. Some staff would work for Iredell Memorial.
Others would work for DLP. Thus, what appears to be a solution to the CON barrier creates an
operational problem that may have risks to the patient and certainly would cause interruptions for the
physicians and other caregivers.

With the exception of the unique DLP arrangements, mobile units are by nature positioned outside
the hospital. Going in and out in inclement weather, or even good weather is less than ideal for a
person whose health is already compromised by advancing coronary disease. The solution also
requires extra staff for transporting patients, and because the post procedure patient requires RN
monitoring until the sheath is removed, the transport involves extra nursing staff.

Renting these units is itself expensive, because the transaction requires two overheads, that of IHS
and that of the mobile provider.
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Other Providers

Iredell Health System seriously considered the possibility that other programs would grow and
absorb the demand. This is not happening. Equipment alone does not build a program. IHS
meticulously built its therapeutic (interventional) program, working closely with other successful
community hospital programs in Virginia, New Hampshire, Kansas and elsewhere. All of these have
excellent outcomes and do not offer open heart surgery. IHS also worked with two national
consulting firms, and locally with Wake Forest Baptist University Medical Center, Forsyth Medical
Center, and Carolinas Health Care to design and refine its program. Other county providers have not
made this investment. It would be inappropriate, and in violation of The Joint Commission
requirements, for Iredell Memorial to refer patients to a facility with a lower standard of care.

It is also unreasonable to bank on hope that others will build their programs to Iredell Memorial
standards. The other two hospitals in the county have had cardiac catheterization equipment for
almost as long as Iredell Memorial. Yet, their program volume has remained low since they opened.
In 2006, the most active of the past five years, Davis reached 25 percent capacity and Lake Norman
reached 14 percent. Neither of the other two hospitals has the protocols, staff, nor organized training
programs that IHS put in place to assure that Iredell Memorial sustains its very high quality
outcomes. Both other hospitals are for-profit and have a different mission with regard to providing
charity care. Iredell Memorial alone has a generous charity care program, intentionally designed to
make care accessible to persons at highest risk of deferring needed care. Also, it alone has invested in
the certified primary prevention and rehabilitation programs.

Out-of-county programs have excellent quality protocols and charity policies, but distance from
patient homes and urbanized locations both represent actual or perceived barriers to many residents
of this service area. The out of county programs are not linked back to the prevention and wellness
programs that Iredell Health System has installed in its service area communities.

Additional Cardiac Catheterization Laboratory

Although trends suggest that Iredell Memorial cardiac catheterization demand will justify a second
cardiac catheterization laboratory, Iredell Health System believes it more prudent to build its
program with existing capacity. This requires less capital and permits the hospital to conserve
resources in a time of shrinking payments for services.

If the 2012 Plan were adjusted to include determination of need for another fixed catheterization
laboratory in the county, the Plan would risk permitting more capacity than is needed, which would
result in unnecessary duplication of services. A new lab, like a shared fixed lab, could do only
diagnostic catheterizations. Thus restricted, a second fixed cardiac catheterization lab would likely be
underutilized.
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EVIDENCE OF NON-DUPLICATION OF SERVICES

This requested change will cause no unnecessary duplication of services. This petition asks to
determine need for a shared fixed cardiac catheterization laboratory. Because all hospitals in the
county have fixed equipment, but some are chronically underused, a successful applicant should be
required to show that its own equipment operated at 80 percent of capacity as reflected on the most
recent Licensure /Renewal Application on file with the Division.

The shared fixed requirement would permit use of existing equipment. Existing equipment would
involve space that is operational and staff that is in place. The level of heart disease in the service
area, the increasing age of area residents, continued development of a primary care network in rural
communities, and the highly organized program at Iredell Memorial all contribute to the likelihood
that need in Iredell County for quality cardiac catheterization in cardiac program that offers
diagnostic and therapeutic catheterizations, primary care, preventive care and rehabilitation and
sustains excellent cutcomes will sustain and expand.

Labor and support services are larger components of the cost and quality in a cardiac catheterization
program, than the equipment. Labor and support are in place and can absorb additional procedures
with minimal increase in staff. The project envisioned by Iredell Memorial would not increase capital
expenditures or actual equipment inventory in North Carolina.

Restricting applicants to use of existing equipment; requiring demonstrated quality outcomes; and
requiring a history of therapeutic and diagnostic, cardiac catheterization, would prevent costly
duplication of support program components.

Finally, a special need determination would allow a quality provider to make better use of existing
equipment and eliminate the need for an expensive mobile unit. Hence, it would actually reduce
duplication of services.

EVIDENCE OF NORTH CAROLINA MEDICAL FACILITIES PLAN
BASIC GOVERNING PRINCIPLES

Overview

Inclusion of a special need that permits conversion of existing equipment to a shared fixed lab meets
the three basic principles of the 2012 Plan, especially if the equipment is in a program that has
demonstrated quality outcomes in both therapeutic and diagnostic catheterizations. Iredell County
deserves access to the best quality, access and value in cardiac catheterization services.
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Safety and Quality

The proposed special need will improve quality of care in Iredell County and communities around it
by making a quality program available to more people on a more convenient schedule. The following
quality elements are already in place in Iredell Health System:

e A cardiac catheterization program that meets or exceeds all the Practice Guidelines set by the
American Heart Association Task Force and the American College of Cardiology for the
Management of Patients with ST-Elevation Myocardial Infarction (STEMI) throughout its
hospital/health care system.

o At least two board-certified cardiologists trained in interventional therapeutic procedures and
nine board-certified invasive cardiologists.

e Participation by board-certified cardiologists in the diagnosis and follow up treatment and
rehabilitation plan for patients.

e Standby emergency transport and open heart back up capacity at tertiary care institutions
within 30 minutes travel time.

» A nursing and cardiac catheterization technology staff who work only in the cardiac
catheterization lab.

e Regular staff training and protocol development that incorporates new cardiac research
findings.

e A program that sustains a door to revascularization time for STEMI cases of 45 minutes.
(STEMI guideline is 30 minutes from diagnosis to departure to facility capable of
interventional cardiac catheterization and 90 minutes door to needle.)"?

e A program that attains top scores on the CMS Medicare heart attack care quality index.

The special need would also permit Iredell Memorial to substitute full time service, located inside the
hospital, adjacent to the other cardiac catheterization laboratory for rented mobile equipment located
outside the hospital that may be available only part time. At minimum, communication, a critical
component of quality, would be easier. Staff would spend more time in patient care and less time in
patient transport.

BAHA/ ACC Guidelines Circulation. 2004; 110: 588-636 http://circ.ahajournals.org/content/110/5/588 full accessed
July 23, 2011.
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Access

Tredell Health System is the safety net health care provider for Iredell County and the IHS service
area. It has one of seven hospitals recognized by the North Carolina Justice Center for exceptional
charity care policies. See Attachment 4. It accepts all persons without regard to age, race, sex,
religion or ability to pay and its mission includes a focus on improving health of the residents of the
county.

Iredell County is in the upper third quartile of heart disease mortality for the state. Service area heart
disease statistics point to sustained high need for cardiac catheterization.

The proposed special need will improve access in the IMH service area, because it will open capacity
in a facility in Iredell County that has no programmatic access barriers and a fixed cardiac
catheterization laboratory is operating at 120 percent capacity at the time of this petition. Several
times a month, schedules are so tight that unexpected therapeutic cases must remain in the holding
area to be worked in to an open slot later in the day.

The Iredell Health System cardiac catheterization program has a track record of excellent access:

¢ Turn-around time between patients is an efficient 47 minutes.

» Operating hours are officially 7:30 to 4:30 PM, with procedures scheduled to start as early as
8 AM and as late as 4 PM. However, patients are routinely in the lab as late as 6 PM,
sometimes to 8 PM and 9 PM. Now, about four days a month, diagnostic patient schedules
are moved forward a day, because emergency procedures take their slots.

e TIredell Memorial far exceeds the STEMI guidelines of fewer than 90 minutes door to needle
time. Iredell Memorial has achieved 45 minute average door to revascularization time.

With regard to persons in need of cardiac catheterization, the special need in Iredell County will
permit something not guaranteed with a mobile solution. It will provide an opportunity to assure that
cardiac catheterization capacity is consistent every day, inside the hospital.

Iredell Health System has made the full commitment to a heart program. In this regard, it meets the
access tests of:

e Full service program, including primary, preventive and rehabilitation programs for persons
with low income or under insurance.

» Active wellness program specifically for persons with diabetes and heart problems.

Petition —Iredell Health System
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Value

THS can offer the county a unique value advantage. It can expand cardiac catheterization capacity
using shared fixed equipment and make no capital expenditure. The existing Iredell Memorial
angiography/EP laboratory has unused capacity and could absorb demand.

The angiography/EP laboratory at Iredell Memorial has the same technology as a cardiac
catheterization laboratory. Its use is restricted by conditions on the Certificate of Need that
authorized it.

This very efficient use of capital requires a special need, outside the Proposed 2012 Plan
methodologies. It involves a shared fixed laboratory in a county that has fixed cardiac catheterization
equipment. As such, it would also require modifications to the Special Rules for Cardiac
Catheterization, 10 NCAC 14C.1600, including an adjustment for the chronically underused
equipment in the primary service area.

A special need for a shared fixed laboratory in Iredell County that required applicants to show that
existing cardiac catheterization equipment meets capacity utilization standards will meet the value
test. Incremental costs would be minimal. Iredell Memorial could offer the service with no additional
capital cost and with minimal incremental staffing. Moreover, better use of existing capacity would
contain total hospital and health system operating costs. This will permit the hospital to continue
meeting its commitment to low income underinsured persons in the face of price compression on the
part of all payors.

CONCLUSION

Showing a need for one shared fixed cardiac catheterization laboratory in the 2012 Plan will address
a critical health care disparity in Iredell County.

It will permit Iredell Memorial Hospital to promote safety and quality in the delivery of health care
services while permitting equitable access and maximizing health care value for resources expended.
Tredell Memorial has recruited and developed a highly skilled team, whose work is integrated with
open heart surgery programs at Wake Forest University Baptist Medical Center, Forsyth Medical
Center, and Carolinas Medical Center.

IHS has made the human capital investment in program and can get economies of scale in
management, third party contracting, provider certification and quality management. These are as
significant in the cost of a program as the capital cost of the equipment. IHS Board of Trustees has
been cautious and deliberate in its decision to pursue this opportunity. The IHS program is
developed; the need exists in the service area; and it makes sense to act now. There is no likelihood
that a future Plan methodology will show need without approval of this special need petition.

Petition —Iredell Health System
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£:\Client Projects\iredel! 11\Cath Petition\Working Documents\Petition\Exhibits\[Cath Procedures Exhibit.xisx[lune tune2011 (3)
Cardiac Catheterization Procedures Historical and Forecast for Iredell Memorial

ACTUAL PROCEDURES YE JUNE 2081

10 | Aug-10 | Sep-10 | Oct-10 | Nov-10 | Dec-10 | Jan-11 | Feb-11 | Mar-11 Apr-11 | May-11 | Jun-11
Diagnostic Cath 49 70 55 79 86 60 62 61 81 71 91 94
iinterventional Cath 18 36 19 32 22 25 37 23 31 26 33 30
Total 67 106 74 111 108 85 29 84 112 g7 124 124
Source: Tim Jones Cardiac Cath logs Iredell Memorial Hospitol
Note: May 11 from 2 weeks of data Annual DX Equivalents 1,440
Annual Capacity Per SMFP 1500
IMH Percent Capacity -1 lab 96%
Percent Change, july 10-June 11 85%
ACTUAL PROCEDURES YE JUNE 2012
Jul-11 | Aug-11 | Sep-11 | Oct-11 | Nov-il | Dec-11 : Jan-12 Feb-12 | Mar-12 | Apr-12 | May-12 | Jun-12
Diagnostic Cath 86 88 90 92 24 96 98 100 102 104 106 109
Interventional Cath 33 34 35 36 37 38 39 39 40 41 42 43
Total 124 122 125 128 131 134 137 140 143 146 149 152
Source: Linear forecast from 14 months data, Moay-10 through June-11
Annuai DX Equivalents 1,967
IMH Percent Capacity -2 labs 65.6%
ACTUAL PROCEDURES YE JUNE 2013
Jul-12 | Aug-12 | Sep-12 | Oct-12 | Nov-12 | Dec-12 | Jan-13 feb-12 | Mar-13 | Apr-13 | May-13 | Jun-13
Diagnostic Cath 111 113 115 117 119 121 123 125 127 129 131 133
interventional Cath 44 45 46 47 43 49 50 50 51 52 53 54
Total 155 158 161 164 167 175 172 175 178 181 184 187
Source: Linear forecast from 14 months data, May-10 through June-11
Annual DX Equivalents 2,494
IMH Percent Capacity -2 labs 83.1%
ACTUAL PROCEDURES YE JUNE 2014
Jyl-13 | Aug-13 | Sep-13 | Oct-13 Nov-13 | Dec-13 | Jan-14 | Feb-14 | Mar-14 | Apr-14 | May-14 { Jun-14
Diagnostic Cath 133 135 137 138 141 143 145 148 150 152 154 155
Interventionat Cath 54 55 56 57 58 59 60 61 62 62 63 64
Total 187 190 193 196 199 202 205 208 211, 214 217 220
Source: Linear forecast from 14 months data, May-10 through June-11
Annuatl DX Eguivalents 2,709
IMH Percent Capacity -2 labs 90.3%
ACTUAL PROCEDURES YE JUNE 2015
Jul-14 | Aug-14 | Sep-14 | Oct-14 | Nov-14 | Dec-14 | Jan-15 | Feb-15 | Mar-15 | Apr-15 May-15 | Jun-15
Diagrostic Cath 160 162 164 166 168 170 172 174 176 178 180 182
iinterventional Cath 66 67 68 69 70 71 72 73 73 74 75 76
Total 226 229 232 235 238 241 244 247 250 253 256 259
Source: Linear forecast from 14 months data, May-10 through June-11
Annual DX Equivaients 3,548
IMH Percent Capacity -2 labs 1318.3%
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2011 Renewal Application for Hospital: License No: H0248
Davis Regional Medical Center Facility ID: 923134

All responses should pertain to October 1, 2089 through Septeraber 38, 2010,

7. Specialized Cardiac Services (for questions, call 855-3865 [Medical Facilities Planning])
{(a) Cardiac Catheterization Diagnostic Cardiac | Interventional Eleetro-physiology
Catheterization Cardiac 37.26, 37.27,37.34,37.70, 37.71,
ICD-9 Catheterization- 37.72,37.73, 37.74, 31.75, 37.76,
37.21,37.22, CD-9 37.71, 3779, 37.80, 37,81, 37.82,
37.23,37.25 §0.66, 99.10, 36.00, 37.83, 37.85, 37.86,37.87,37.89,
36.07, 36.09; 37.94, 37.95,37.96, 37.%7, 37.98,
35.52,35.71,35.96 37.99, 00.56, 00.51, 00.52, 06,53,
00.54
1. Number of Units of Fixed
Equipment /
2. Number of Procedures™®
Performed in Fixed Units
on Patients Age 14 and o 94 Q.
younger
3. Number of Procedures™®
Performed in Fixed Units - 1R b ey
on Patients Age 15 and /857 R /5 é
older ! ATCD
4. Number of Procedures™
Performed in Mobile Unifs e R %

* A procedure is defined to be one visit or trip by a patient to a catheterization laboratory for a single or multiple
catheterizations. Count each visit once, regardless of the number of diagnostic, interventional, and/or EP catheterizations
performed within that visit,

Name of Mobile Vendor: /&0 Ry 7S

A2 ot PF - ﬁ/
Number of 8-hour days per week the mobile unit is onsite: Jﬁ% ﬁ% e 8 ofit A4 per week.
(Examples: Monday through Fi nday for 8 hours per day is § 8-hour days per week. Monday, Wednesday, & Friday for 4

hours per day is 1.5 8-hour days per week) Dicens
& TR Rs oo /,{5-,[/& L AT
Weaﬂ Surgery Number of
Machines/Procedures

1. Number of Heart-Lung Bypass Machines

2. Total Annual NW Heart Surgery Procedures
Utilizing Heart-Lung Bypzss Machine

3. Total Annual Number of Open Surgery Procedures done
without utilizing a Heaﬁ-Lun_gm ne 2/ S

4. Total Open Heart Surgery Procedures (2. +3) ~~___ "V V/7

Procedures on Patients Age 14 and%uggﬂe‘r\
5. Of total in #2, Number of Procedures on Patients Age 14 &

younger

6. Of total in #3, Number of Procedures on Patlents Age 14 &
younger

Revised 08/2010 ' Page 7



2011 Renewal Application for Hospital:
Davis Regional Medical Center

All responses should penain to October 1, 2009 through September 30. 2010,

License No: H0248
Facility ID: 923134

Scans Performed on Mobile CT Scanners (Multiply # scans by Conversion Factor to get HECT Units)

T~ Type of CT Scan # of Scans Conversion Factor HECT Units
1 { Headwithout contrast X 1.00 =
2 | Head with cobtrast. 7 X 125 =
3 | Head without and with Contrast A/ / X 1.75 =
4 | Body without contrast e &l X " 1.50 =
5 | Body with contrast T~ | X 1.75 =
6 | Body without contrast and with TR 2.75 =
contrast . -
7 | Biopsy in addition 1o body scan X 2, =
with or without contrast .
8§ | Abscess drainage in addition to X 4.00 u
body-scan with or without contrast
10d. Other Imaging Equipment
: Number of Number of Procedures
: Units Inpatient Qutpatient Total
Dedicated Fixed PET Scanner 2R
Mobile PET Scanmer [
PET pursuant to Policy AC-3 >
Other Humian Research PET Scanner )
Ultrasound equipment 91, AW TA [G2 G F5as”
Mammography 2quipment £ ) LAt eSS
Bone Density Equipment ¥y
Fixed X-ray Equipment (excluding fluoroscopic} | .2, et 20 A2 207 lrd 22
Fixed Fluoroscopic X-ray Equipment ~ B F 2 7 T 0%
Special Procedures/ Angiography Bquipment
{neuro & vascular, but not including cardiac cath.) |  / I S5 S
Coincidence Camera Y
Mobile Coincidence Camera
Vendor: Fa¥)
SPECT &0
Mobile SPECT °
Vendor: 28
Garmnma Camera =2 AN Sef e L
Mobile Gamma Camera
Vendor:

* PET procedure means a single discrete study of one patient involving one or more PET scans. PET scan means an
image-scanning sequence derived from a single administration of a PET radiopharmaceutical, equated with a single
injection of the tracer. One or more PET scans comprise a PET procedure. The number of PET procedures in this table
should match the number of patients reported on the PET Patient Origin Table on page 27.

10e, Lithotripsy

Lithotripsy Vendor/Owner:

VoreEnimondi- ST ale

Number of Number of Procedures
Units Inpatient Quipatient Total
Fixed )
Mobile / > SO S
Revised 08/2610

Page 14



2011 Renewal Application for Hospital: License No: H0259
Lake Norman Recional Medical Center Facility [D: 996475

All responses should penzin to October 1, 2009 through September 30, 2010.

7. Specialized Cardiac Services (for questions, call 855-3865 [Medical Facilities Planning]}
(a) Cardiac Catheterization Diagnostic Cardiaec | Interventional Electro-physiolagy
Catheterization Cardiac 37.26,37.27,37.34,37.70, 37.71,
ICD-9 Catheterization- 3772, 37.73, 5'7.714, 3715, 37.78,
37.21,37.22, ICD-9 37.71,37.79,3'1.80, 37.81, 37.82,
37.23,37.25 60.66, 99.10, 36.06, 37.83, 37.85,37.86, 37.87, 37.89,
36.67, 36.09; 37.94, 37.95, 37,96, 37.97, 37.98,
35.52, 35.71, 35.96 37.99, 00.50, 60,51, 00.52, 00.53,
' 00.54 '
1. Number of Units of Fixed 1 0 -0-
Equipment

2. Number of Procedures™®
Performed in Fixed Units
on Patients Age 14 and
younger

3. Number of Procedures*
Performed in Fixed Units 77
on Patients Age 15 and
older

4. Number of Procedures™
Performed in Mobile Units

* A procedure is defined to be one visit or trip by a patient to a catheterization laboratory for a single or multiple
catheterizations. Count each visit once, regardless of the number of diagnostic, interventional, and/or EP catheterizations
performed within that visit.

Name of Mobile Vendor:

Number of 8-hour days per week the mobiie unit is onsite: 8-hour days per week.
(Examples: Monday through Friday for 8 hours per day is 3 §-hour deys per week. Monday, Wednesday, & Friday for 4
hours per day is 1.5 8-hour days per week)

(b) Open Heart Surgery Number of
Machines/Procedures
1. Number of Heart-Lung Bypass Machines N/A
2. Total Annual Number of Open Heart Surgery Procedures -
Utilizing Heart-Lung Bypass Machine N/A
3. Total Annual Number of Open Heart Surgery Procedures done
without utilizing a Heart-Lung Bypass Machine N/A
4, Total Open Heart Surgery Procedures (2. + 3.) N/A

Procedures on Patients Age 14 and younger

5. Of total in #2, Number of Procedures on Patients Age 14 & N/
younger : A
6. Of total in #3, Number of Procedures on Patients Age 14 &
younger ' : N/B

Revised 08/2010 Page 7



2011 Renewal Application for Hospital:
Lake Norman Regional Medical Center

All respenses should pertain to Octeber 1, 2002 through September 30, 2010,

License No: H0259
Facility ID: 990475

Scans Performed on Mobile CT Scanners (Multiply # scans by Conversion Factor to get HECT Units)

Type of CT Scan # of Scans Conversion Factor HECT Units
1 | Head without contrast X 1.09 = | -
2 | Head with contrast X 1.25 =
3 | Head without and with contrast X 1.75 =
4 | Body without contrast X 1.50 =
5 | Body with contrast X 1.75 =
6 | Body without contrast and with X 2.75 =
contrast
7 | Biopsy in addition to body scan X 2.75 =
with or without confrast ,
8 | Abscess drainage in addition to X 4.00 =
body scan with or without contrast
10d. Other Imaging Equipment
Number of Number of Procedures
Units Inpatient Qutpatient Total
Dedicated Fixed PET Scanner ~(0 = ~{)- ()= ()
Mobile PET Scanner 1 -0~ 201 201
PET pursuant to Policy AC-3
Other Human Research PET Scanner
Ultrasound eguipment 6 1,614 3,828 5,442
Marmmography equipment 3 9,987 9,987
Bone Density Equipment 1 891 891
Fixed X-ray Equipment (excluding fluoroscopic) 3 8,962 6,938 15,800
Fixed Flucroscopic X-ray Equipment 2 685 1,293 1,978
Special Procedures/ Angiography Bquipment
(neuro & vascular, but not including cardiac cath.) 1 1,277 1,498 2,775
Coincidence Camera e
Mobile Coincidence Camera
Vendor: -0~
SPECT Iy
Mobile SPECT
Vender: o (e
Gamma Carmera 2 1,106 2,183 3,289
Mobile Gamma Camera
Vendor: -0-

* PET procedure means a single discrete study of one patient involving one or more PET scans. PET scan means an
image-scanning sequence derived from a single administration of a PET radiopharmaceutical, equated with a single injection
of the tracer. One or more PET scans comprise a PET procedure, The number of PET procedures in this table should
match the number of patients reported on the PET Patient Origin Table on page 27.

10e. Lithotripsy

Lithotripsy Vendor/Owner:

Stone Institute

Nuanber of Number of Procedures
Units Inpatient Qutpatient Total
Fixed =0 == ~0= 0=
Mobile 1 ~0 30 30
Revised 08/2010
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2011 Renewal Application for Hogpital: Licensz No: HO153
Witkes Resiona) Medical Center Facitity ID: 843561

- All responses should pertain to October 1, 2008 through September 36, 2010.

7. Specialized Cardiac Services (for questions, call 855-3865 [Medical Facilities Planning])

——"
(a) Cardiac Catheterization Diagnostic Cardizc | Interventional Electro-physiology
Catheterization Cardiarc 37.26, 37.27, 37.34, 37,78, 3171,
-y Catheterization- 37.72, 37,73, 37.74, 3775, 37.76,
37.21, 37.22, ICD-9 37.77, 37.79, 37.80, 37.81, 37.82,
37.23,37.25 10.66, 99, 10 36.06, 37.83, 37.85,37.86, 37.87,37.89,
36.07, 36.09; 37.94, 37.95, 37.96, 37.57, 37.98,
3552, 35,71,35.96 37.99, 80.50, 00.51, 00.52, 60.53,
00.54
1. Number of Units of Fixed :
Equipment
2. Number of Procedures®
~ Performed in Fixed Units
on Patients Age 14 and
younger

3. Number of Procedures™
Performed in Fixed Units
on Patients Age 15 and
older

4, ~“Number of Procedures™®
Perforined in Mobile Units

* A procedure is defined to be one visit or trip by a patient to a catheterization laboratory for a single or multiple
catheterizations. Count each visit once, regardless of the number of diagnostic, interventional, end/or EP catheterizations
performed within that visit.

Name of Mobile Vendor: N

Number of 8-hour days per week the mobile unit is onsite: h\} i A 8-hour days per week.
(Examples: Monday through Friday for 8 hours per day is 5 8-hour days per week. Monday, Wednesday, & Friday for 4
hours per day is 1.5 8-hour days per week)

(b) Open Heart Surgery ' ' . | Number of

: Machmes/?rocedures
1. Number of Heart-Lung Bypass Machines ) O

Total Annual Number of Open Heart Surgery Procedures
Utilizing Heart-Lung Bypass Machine

3. Total Annual Number of Open Heart Surgery Procedures done

O
without wilizing a Heart-Lung Bypass Machine O
4, Total Open Heart Surgery Procedures (2. + 3.) O

. Procedures on Patients Age 14 and younger

Lh

Of total in #2, Numlv*r of Procedures on Pat:e"xt, sAgeld &

younger | O ;
6. Of total in #3, Mumber o‘f Procedures on Patzents Age 14 & O

younger

Revised 08/2010 \ " Page?



2011 Renewal Application for Hospital: License No: Hi164
Iredell Memoriat Hospital, Incorporated Facility ID: 933284

All responses should pertain 10 October 1, 2009 through September 38, 2010.

7. Specialized Cardiac Services (for questions, call 855-3865 [Medical Facilities Planning])

(a) Cardiac Catheterization Diagnostic Cardiac | Inferventional Tlectro-physiology
Catheterization Cardiac 37.26,37.27, 3734, 371.76, 37.71,
ICD-8 _ Catheterization- 37.92,37.73, 37,14, 37.75, 37.76,
37.21,37.22, ICD-9 31,77, 37.79, 37.80, 37.81, 37.82,
37.23,37.25 00.66, 99.10, 36.86, 37.83, 37.85,37.86, 37.87, 37.89,
36.07, 36.09; 37.94, 37.95, 37.86, 31.97, 37.98,
o~ 35,52, 35.71, 35.96 37.99, 00.50, 00.51, 00.52, (0.53,
00.54
1. Number of Units of Fixed
Equipment 1
2. Number of Procedures¥
Performed in Fixed Units
on Patients Age 14 and -
younger
3. Number of Procedures®
Performed in Fixed Units
on Patients Age 15 and 617 - 108
older )
4, Number of Procedures* 0 0
Performed in Mobile Units

* A procedure is defined to be one visit or trip by a patient to a catheterization laboratory for a single or multiple
catheterizations. Count each visit once, regardless of the number of diagnostic, interventional, and/or EP catheterizations
performed within that visit. '

Name of Mobile Vendor: N/A

Number of 8-hour days per week the mobile unit is onsite: 0 8-hour days per week.
(Examples: Monday through Friday for 8 hours per day is 5 8-hour days per week. Monday, Wednesday, & Friday for 4
hours per day is 1.5 8-hour days per week)

(b) Open Heart Surgery Number of
' Machines/Procedures
1. Number of Heart-Lung Bypass Machines 0
2. Total Annual Number of Open Heart Surgery Procedures 0
Utilizing Heart-Lung Bypass Machine <
3. Total Annual Number of Open Heart Surgery Procedures done 0
without utilizing a Heart-Lung Bypass Machine
4, Total Open Heart Surgery Procedures (2. + 3.) 0
Procedures on Patients Age 14 and younger 0
5. Of total in #2, Number of Procedures on Patients Age 14 &
younger
6. Of total in #3, Number of Procedures on Patients Age 14 &
younger

Revised 08/2010 Page 7



2011 Renewal Application for Hospital:
Fredell Memorial Hospital, Incorporated

All responses should pertain to October 1, 200% through September 30, 2019,

License No: HE164
Facility ID: 933284

Scans Performed on Mobile CT Scanners (Multiply # scans by Conversion Factor to get HECT Units)

Type of CT Scan # of Scans Conversion Factor HECT Units
1 i Head withouvt contrast X 1.00 =
2 | Head with.contrast X 1.25 ==
3 | Head without and with contrast X 1.75 =
4 | Body without contrast X 1.50 =
5 | Body with contrast X 1.7 =
6 | Body without contrast and with X 2.75 =
| contrast .
7 | Biopsy in addition to body scan X 2.75 =
with or without contrast
8 | Abscess drainage in addition to X 400 =
body scan with or without contrast
10d, Other Imaging Equipment
Number of Number of Procedures
Units Inpatient Outpatient Total
Dedicated Fixed PET Scanner 1 . 59 .. 377 436
Mobile PET Scanner [
PET pursuant to Policy AC-3 0
Other Human Research PET Scanner 0 ‘
Ulirasound equipment 2 1,825 5,155 ~ 7,080
Mammography equipment 2 99 8,347 : 84446
Bone Density Equipment 1 G427 942
Fixed X-ray Equipment (excluding fluoroscopic) 3 8.162 26.413 34.575
Fixed Fluoroscopic X-ray Equipment % 533 1,780 2,313
Special Procedures/ Angiography Equipment
{neuro & vascalar, but not including cardiac cath.) 1 0 0 0
Coincidence Camera 0
Mobite Coincidence Camera
Vendor; 0
SPECT 2 795 1,425 2,220
Mobile SPECT '
Vendor: 0
Gamma Camera 0
Mobile Gamma Camera
Vendor: 0

* PET procedure meaus a single discrete study of one patient involving one or more PET scans. PET scan means an
image-scanning sequence derived from a single administration of a PET radiopharmaceutical, equated with a single
injection of the tracer. One or more PET scans comprise a PET procedure. The number of PET procedures in this table
should match the number of patients reported en the PET Patient Origin Table on page 27,

10e, Lithotripsy

Lithotripsy Vendor/Owner:
PIEDMONT STONE

Number of Number of Procedures
. Units Inpatient Quipatient Total
Fixed
‘ Mobile 1 111
Revised 08/2010

Page 14
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A Look at Financial Assistance Policies for the Uninsured 919/856-2568
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BY ADAM LINKER, HEALTH POLICY ANALYST

Background on hospital
charity care

MEDICAL DEBT BURDENS many low-
and middle-income families in North
Carolina. Most famiiies in the state and
around the country receive health
msurance benefits through work, which
leaves them especially vulnerable during
a recession, when unemployment is
high. Although some economic
indicators show that the economy Is
creeping  toward recovery, North
Carolina’s unemployment rate stiil
exceeds 10 percent, Because the state has
shed thousands of jobs, North Carolina
had the nation’s largest jump in the
percentage of the population without
insurznce from 2007 te 2009,
According to one estimate the recession
has increased the number of uninsured
in North Carolina to nearly 1.8
million.|

When people lose health insurance or
purchase inadequate coverage with high
deductibles, they are more likely to
struggle with medical debt There 1s
some evidence that trouble paying
medica! bills is a widespread problem.
One of the most comprehensive studies
of medical debt nationwide found that

NG HealTH ACCESS COALITION o iV DEPTH 1



more than 62 percent of gll bankruptcies in 2007
were related to medical debt and that 92 percent of
medical debtors had bills in excess of §5,000.

Hospitals stand at the center of the state’s health care
system. Especially during times of economic distress,
many uninsured and underinsured patients seek
medical treatment in hospital emergency rooms.
Hospitals, especially nonprofit hospitals, providé an
enormous amount of free care in North Carclina.
Many hospitals in the state operate as critical safety-
net providers to families in economic free fall.

There are some obligations on hospitals to provide
free care to all North Carolinians. Federal law -
specifically the Emergency Medical Treatment and
Active Labor Act — requires that hospital emergency
rooms provide at least some care regardless of a
patient’s ability to pay. Many hospitals also are
granted nonprofit status; most North Carolina
hospitals are nonprofit Nonprofit status allows
hospitals to issue tax-exempt bonds and reap millions
in sales tax and property tax exemptions.

Although hospitals do not gain nonprofit status
based solely on providing charity care, community
benefit is one overarching consideration when
deciding whether a hospital deserves a nonprofit
designation., The most direct community benefit
that hospitals provide is charity care. Charity care
is free care given to patients without any
expectation of payment It is distinct from other
community benefits such as grants to community
health clinics.

Nonprofit hospitals in North Carolina are at the
forefront of providing, publicizing, and reporting
community benefit programs and services. The
North Carolina Hospital Association (NCHA)
maintains a website where all major hospitals in the
state are beginning to post their charity care
policies’ In addition, the NCHA is gathering and
posting standardized reports on what community
benefits North Carolina hospitals are providing to
the state.

The NCHA reports that hospitals provided $694
million in free care to indigent patients in fiscal year
2008, That is a critical benefit to struggling families.
And just s hospitals provide an important benefit
to the state, the state provides tax benefits to
nonprofit hospitals. In fiscal year 20062007, for
example, hospitals received more than $213 million
in sales tax breaks alone.!

Again, there is not a direct trade-off between tax
benefits and community benefits. But along with tax
exemptions and nonprofit status come certain
expectations of transparency and accountability.
Every hospital in North Carolina maintains a
website, and every hospital has adopted a charity
care policy. The NCHA recommends that every
hospital post its charity care policy online.

While the NCHA asks that every hospital post a
charity care policy it does not provide guidance on
what specific information should appear online. As
consumer advocates, the NC Health Access
Coalition believes that every hospital should note
the existence of a charity care policy along with
specific contact information where patients can seek
financial counseling. In this report we recognize all
of the hospifals that provide some charity care
information online.

Furthermore, we believe that hospitals should at least
provide income guidelines for determining whether
or not a patient qualifies for charity care. Many
factors are included in financial assistance
determinations, but income is the first step in
screening patients for charity care. If a hospital
provides free care to all uninsured patients under
100 percent of the federal poverty level, for example,
that policy should appear on the hospital’s website.

The more information a hospital provides online the
hetter, We hope that every hospital in the state will
post financial counseling contact numbers, income
guidelines, asset tests, and catastrophic discounts to
keep patients, physicians, and advocates fully
mformed.



Transparency of hospital charity
care policies in North Carolina

Out of 112 hospitals in the state, the websites of 72
list some charity care information online as requested
by the North Carolina Hospital Association. Several
of the hospitals that list information online only
note the existence of a charity care policy along with
a phone number for financal assistance. Other
hospitals include more details but do not list specific
income ranges and charity care discounts.

Out of 112 hospitals, 39 provide what we call a
“comprehensive” policy online. These hospitals post
qualifying income guidelines for financial assistance.
This helps patients understand their potential
financial obligations before seeking hospital care,
Some of these hospitals also include catastrophic
discounts and interest-free payment policies on their
websites. (See attached chart for complete list of
charity care policies.)

Several large hospitals still include only rudimentary
information online. These organizations should work
to provide as much financial assistance information as
possible to patients.

Nonprofit hospitals have a clear obligation to provide
information to taxpayers on financial assistance
policies because North Carclina residents provide tax
beneftts to these health care providers. But for-profit
hospitals should also post charity care policies online.
Tenet Heaithcare Corporation, for example, operates
two hospitals in North Carolina, Tenet settled a lawsuit
in 2005 where the company agreed to provide certain
beneflts to uninsured patients. Those provisions
should appear on the websites of Terier hospitals,

Because hospitals can post charity care policies at any
time patients should check regulatly for changes. We
will reissue this report in six months o track any
updates to hospital charity care policies.

Adequacy of hospital charity care
policies in North Carolina

An examination of posted charity cate policies shows
that financial assistance programs vary widely across
the state. We can see that WinstonSalem- and

Charlotte-based Novant Health has the most sound
and clear policy of any hospital system in North
Carolina. At Novant any uninsured patient with an
income less than 300 percent of the federal poverty
level, or $66,150 for a family of four, qualifies for a
100 percent discount on hospital bills, This policy
recognizes the realities of modern family finances,

It is important that charity care policies not
banksupt a hospital. Hospital administrators often
note that without a margin there is no mission. In
other words, a hospital that is forced to close 1its
doors can no longer deliver any community benefits.
But it is also crucial that these policies account for
the cost of living in different commumnities. In
general, 200 percent of the federal poverty level, or
$44,100 per year for a family of fous, is required to
maintain a minimally comfortable life without
saving or paying hefty medical bills.

All hospitals in the state should strive to set the free
care minimum at 200 percent of the federal poverty
level. We recognize that 200 percent of federal poverty
level is an unobtainable target for some rural
hospitals that operate on thin margins. And for large,
wealthy hospital systems in expensive parts of the
state a goal of 200 percent of federal poverty level is
not ambitious enough. But this number provides a
good guide for hew much it costs for a family to
subsist in most regions of the state.

While providing a 100 percent discount for
uninsured families making less than 200 percent of
the federal poverty level is important, it is also critical
that financial assistance policies provide some help
for those making higher tncomes ~ at least up to 300
percent of the federal poverty level, Well-insured
patients get a discount on hospital bills because
insurance companies negotiate payment rates for
particular services. Uninsured and underinsured
patients should get a similar advantage.

Designing a charitable charity
care policy

Hospitals should consider benchmarking charity
care policies to how much it costs for an average
family to live in the region where the hospital is
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located. Federal poverty level has major shortcomings
for understanding how much a family must spend to
survive. The federal poverty level for a family of fous,
for example, is $22,050 per year. That amount is
insufficient to cover the costs of transportation, day
care, housing, and food in Nerth Carolina. It’s not
even close.

A more sophisticated — although still conservative—
measute of family expenses is the Living Income
Standard (LIS) produced by the North Carolina
Justice Center’s Budget & Tax Center’ This
calculation constructs county-level budgets for four
representative family types. The budgets are built
from seven essential expenses — housing, food,
childeare, health care, tramsportation, taxes, and
other necessities. Excluded from the budget are
savings, cell phomnes, restaurant meals,
entertairiment, cable television, and gifts,

The LIS budget leaves no room for large medical
bills. Families making a living income are still only
living on the edge. One trip to the emergency room
could tip these families into financial ruin.
Mitigating the number of families facing
foreclosure or baskruptcy due to bills for inpatient
care is one of the mmost important community
benefits hospitals can provide.

Consulting the LIS shows that families in most
counties require a minimum. income level of 200
percent of federal poverty level to pay for
necessities. There are, however, numerous counties
of the state that require 2 higher income level to
tive — those near Charlotte; in the Triangle area of
Raleigh, Durham, and Chapel Hill; in the Triad
area near Greensboro, High Point and Winston-
Salem; and in the coastal plains surrounding
Wilmington. There are also lower cost areas in the
state where families can live on less than 200
percent of federal poverty level.

It is not our recommendation that North Carolina
hospitals peg charity care policies to the LIS. But
the LIS provides a reasonable guide for how much

it costs to live in different regions of the state. And
hospitals should consider using a cost-ofliving
index to establish financial assistance policies.

Many hospitals in North Carolina clearly recogrnize
the shortcomings of the federal poverty guidelines
and set financial assistance policies much higher
than 100 percent of the federal poverty rate.

As noted previously, Novant sets its 100 percent
discount rate at 300 percent of federal poverty
guidelines, Novant's policy also does well when
compared to the LIS, In Mecklenburg County,
where Novant runs the well-regarded Presbyterian
Hospital, the LIS for a two adult and two child
family is 220.7 percent of the federal poverty level.

Currently, of the 39 hospitals that list
comprehensive charity care policies online, 22
provide a 100 percent discount to uninsured
families earning 200 percent of federal poverty level
or more. Most of those hospitals are owned by a
few nonprofit systems, including Novant, Duke
University, and WakeMed Health & Hospitals.

A few hospitals are even more generous and provide
discounts that match the LIS for a two adult and
two child family for the county in which the
hospital is located. Novant's policy exceeds the LIS
in every county where the systern operates. UNC
Health Care provides 2 100 percent discount at 250
percent of federal poverty guidelines, which is more
generous than Orange County’s LIS of 236.7
percent of federal poverty guidelines for a two adult
and two child household.

In Hendegson County, where the LIS is 189.8 percent
of federal poverty level, Margaret R. Pardee Memorial
Hospital in Hendersonville has a charity care policy
that provides a 100 percent discount at 220 percent
of federal poverty level. iredell Memorial Hospital,
where the LIS is 200 percent of federal poverty level,
provides 2 100 percent discount at 192 percent of
federal poverty level. And University Health Systerns
of Eastern Carolina provides 2 100 percent discount

increased to
200.7 percent



at 200 percent of federal poverty level, which exceeds
the LIS for the region where the system operates.

Other large nonprofit hospital systems provide the
full discount at 200 percent of federal poverty level
but fall short of matching the region’s cost-of-living
requirements. Duke University Medical Center
provides a 100 percent discount at 200 percent of
the federal poverty level, but the LIS in Durham
County is 227.2 percent of federal poverty level,
and in Wake Gounty, where Duke also operates a
hospital, the LIS is 246.6 percent of federal poverty
guidelines. WakeMed, which operates several
hospitals in Wake County, provides the same
discount rate as Dulke.

Eight hospitals that post charity care policies
online provide a 100 percent discount at 150
percent of the federal poverty level. Another six
kospitals posting charity care policies provide a 100
percent discount at 125 percent or 120 percent of
federal poverty level. Only one hospital posting a
comprehensive policy, Southeastern Regional
Medical Center, has a charity care policy matching
the federal poverty level.

It is heartening that a2 majority of hospitals in
North Carolina post notice of a charity care policy
online. We appfaud those hospitals that post
comprehensive policies online for their openness
and accountabiiity. Novant Health, UNC Health
Care, University Health Systems of Eastern
Carolina, Iredell Memorial Hospital, The Outer
Banks Hospital, High Point Regional Health
System, and Margaret R, Pardee stand out as
providing excellent charity care policies. Other
hospitals like Duke Univessity Medical Center and
WakeMed Health & Hospitals have good policies
that could be strengthened in the future.

Conclusion

It 1s encouraging that a majority of North Carolina
hospitals post some charity care information online,
although fewer than half of the state’s hospitals post
comprehensive policies. This step would help
struggling families understand discount programs at
nearby hospitals before seeking care.

Hospitals that have posted policies online should be
commended. Many of the large nonprofit hospitals
in the state have fair policies that provide free care to
patients with incomes less than 200 percent of the
federal poverty level. The charity care policies of a few
hospitals even take into account the cost of living in
hearby communnities,

In North Carolina high unemployment is causing
people to lose insurance at high rates. Many uninsured
patients seek care at free clinics and hospital
emergency rooms. Hospitals are filling an important
role as safetymet providers contributing a large
amount of free care. Charity care should not bankrupt
a hospital, but policies must be available to the public
and should consider the living costs of farmilies. The
North Carolina Hospital Association has made
impressive strides toward meeting these goals, With
encouragement, North Carolina hospitals could serve
as national models of openness and accountability.

Recommendations:

o All hospitals shouid post cormprehensive
charity care policies oniine. The poficies 1M policy

should include information on asset posted and
. . . . in

Al
limits, income guidelines, and compliance

catastrophic discounts,

o Most hospitals should move toward 100 percent
providing g 100 percent discount to digcount at
families earning less than 200 percent of 200.7% of
the federal poverty level and some Cflzii‘:lth

discount to families earning less than disco_uits up

300 percent of the federal poverty level. vo 3517 of

fpl -
e Hospitals should consider adoptinga  Using Living
more nuanced meesure of poverty —  Income

Standaxrd in

such as the Living Income Standard ~ B
calculation

to calculate charity care policies.

e Hospitals should thoroughly screen  p.iients are
patients, including those entering provided
through the emergency room, to check charity info
eligibility for public programs or charity 8t time of

. i ervice and
care discounts. SerV
during

collection
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1 See *Merth Carolina’s Increase in the Uninsured: 200726097 March 2002, a report prepared by the North Carslina Institute of Medicine and the Cecil G, Sheps Center for Health
m.org/ditalDS 2069-01_UninUsempupdl,

Services Research, University of North Carolina at Chapel Hili. Available online at
2 See *Medical Bankruptcy In the United States, 2007: Resulls of a National Study”, The Ametican Journal of Medicine, August 2002. Aveflable onfine at:
ankeupicy_stusly/Bankiuptcy-2009.pdf.

At

3 Information is available under “Community Benefits Report” al www.nchaorg.
4 Tax refund information is available on the North Carpling Depantment of Revenue's website at hitpi/fww domccom/publications/aastract/2008,
5  For a more thorough explanation of the Living Income Standard see “Miaking ends meet on low wages: the 2008 North Carafina Living income Standard” avaliable online at
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Notice of Availability of Financial Assistance

Iredell Memorial Hospital will provide a reasonable amount of its services free or
at a discounted charge to persons who are uninsured, underinsured or can not
otherwise pay for all of their medical care. Under its Financial Assistance Program,
the Hospital will provide medically necessary services on a “first-come-first-serve”
basis until, at a2 minimum, its annual budget for free and discounted services has been
reached. Eligibility will be limited to persons whose family or household net worth is
less than $75,000 and whose household or family income is within the ranges detailed
below:

Discounts for Annual iIncome

Family Less Than the Amount Below:
Size 100% 80% 60% 35%
1 21,860 27,325 32,790 38,255
2 29,530 36,915 44,295 51,680
3 37,190 46,490 55,785 65,085
4 44,860 56,075 67,290 78,505
5 52,530 65,665 78,795 91,930
6 60,190 75,240 90,285 105,335

For family units with more than 6 members, the annual incomes
above will be increased based upon federal guidelines

If you think you are eligible for this Program, please contact the Financial
Counselor at 704-878-4573. An application and financial information will be required.
An eligibility determination will be made within two weeks after your application is
completed, Any financial assistance provided under this Program is conditional upon
your applying for any government assistance for which you may qualify (i.e. Medicaid,
Vocational Rehabilitation, etc).

Some services such as physician fees (anesthesiologist, pathologist, radiologist,
surgeon, etc) are separate from hospital charges and may not be eligible for discounts.

Federal and state laws require hospitals to seek payment for care provided. This
means we could ultimately turn unpaid bills over to a collection agency or legal action,
which would affect your credit status. Therefore, it is important that you apply for
these discounts if you are eligible,



Aviso de disponibilidad de asistencia financiera

Iredell Memorial Hospital proporcionara a las personas que no esten aseguradas,
que tengan seguros limitados o que no puedan pagar de ningun otro modo la atencion
medica que reciben, una parte razonable de sus servicios de forma gratuita o con un
cargo reducido. A traves de su Programa de asistencia financiera, el hospital
proporcionara los servicios necesarios desde el punto de vista medico “por orden de
llegada” hasta que, como minimo, se cubra su presupuesto anual para servicios
gratuitos y con descuento. La elegibilidad estara limitada a personas cuyo valor neto
del hogar o familia sea menor a $75,000 y cuyos ingresos familiares o del hogar esten
dentro de los limites detallados a continuacion:

Descuentos por ingresos anuales

Tamano de menores al monto que aparece a continuacion:
Ia familia 100% 80% 60% 35%
1 21,860 27,325 32,790 38,2558
2 29,530 36,915 44,295 51,680
3 37,196 46,490 85,785 65,085
4 44,860 56,075 67,290 78,505
5 52,530 65,665 78,795 91,930
6 60,190 75,240 90,285 105,335

Para unidades familiares con mas de 6 miembros, los ingresos anuales
precedents se aumentaran segun las pautas federales

Si cree que es califica para este Programa, pongase en contacto con el Asesor
financiero por el 704-878-4573. Necesitara una solicitud e informacion financiera. La
determinacion de elegibilidad se realizara dentro de un plazo de dos semanas luego
de completada su solicitud. Toda asistencia financiera proporcionada bajo este
programa dependera de su solicitud de asistencia gubernamental para la cual pueda
calificar (es decir, Medicaid, rehabilitacion profesional, etc.).

Algunos servicios tales como los honorarios de los medicos (anestesistas,
patologos, radiologos, cirujanos, etc.) son independientes de los cargos hospitalarios
y pueden no ser elegibles para descuentos.

Las leyes estatales y federales exigen que los hospitales procuren el pago de los
servicios proporcionados. Esto significa que en ultima instancia podriamos enviar las
facturas impagas a una agencia de cobro o iniciar acciones legales, lo que afectarja su
estado de credito. Por lo tanfo, es importante que solicite estos descuentos si es

elegible.



Nesth-€arolina Hospital Community Benefits Report Page 1 of
North Carolina Hospital Community Benefits Report

Iredell

Hospital Name ‘ Memorial

Hospital
Time Period FY2010
Community Benefits .
A. Bstimated Costs of Treating Charity Care Patients* 5.127 of Total ‘Espenses 6,763,698
B. Estimated Unreimbursed Costs of Treating Medicare Patients* ' 12,823,568
C. Includes an adjustment in this period's Medicare revenues for extraordinary adjusnrnem.s1 of: 0
1>, Withnut this Medicare adjustment, Medicare Losses would havs heen (B + C): 12,823,568
E. Estimated Unreimbursed Costs of Treating Medicaid Patients* 3,680,844
F. Includes an adjustment in this period's Medicaid revenues for extraordinary adjustments! of: 1,828,909
(. Without this Medicaid adjustment, Medicaid Losses would have been (E + F): 5,509,753
H. Estimated Unreimbursed Costs of Treating Patients from Other Means-Tested Government 493 415
Programs™* ’
I. Thiz ircludes an adj:.z:s?m'ien‘g 111 this period's Other Means-Tested Government Programa rovenues 0
for exirac.dinary adjustments® of: ‘
J. Without this adjustment, Other Means-Tested Gov. Programs Losses would have been (H + I): 423,415
K. Community Health Improvement Services & Cbmmwxity Benefit Opérafions 718,403
L. Health Professions Education . 122,778
M. Subsidized Héalth Services , 372,923
N. Research Costs 0
O. Cash and In-kind Contributions to Community Groups 381,027
P. Community Building Activities® 35,065
Q. Total Community Benefits! with Settlements and Extraordinary Adjustments (A + B+ + 25.321.721
H+K+L+M+N+0+P) e
R. Total Community Benefits! without Settlements and Extraordinary Adjustments (A +D+ G 27.150.630
+J+K+L+M+N+O+P) e
Bad Debt Costs
S. Estimated Costs of Treating Bad Debt Patients® 6,721,403
Notes:
() Notes about prior period adjustments
% Notes about Subsidized Health Services
(3) Notes abour Community Building Activities

AN

httrne-/faransr neha neo/chonevavfmrstnesar lacen



g e e

.tional Information:

Jrant monies received to support any community benefit activities, These amounts have not been netted from Total
Community Benefits.

URL with additional information about this community benefits report

Other Notes

* Footnotes:
The costing methodology or source used to determine payer costs is:

The ANDI methodology, which uses a facility-wide ratio of cost to charges as described in
NCHA Community Benefits Guidelines.

X Aninfernal cost accounting system, adjusted for community benefit reporting.

An internal cost accounting system, adjusted for community benefit reporting, for all items
except bad debt and charity care, which use in internal cost-to-charge ratio approach that is
based on the methodology specified in the NCHA Community Benefits Guidelines.

An internal cost-to-charge ratio approach that is based on the methodology specified in the
NCHA Community Benefits Guidelines.

All costing methodologies do not double-count expenses reported in other community benefit items,
For example, amounts reported in Subsidized Health Services do not also appear in Medicaid losses.

Last modified on April 22, 2011 10:36 AM

ittps/f’www.ncha.org/cbsurvey/preview.lasso 4/22/2011
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North Carolina Hospital Associatic

Serving North Carolina Hospitals & Health Syslems

Advocacy issues Quality Education News NC Hospitals About

Hospital Community Benefits Report Downloads

North Carolina communities are unique. The hospitals that serve these communities ENCHA Community Be
are equally so. Each was built and is operated fo serve a specific group of neighbors. That uniqueness extenc
nolicies for assisting patients with financial challenges. These policies, combined with each community’s demy
influsnce the amount of the local hospital’s charity care and other community benefits, Economic conditions a
communities differ, prompting different hospital standards for charity care. There is also no cne-size-fits-ali so
segmenting between charity care and bad debt.

North Carolina hospitals want their communities to know their financial assistance policies and what benefits t
The hospitals have voluntarily submitted their financial assistance policies along with their community benefit |
Understanding the assistance policies is vital to reasoned comparison of hospital community benefit reporis.

This site pairs hospitals’ community benefit reports with their financial assistance poticies. Just click on the reg
alongside each hospital name. The financial data was self-reported by hospitals using guidelines developed b
members. It has not been validaied by NCHA or by another independent resource.

For details about quantifying community benefit, please see the NCHA Community Benefit Guidelines. NCHA
work with hospitals fo standardize definitions and data sources to improve community benefit reporting.

This site includes all general acute care hospitals in North Carolina. It 2lso includes several other fypes of hos
volunteered to share their community benefit report.

For mare information, or to report a problem, please send email to communitybenefits@ncha.org.

Fiscal Year: 2010 - s

Hospital Community Benefits Repott - Financial Assistance Policy
Alamance Reglonal Medical Center View Repott View Policy

Albemarie Hospital View Report View Policy

Alleghany Memorial Hospital View Report View Policy

Angel Medical Center View Report View Poticy

Annie Penn Hospital View Report View Policy

Anson Communify Hospital Mot Availabie View Policy

Ashe Memorial Hospital Not Avaitable View Policy

Beaufort County Hospital Not Available Not Available

https://swww.ncha.org/issues/community-benefit 7/18/2011
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Bertie Memorizal Hospital View Report View Policy
Betsy Johnson Regional Hospital View Report View Policy
Bladen Healthcare, LLC View Report Mot Available
Blowing Rock Hospital View Report View Policy
Biue Ridge Reglonal Hospital ~ View Repart View Policy
Brunswick Community Hospital + View Report View Policy
Caldwell Memorial Hospitat View Report View Policy
Cannon Memorial Hospital View Report View Policy
Cape Fear Valley View Repori Not Available
CarolinaEast Medical Center View Report View Policy
Carolinas Medical Center View Report View Policy
Carolinas Medical Center-Mercy View Report View Policy
Carolinas Medical Center-NorthEast View Report View Policy
Carolinas Medical Center-Pineville View Report View Policy
Carolinas Medical Center-Union . View Report View Policy
Carolinas Medical Center-University View Report View Policy
Carolinas Rehabilitation View Report View Policy
Carteret County General Hospital View Report View Policy
Catawba Valley Medical Center Vigw Report View Policy
Ceriral Carolina Hospitat Not Avsilable Not Available
Chatham Hospitai View Report View Policy
Chowan Hospital View Report View Policy
Cleveland Regional Medical Center View Report View Policy
CMC-Lincoln View Report View Policy
Columbus Regional Healthcare System View Report | View Policy
Community Care Parthers Not Available View Policy
Crawtey Memorial Hospital Not Avallable Not Avallable
Davie County Hospitat View Report View Policy
Davis Regional Medical Center Not Available - Not Available
Duke Rateigh Hospital View Report View Policy
Duske Uriversity Hospital View Report View Policy
Duplin General Hospital View Report | th‘Avai!able

https://www.ncha.org/issues/community-benefit 7/18/2011
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Durham Regional Hospital

FirstHealth Montgomery Memorial Hospital

FirstHealth Moore Regional Hospital
FirstHeaith Richmond Memorial Hospital
Forsyth Medical Center

Frankin Regional Medical Center
Frye Regional Medical Center

Gaston Memorial Hospital

Grace Hospital

Granville Health System

Halifax Regional Medical Center
Harris Regional Hospital

Haywood Regional Medical Center
Hertage Hospital

High Point Regional Health System
Highlands-Cashiers Hospital

Hugh Chatham Memorial Hospital
Iredelt Memorial Hospital

J. Arthur Dosher Memorial Hospital
Johnston Memorial Hospital

Kings Mountain Hospital

Lake Norman Regional Medical Center
Lenoir Memorial Hospital

Lexington Memorial Hospital
Margaret R. Pardee Mermorial Hospital
Maria Parham Hospital

Mariin General Hospital

MCHS - Greensboro Operations
Medical Park Hospital

Mission Hospital

Morehead Memorial Hospital

Murphy Medicat Center

View Report
View Report
View Report
View Report
View Report
View Report
Not Available
View Report
View Report
View Report
View Report
Not Available
Not Available
View Report
View Report
View Report

View Report

. View Regort

View Report
View Report
View Raport
Not Available
View Report
View Reporl
View Report
View Report
Not Avallable
View Report
View Report
View Report

View Report

View Report

hitps://www.ncha.org/issues/community-benefit

Page 3 of 5

View Policy
View Policy

View Policy

" View Policy

View Policy
View Policy
Not Avaiiable
View Policy
View Policy
View Policy
View Policy
View Policy
Not Avaitable
View Policy
View Policy
View Policy
View Policy
View Policy
View Policy
Not Available
View Policy
Not Available
View Policy
View Policy
View Policy
View Policy
Not Available
View Policy
View Policy
View Policy
View Policy

View Poticy

7/18/2011
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North Carolina Hospital Associatic

Serving North Carolina Hospitals & Health Systems

Advocacy issues Quality Education News NC Hospitals About

Hospital Community Benefits Report Downloads

North Carolina communities are unigue. The hospitals that serve these communities TENCHA Community Be:
are equally so. Each was buil and is operated o serve a specific group of neighbors. That uniqueness extenc
policies for assisting patients with financial challenges. These policies, combined with each community’s detm
influence the amount of the local hospital's charity care and other community benefits. Economic conditions ai
communities differ, prompting different hospital standards for charity care. There is also no one-size-fits-alf so
segmenting betwaen charity care and bad debt.

North Carolina hospitals want their communities to know their financial assistance policies and what benefits t
The hospitals have voluntatily submitted their financial assistance policies along with their community benefit:
Understanding the assistance policies is vital to reasoned comparison of hospital community benefit reports.

This site pairs hospitals’ community benefi reporis with their financial assistance policies. Just click on the reg
alongside each hospital name. The financial data was self-reported by hospitais using guldelines developed b
members. it has not been validated by NCHA or by another independent resource.

For details about quantifying community benefit, please see the NCHA Community Benefit Guidelines. NCHA
work with hospitals to standardize definitions and data sources to improve communily benefit reporiing.

This site includes all general acute care hospitals in North Carolina. It also includes several other types of hos
volunteered to share their community benefit report.

For more information, or to report a problem, please send email to communitybenefits@ncha.org.

Fiscal Year: 2008 £

Hospital Community Benefits Report Financial Assistance Policy
Alamance Regional Medical Center View Report View Paolicy

Albemarle Hospital View Report View Policy

Alieghany Memorial Hospital View Repor View Policy

Angel Medical Cenier View Report View Policy

Annie Penn Hospital View Report View Policy

Anson Community Hospital View Report View Policy

Ashe Memortal Hospital View Report View Policy

Beaufort County Hospital View Report Not Available

https://www.ncha.org/issues/community-benefit | 7/18/2611
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Bertle Memorial Hospital View Report View Policy
Betsy Johnson Regiontal Hospital View Report View Policy
Bladen Healthcare, LLC View Report Not Available
Blowing Rock Hospital View Report View Policy
Blue Ridge Regional Hospital View Report View Policy

© Brunswick Community Hospital View Report View Policy
Caldwell Memorial Hospital View Report View Policy
Cannon Memiorial Hospital View Report View Policy
Cape Fear Valley View Report Mot Available
CarolinaEast Medical Center View Report View Policy
Carofinas Medical Center View Report View Policy
Carolinas Medical Center-Mercy View Report View Policy
Carolinas Medical Center-NorthEast View Report View Policy
Carolinas Medical Center-Pineville View Report View Policy
Carolinas Medical Center-Union View Report View Policy
Carolinas Medical Center-University View Report View Policy
Carterst County General Hospital View Report View Policy
Catawba Valley Medical Center View Report View Policy
Ceritral Carolina Hos;pitai Not Available Not Available
Chatham Hospital View Report View Policy
Chowan Hospitat View Report - View Policy
Cleveland Regional Medical Center View Report View Policy
CMC-Lincoln View Report View Policy
Columbus Regional Healthcare Sysiem View Report View Policy
Community Care Partners View Report View Policy
Crawley Memorial Hospital Not Available Not Available
[Davie County Hospital View Report View Policy
Davis Regional Medical Center Not Available - Mot Available
Duke Raleigh Hospital View Report View Policy
Duke University Hospital View Report View Policy
Duplin Generat Hospital View Report Not Available
Durham Regional Hospital View Repor View Policy

https://www.ncha.org/issues/community-benefit 7/18/2011
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Firstteatth Montgomery Mermorial Hospital

FirstHeaith Moore Regional Hospital
FirstHealth Richmond Memorial Hospital
Forsyth Medical Center

Franklin Regicnal Medical Center
Frye Regional Medical Center

Gaston Memorial Hospital

Grace Hospitat

Granvile Health System

Halifax Regional Medical Center

. Harris Regional Hospital

Haywood Regional Medical Center
Heritage Hospital

High Point Regional Health System
Highlands-Cashiers Hospital

Hugh Chatham Memorial Hospital
iredel Memorial Haspital

J. Arthur Dosher Memorial Hospital
Johnston Memorial Hospital

Kings Mourtain Hospital

Lake Norman Regional Medical Center
L.enolr Memorial Hospital

Lexington Memorial Hospital

Margaret R. Pardee Memorial Hospital
Maria Parham Hospital

Martin General Hospital

MCHS - Greensboro Operations
Medical Park Hospiial

Mission Hospital

Morehead Memorial Hospital

Murphy Medical Center

Nash Healih Care System

View Report
View Report
View Report
View Report
Not Available
Not Available
View Report
View Report
View Report
View Report
View Report
Not Available
View Report
View Report
View Report
View Report
View Report
View Report
View Report
Not Available
View Reporl
View Report
View Report
View Report
Not Available
View Report
View Report
View Report
View Report
View Report

View Repori

https://www.ncha.org/issues/community-benefit

View Policy

View Policy

" View Policy

View Policy
View Policy
Not Available
View Policy
View Policy
View Policy
View Policy
View Policy
Not Available
View Policy
View Policy
View Policy
View Policy
View Policy
View Policy
Not Avaitable
View Policy
Not Available
View Policy
View Policy
View Policy
View Policy
Not Available
View Policy
View Policy
View Policy
View Policy
View Policy

View Paolicy

Page 3 of 5
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A financial counselor, right; talks fo 2 gatfent needing
assistance at Mercy Hospital Clermont, which devoted 5.7%
of total expenditures fo charlty care in 2009.

A Modern Healthcare analysis of
Form 990s shows some very profitable
hospitals offering litile subsidized care

crush of new information
about hospital finance is
finally starting to roll in and
the results suggest that some
highly profitable hospitals are
skimping on subsidized care
te others with narrower mar-
gins appear more generous.

After more than a decade of discussion and
preparation, the most comprehensive public
disclosure of what not-for-profit hospitals do
to esrn significant tax breaks has begun, with
more disclosures to follow in coming monthe.
Even if healthcare reform succeeds in shrink-
ing the ranks of the uninsured and fewer peo-
ple need what's now referred (o as charity
care, the results are destined 1o be parsed and
analyzed for years 1o come.

A Modern Healtheare analysis found widely
uneven distribution i the levels of charity care
given to the poor by various hospitals, Many of
the charitable healtheare providers also acknowl-
edged billing patients whe, in retrospect, proba-
bly should have qualified for free care.

“Hospitals, if they're not-for-profits, skould
act like a charity,” said Sen. Chinck Grassley, one
of the most vocal critics in the debate about
whether tax-exempt hospitals do enough for
their communities. “T expect nonprofit hospi-
tals to fulfil their not-for-profit status by pro-
viding whatever charity care is needed.”

However, the lowz Republican was quick to |

& Modem Healthcare « March 21, 2011

1M 2008

finally quantify community benefit activities,
And it tarns out that some hospitals and
systemns do significantly more than others,

. according to an analysis by Modern Healthcare
! of 156 Form 990s and Schedule Hs from 20
large health systerns that were among the frst

add that he finds the early results of the tax !

forms encouraging, and thal the forms appear ;

to prove that outtays of charity care ought not to

i0 face a Aling deadline. The analysis ooks at
tax year 2005 because hospitals have up fo
11% months to file their taxes with extensions.

On average, the results show, each hospital

* devoted 2.5% of all its expenses to providing

be the only factor by which not-for-profits are |
* providing the care, not the martked-up retail

- price billed to patients. Once losses on Medic-

judged because different communities have dif-
ferent needs, and because setting minimurm lev-
eis can discourage those who can do more.

A majority of U.S. hospitals operate as pri-
vale charities, a status that affords significant

charity care—an estimate based on the cost of

ald and subsidies for other services were

: included, the figure rase to 8,3%.

federal, state and local tax brealts worth an :
estimated $12 billion 2nnually by one widely |

cited, but dated, estimate produced by Con-
gress' Joint Committee on Taxation in 2002,

The nation’s roughly 2,900 not-for-profit !

liospitals that operate in comimunities rich

and pocr, populous and remote, have

received the financial and competitive advan-
tage of tax breaks. The trade-off was that hos-
pitals give back to comrounities through
vaguely defined “community benefit" activi-
ties, including subsidies for low-income
patients, but also money-losing endeavors
such as research and physician training.

But Eimited oversight and poor-disclosure of
those cornmunity benefits sparked congressional
hearings, inquiries and sharp criticism as reports
emerged during the past decade of aggressive
billing and coliection practices for the uninsured,

Enter the Internal Revenue Service In
2009, for the first time, hospitals were forced
to file a form called the Schedule H with their
anaual Form 990 tax disclosures as a way to

0% fall below proposed standard

The analysis found that nine out of 10
respondents in the survey failed to provide
enough free and discounted care to eam tax
breaks under a proposal from Gressley that
would have forced the hospitals to devate 5% of
their expenditures to giving out subsicized care
for the poor.

Grassley, in an interview about the Modern
Healthcare results, backed away from the 5%
proposal. Yet despite the industry’s position
that the threshold would threaten the finan-
cial stability of many hospitals, all 15 hospitals
in the sample that met the 5% threshoid
ended the year with a profit.

In another dosely watched section of the fax
forms, hospitals had the option to quantify how
much of their unpaid bills could be attributed to
patients who probably would have qualified for
financial assistance. Some within the industry
argue such Josses should be recognized as subsi-

Sec COVER STORY on p, 14
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Cost of Chatity, as Percentage of Total Expenses
IV
CHARITY OR DEBT Many hospitais surveyed told the IRS that & partion of their bad debt—owed
by patients who were billed but didn’t pay--would have aualified for charity care
Numberof | . ! ; E ! i
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i ! ! i ;

called charity

STACKING IT ALL UP
Myo13
8.3% of foTsr mapenses is the average that hospitals
devoted W© community benetis recognired by tha
govarmment.

11,50 nlusg
10.8% of total é’xper?ses 13 the average that hospitals
devoted 10 items not recognized by as community benefit
by the federsl governmenti.
R
&%&%jm’?&:

i

Charity care Unreimbursed { Bad dgb}t at cost Unreimbursed Medicare
i icai 7o Sy .
ai cost Medicaid expenses | . Q7 ! “Community tulidmg” activities expe_nses.é at cost
4,32 184 A4 in 200% 7.8¢

“Other benetis incluamng research, medical resident education and
clinical services on which the provider iakes a financial loss

Source: Movern Healthcare analysis of IRS Form 890 tax disclosures for 156 hospitals fifing for tax year 2008
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dized care, but consumer researchers and advo-
cates say the findings suggest troubling hospital
collection policies with significant conse-
quences for those already financially vulnerable.

How aggressive are collections?

“It’s not OK to try using commercial col-
lection practices and get credit for that as
charity care,” said Melissa Jacoby, a law
professor at the. University of North
Carolina at Chepel Hill, who studies
medical bills and constmer bankrupt-
cy. Jacoby said the new disclosure rajs-
es questions about how aggressively
hospitals sought to collect unpaid bills
from low-income patients:

Results of the analysis are not repre-
sentative of alf tax-exernpt hospitals but
do offer 2 comparison of community
benefits at some of the nation’s largest
health systems, For Congress and policy-
roakers, new disclosure provides previ-
ously unavailable information that will allow the
closest scrutiny to date of the benefit tax-exempt
hospitals provide to nearby compzunities,

“There’s all these unfair social preblems that
the health system is grappling with,” said Nancy
Kane, a professor of management at the Har-
vard Schoof of Public Health, who lias testified
before Congress on the value of hospifals’ tax
exemption.

She said the Schedule H will help lawmakers
write better policies “to make sure that those
that have a high social burden aren’t getting
competitively disadvantaged by it.”

While meeting the sodial burden didn't appear i

to-distress the hospitals in the Modern Healthcare

sample that reported above-average Jevels of !

The most common type of hospital in the | May, president and CEO of Mercy Health Part-
profit-cherity analysis were those that posteda. | ners of Southwest Olio, saidl in reference to the
net profit and gave out lower-than-average -5 regional system’s original religious sponsors.
levels of charity care. And of the 61 hospitals | Yet Mercy Hospital Clézmont, which is part
that gave out above- -average levels of charity 1 of Catholic Health Partners, stili posted a
care, 75% of them turned a profit. } -5% profit margin in 2009,

Take Mercy Hospital Clermont, The 111+ The Schedule H required expanded disclo-
bed acute-care hospital lies-on the outskirts of ! sure of hospitais’ billing and collection efforts.
Cincinnati, in Batavia, Ohio, where a Ford J The IRS asked hospitals to estimate for the
Motor Co. factory, Bataviz Transtission, : first ime how much they billed to patients

who were unable to pay under guide-
lines for free and discounted care,

Among those reviewed by Modern
Fealtheare, 83 reported no unpaid bills
attributsble to patients eligible for sub-
sidized care.

At Sacrarnento, Calif-based Sutter
Health, which owns or operates 22 hos-
pitals in Northern California and one in

- Hawaii, hospitals did not credit any of
$73.7 million in reported bad debt to
patients who qualified for charity care.
“If we know if's eligible, it wouldn't be
bad debt,” Bill Gleeson, a spokesman for

Merey Hospital Clermont displays a i the system, said in an e-mail.

copy of its charityeare policy In its U Other hospitals and systerns, however, esti-

emergency department. | mated needy patients accounted for a signifi-

| cant share of unpaid. bills—including & dozen
closed in 2008 and contributed to high levels | that said bilis sent to those considered eligible
of unemployment and lack of insurance cov- | for subsidized care made up at least half of bact
erage in the region. ! debt costs.

The system. offers free care to residents who | St. Peter's Hospital, o 487-bed Albany,
earn less than two times the federal poverty | N.Y., hospital owned by Catholic: Health East,
level, and discounted care for those up to 400% | estimated needy patients accounted for

of poverty-—including patients with insurance. | $2.6 million, or 82%, of its $3.2 million in bad
debt. Elmer Streeter, a St. Peter’s spokesman,

That cost the hospital more than $4.1 million,
or 5.7% of its fotal expendinures, in 2009, said the hospital is dedicated to finding
“What we like to say is, the mission of caring  patients coverage and has an active program
to promwte its financial aid.

for the poor and under served s as vibrant today
ag it was 150 years ago, when the Sisters of Merey = BJC HealthCare reported that 81% of its

' Clinic ddesn'. Majo's two dozen’ hospitals

charity care, a majority of profitable hospitalsdid | and the Franciscan Sisters came over from lre-
provide less free care than the average.

FB NANCE} Joe Cm:lson c;ff;d'Meldnie Eyans

,'1% to charity care

"Iut Mayo Clinic says tax forms distort the pzcmre .

designed to let-policymakersand the pubhc
mopitor and compare such piving,

Buit the design of the public tax forms makes
gefting at thiat numbera laborjous hidire, and

w ¥ onewidelywatched miasure of

| .2 whethiera tax-exempthospital does,
B eriongh for the public fo justify its

ax_exemptwn, the famed Mayo

the 81 billitn the'spifem. spent fo subsidize
research, edication and ottier services that
federal officielatéo deeny community benefit.

.c'levofed airieager.1% of their expenses in
2609 on submdles for. tlmse uiable to afford
medifal care, accordmg 10 tax forins

14 Modern Healtheare - March 21, 2011

) Mayo’s executives conteud thatdt overshadows ]

' Jand and Genmany in wooden boats” James

| Association: “W;thasystemlﬂc'
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 designed to help,” said Melinda Hatton;
' general coungel for the Amenc@_ osp,xtai
Y0y
aren’twe all'getting more beneﬁt thanyou

tréining, that theyre. dom S
A1 in-dépth examination of Mayo £
variois tax forins mdicates that thesystem.
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unpaid bills in 2009-—amounting to $63 mil-
fion—were sent to houssholds without the
income 0 pay for sorme or all of the debt:

Comparing these nuunbers across systems is
complicated by the fact the IRS did not specify
how t0 come up with the nurmber, Modern
Healtheare’s analysis found that the methods,
which also are reported on the Schedule H, var-
ted widely.

The BJC estimate was calculated using comn-
mercial databases to analyze income by ZIP code
and address for the system’s unpaid bills, said
Tracy Mahler, BJC’s director of tax services. The
unpaid bills stem primarily from its St Louis
hospitals that serve poorer neighborhoods, she
said, and other hospitals or systerns may not

WIAYO from p. 14 | reillyisabigy

Otie hospital, Mayo Clinic Methodistin

- Rochester, Minn.,, earned a 229, profit

margin while puﬂmg 0. 9% of its togal .
Expenses toward chanty care—Jess than hialf

the average 2.5% Modern Healthitars found in : i vohaids

asample 0f 156 respondents, Ever afier
adding in unreunbursed Wiedicaid costs, the
hospital still spent about halfthe average:;mth
Methodist’s 2.7% of expenses compared; to
the Hst’s overall average of 5.3%.

But if the documents cheiitea perception.
that the organization is greedy, Mayo officials
satd that's a fawiin the forms. “Does it male

senseas a tax-compliance document? Yes. Asa |

public document? No,” said Christie
Lohlcamnp, tax director for the Mayo.
Foundation system. “Reseaich and educafion

How we did it

Moderm Healthcare oblained tax forms for each hospital under 20 health systems
with fiscal years ending Dec. 31 and the hlghest total revenue in the magazine!s

most recent Hospital Systems Suruey

The 20 systems: In the Survey are:

Mayo Clinic
Fairview Health Services

[ew York-Presbyterian Healthcare System
North Shore-Long Island Jewigh
Hegith System

Providerice, Health' & Services
Sentara Hedlthcare

S8M Health Care Corp.

Sutter Heaith

Texas Health Resources
University Hospitalg*

Adventist Health-System/Sunbelt*
Advocate Health and Hospitals Corp.
Allina Health Systemn

Aurora Health Care

Banner Health

BJC HeslthCare

Catholic Health East

Catholic Health Partners

Cleveland Clinic

Intermountain Healthcare

*Winter Park, Fla. **Clevetand

March 21, 2011

16 Modern Healtheare +

“aggressively identify those who qualify for

* subsidizéd mégical care and otlier services as
- policymplers débate whatnigt-for-profits-
+: should do iny exchange for: ‘sigriificant tax breaks.

I ..gaﬂlermg and dnalyzing the detalled Schedile
|1 forms of 156° Hoispitals anid regional systerns,

serve sitnilarly low-incomte communities.
Dave Aplington, deputy general counsel for -
BIC, said the system has sought to more |

financhal assistance and has an interest in con-
serving resources that would be wasted trying
to collect money that cannot be collected.

The ‘misery factor’

Consumer debt researchers and patient
advocates say reported billing of low-income
patients is worrying,

Outstanding bills can mean financial and
emotional stress for low-income households,
and damage to credit scores can be costly, said
Mark Rukavina, executive director of the
Access, Project, a healthcare advocacy not-for-
profit. “The misery factor there s significant.”

tail about, hospztai ﬁ.nances
s, F rtax}feaEZOOQ theIRS
| the forms o finprote disclosure of

Madem Healiheoe spenf;séveral monithis

The Schedule H repeals more than: ever
abourt hiospital. commumty enefit activites,
bt italso conceals seenmingly | Imipoitant
inforsetion becauséof choices the RS miade

- about hewhaspﬂa]s onightto report the

1 it consolldate imultibjili ¢
| operatiohs on'onk cﬁsciosure Others misstfile-

s hospl’rals, consohdates its $5.- ,b)lilo in ,

Hospitals increasingly seel to independerly

r verify whether patients qualify for finandil

afd, and chatity-care policies should identify
information that allow hospitals.te “presump-
tively” wiite off patients’ bills, said Keith
Hearle, president of Verite Healthcare Con-
sulting. That can include enrollment in other
social services for fow-income households.
Melinda Hatton, senior vice président and
general counsel of the American Hospital
Association, disagreed that the blame for the

" issue rests with the hospitals.

*I don't think that those high numbers
reflect a lack of diligence on the part of hospi-
tals, but just that there are many reasons why
someone who is eligible for financial assis-
tance might not apply,” she said. “It's not

¢ always the fault of z hospital.” «

Rulés for feporting

eachhospital separate,y, which.may.not.
capture ways in which. systerns may offset
greatér demand for subsidies ane. hospital
with more profitable operahons elsciliere. It
depengdson each System’s cotporate gfichure:
Anyone wanting to know exactly how
ruich commmunity-benefit activity Maye-
perforins annitally as = Béalth: Systemymust
first locdte and then scrritinize 225 Sseparaie
Foirn 990s. In sesponse 16 a request-for all of
its Form 990s thiat included a-Scheddie H,
Meyo senta total 6£1,5 ; I
encompassing 57 billio hosp1tal Fevenue:.
By comparison, thé Clevelad Chmc, with 11 .

S oniy$18(}nnﬂmrionchan Arednd.
| -unreimbtizsed costs for M 'c:alé beneficiaries,

Alltold, Mayi ¢ devoled 11% of is .
expenditures o dctivities the IRS considers

! Tegitirnate comiunity benefits, Lompéred
| with the 8.3% average for total, ekpenditures

dedicited to all forms of commumty benefit

spendmgfoundmﬁ:e magadinels stirvey. <
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to date call volume of 1,474,

iredell County Emergency Hedical Services
Monthly Activity Report for January 2011

n January EMS ran 4474 calls with 2 year
45 8% were dispaiched as emergency calls
Calis per EMS Base and by Time of Day
BASE Calls gam -8 pm 8:01 pn - 7:58 am
Harmony a1 65 26
Trinity VED 143 _ 314 29
Statesville 658 439 213 R
Troutman 156 120 36
Mooresville 423 278 145
Leke Nomnan VFD g6 65 21
Aveorage Response Times por EMS Base {time digpatchad to time on scenoej
County Wide 40 min 00 sec
Harmany 8 min 24 gec
Trinity VFD 12 min 12 880
g:gt_e;svme g min 30 se¢
Troulman 11 min 05 &¢¢
Mooresville 9 min 12 sec
Leke Norman VFD 9 min 24 seC
Top flve responee categories (% of calie)
W
Genesal Sickness 16.70%
Fall Victim 15.50%
Standby at Post 14.10%
Traffic Accident’ 6.70%
Respiratory y Distress 5,80%
patient Not Tranmportatad by EMS Data
Cancelied Prior fo Arvival 4.7%
Patiem Decpaged at Sceng 0.5%
No Patient Found 86.9%
Patient Refused Care 11.8%
Stlandby at Post 13.1%
Specigl Event Standly 0.00%
Trang Rescus (ALS 0.10%
Transported by Rescue (BLS) 0.40%
Transported by Flight Servica 0.30%
Patlunt Transported by EMS Data
40.2%
29.1% —
9.90%
Nt 19.40%
Presbylerian Hospi 0.50%
Presbvietian Hospital {Mein) 0.00%
Caroinas Medical Centar 0.30%
Wake Forest Mexdical Center 0.60%
Forsyth Memerial Hospital - 0.10%
UL




redell County Emergency Medical Services
Monthly Activity Report for February 2011

in February EMS ran 1471 calls with a year 10 date call volume of 2,845,
57.8% were dispatched as emergency calls

Calis por EMS Base and by Time of Day
BASE Calis gam-3pm 8:01 pw - 7:5% am

Harmony 89 63 26
Trinity VFO 164 127 27
Statesville 708 483 228
[Troutman 158 127 32
Mooresville 380 257 133
Lake Norman VFD 56 44 12
Averape Responhee Times per EMS Base {timea dispatched to time on gcene)
County Wide g pin 48 sac

Harmony 9 ynin 24 sec

Frinity VFD $2 min 0 sec

Statesville £ min 8 s8¢

Troutman 10 min 18 sec

tiooresville 8 min ba s8C

Lake Norman VFD 3 it 12 sec

Top five response categories (% of calls)

General Sickness 18.40%

Standby at Post 15.50%

Fall Vieim 12.50%

Reypiratory Distress 8.30%

rfrafﬁce Accident 7.60%

Patient Not Transportated by EMS Dota

Cancelled Prior to Arrival §.4%

Patient Deceasad al Scene . {.7%

[No Patiant Found 0.8%

Batient Refused Care 16.4%

" [Standby at Post 14.2%

Special Event Standby 0.00%

Transported by Rescue (ALS) 0.40%

Transported by Rescue {BLS) 0.30%

Firansporiad by Fight Service 0.40%

Patient Trensported by EMS Data

Not Entered 393% | ..

redel Memonal Hospital 31.1%

Davis Reglonal Hospital ’ 10.10%

Lake Nomman Regio 17.40%

Presbytatian Hospital {Huntersville) 0.80%

Presbyterian Hospital {Main) 0.00%

Carolinas Medical Genter 0.70%

Ware Forest Medical Center 0.30%

Forsyth Memeorial Haospital Q.;_lg%




iredell County Emergency Medical Services
Monthly Activity Report fof March 2011

1n March EMS ran 1413 calls with a yeal 1o date calf volume of 4.358.
60.3% were dispatched as emergency calls

Calls pev EMS Base and by Yimoe of Day
BASE Calls 8 am - 8 pm 8:01 pm - 7:59 am

Harmony 60 31 C29
Trinity VFD 130 104 26
Statesville 853 422 231
Trouiman 169 125 A4
Mooresville 424 282 142
Lake Norman VED 69 : 47 22
Average Responae Times par £MS Base (time dispatched to time on scens)
{County Wide B min 24 89¢

Hanmony 8 min 06 sec

Trinkty VFD 12 min 12 sec

Statesvile a¢oin 18 sec

Trouiman 9 min 48 sec

mooresville 9 min 12 sec

Laka Nomman VFD 8 min 30 sec

Top five response categorles (% of calls)

General Sickness 18.60%

Fail Victim 14,20%

Standby 12.80%

Traffice Accident 9,00%

Respiratory Distress 6.60%

Patient Not Transportated by EMS Data

[Canceigggfriot fo Arrival 51%

fPatient Deceased 2t Scene 1.1%

No Patient Found 0.89%

Patient Refused Care . 18.0%

Standby at Post 11.8%

Special Event Standby (3.10%

Fransported by Rescue (ALS) 0.00%

Transponed by Rescue (BLS) .00%

Transporied by Fight Service 0.30%

patient Transported by EMS Data

Not Entered 304%
rede) Memonal Hosphel 0.3% A
Davis Reglonal Hospital ) 11.00%
Lake Norman Regions] 17.10%,
Presbyterian Hospital (Huntersvilie) 0.80%
Presbyterian Hospital (Main) 0.10%
Carolinas Medica! Cenier {.50%
Wake Forest Medical Center, 0,40%
Forsyth Memorial Hospital 0.10%




iredell County Emergency Medical Services
Monthly Activity Report for Apnil 2011

In Aptil EMS ran 1441 calls with @ year to date call volume of 5,799,
63.1% were dispatched as emergency calls

Calls per EMS Base and by Thne of Day

BASE Gafls 8§ am -8 pm 8:01 pm - 7:59 am
Harmony 106 74 32
Trinity VFD . 127 108 19
Statesville 688 454 234
Troufman 157 118 39
Wooresvillie 405 284 141
take Norman VFD 87 64 23
Average Response Times per EMS Base (thme dispatched to time on scene)
County Wide S rnin 18 sec
Hurmeny 8 min 48 sec
Trinity VFD 11 min 36 sec
Statesville - 8 min 42 sec
Troutman B min 00 sec
Mooresville 9 min 12 se¢
Lake Notman VFD 8 win 30 sec
Top five response categories {% of cails)

General Sickness 15.20%

Fall Victim 34,30%

Standby 13.80%

Traffice Accident 10.50%

Chest Pain 6.060%

Patlont Not Transportated by EMS Dafe
Cancelied Prior to Armval 50%
Patient Decaased at Scena 1.2%
No Patiant Found 0.7%
Patient Refused Care 19.1%
Standby at Post 12.8%
Special Event Standby £4.00%
Transported by Rescue (ALS) 0.00%
Transported by Rescue (BLS) 0.00%
Transported by Flight Service 0.80%
patient Transported by EMS Data

Not Entored £1.5% !,
fredell memorial Hospial 31,3%
Davis Regional Hospital ‘ 8.80%
{ake Norman Regionaj 16.40%
Presbyierian Hospital (Huntersvilie) 9.30%
Presbyterian Hospital {Main) 0.10%
Carolinas Medical Centar . 0.10%
Wake Forest Medical Center 0.30%
Forsyth Memorial Hospital _ggg%
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Iredell, North Carolina Print | Close Window

Heart Disease Death Rates, Total Population, Ages 35+, 2000 - 2006

Race/Ethnicity Rate"
Total Population 417
American Indian and Alaska Natives Insufficient Data
Asian and Pacific Islanders 186
Blacks 504
Hispanics 118
Whites 405

* pate per 100,000 age-adjusted and spatially smoothed

Distribution of Total Population, Ages 35+, 2006

Race/Ethnicity Percentage Number
Armerican Indian and Alaskan Natives 0.24% 184
Asian and Pacific Islanders 1.16% 898
Blacks 11.51% 8,939
Hispanics 2.93% 2,274
Whites 88.75% 67,349
Others 0.34% 264
Footnote:

* percentages do not add up to 100% because the race/ethnicity categories are not mutually exclusive,

County Demographics

Rural — Urban Status! Micmpolitén
Total Poputation, All Ages, 2006 146,206
Total Population, Ages 35+,2006° 77,634
Percent of Famifies Below Poverty,2606° 11%
Percent of Persons 25 years or older with High School Diploma or more,2002% 78%
Median Household Income,2006* $45,408
Percent of Persons without Health Insurance, 2005° 18%
Footnote:

1. 2006, NCHS urban — rural classification scheme for counties,

2. United States Census Bureau / Area Resource File,

3. United States Census Bureau.

4. United States Census Bureau / Small Area Income & Poverty Estimates,
5, United States Census Bureau / Small Area Health Insurance Estimates.

http://apps.nced.cde.gov/gisevh2/IDResults.aspx ?fips=37097



