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INTRODUCTION

UNC REX Healthcare (Rex) respectfully petitions the State Health Coordinating
Council (SHCC) to change the Cardiac Catheterization Need Determination
Methodology in the 2017 State Medical Facilities Plan (2017 SMFP). This request is
the most recent in a series of petitions over the last three years from Rex
including both methodology change and adjusted need determination petitions.
Rex’s goal throughout this process has been to be able to provide exceptional
patient care. Today, and for the last three years, Rex’s cardiac catheterization
capacity is insufficient to care for the needs of its patients. Specifically, using the
capacity definitions in the SMFP, Rex currently has a deficit of 1.78 cardiac
catheterization labs, which means that its labs are operating at 116 percent of
capacity. While there are significant operational and logistical challenges to
operating at these utilization levels, Rex would encourage the SHCC to consider
that these challenges also impact the lives of patients. High utilization levels
mean that patients wait longer (hours and days) to get the care they need, or that
a patient must be removed from a room in the middle of a scheduled procedure
in order to accommodate an emergency, or that patients and their families spend
a night in the hospital, instead of at home. Scheduled procedures, while not
emergency cases, are needed to improve the health of these patients and the
delays that may result from overcapacity equipment results in delays in their
recovery and return to normal life. In addition, while the SHCC may view this
issue as being limited to cardiac catheterization equipment, and certainly that is
the scope of Rex’s petition, it is important to understand that cardiac care for
even a single patient is rarely limited to cardiac catheterization procedures, as
explained in further detail below. Cardiac catheterization is part of
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comprehensive cardiac care which rarely starts and ends in the cath lab. Thus,
delays in providing cardiac catheterization services has negative effects on
multiple other services, impacting additional patients, families, physicians and
staff.

As the SHCC is aware, WakeMed’s CEO, Donald Gintzig, sent a letter to Rex to
discuss collaboration on these issues and copied each member of the council. Rex
responded and has begun the process of setting up a meeting between the two
parties. Rex welcomes the opportunity to meet with WakeMed and determine a
positive solution. However, Rex is committed to pursuing all avenues to better
serve its patients and so it has not prematurely assumed that the discussions
with WakeMed will result in meeting the need that clearly exists: additional
cardiac catheterization capacity at Rex. As such, Rex is submitting the proposed
petition and strongly encourages the SHCC to consider it on its merits and to
also not assume that the discussions with WakeMed will correct the imbalance in
the allocation of cardiac catheterization equipment in Wake County.

In particular, the SHCC should recognize that these issues are not confined to
WakeMed and Rex but exist county-wide. Both WakeMed Cary and Duke
Raleigh are significantly underutilized, as shown below. In fact, Duke Raleigh’s
surplus of machines is nearly identical to that of WakeMed.

Wake County Cardiac Catheterization Utilization

Total T Machines Required | '
Planning 2 L Based on 80% Deficit/(Surplus) ‘

| 1 £ Utilization | Utilizati
nventory | ] Utiization | |
‘ Rex Hospital | 4 | 116% | 5.78 | 1.78 |
‘ WakeMed | 9 | 56% | 6.31 | (2.69) |
WakeMed Cary | 1 | 14% i 0.17 | (0.83) |
| DukeRaleigh | 3 | 10% | 0.39 | (2.61) |
| Total | 17| | 13 | (4.36) [

Source: 2016 Hospital License Renewal Applications.

Thus, even if WakeMed were to agree to sell Rex two of its excess machines,
Duke Raleigh’s sizable surplus could soon become an obstacle to the ability to
develop new capacity. While it may be reasonable for WakeMed Cary to operate
a sole unit of equipment for access in case of emergency, it is unclear why Duke
Raleigh requires three units of cardiac catheterization equipment. In fact, Duke
Raleigh added its third unit in 2013 through the use of grandfathered equipment
outside of the CON process even though it was already significantly
underutilized.
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The specifics of Rex’s current petition are provided later in this document, but
tirst, this document will address several issues raised during deliberations of the
SHCC on previous Rex petitions for this service. While Rex believes that
approving its petitions are the best thing for patients, and though Rex’s petitions
are consistent with the Basic Principles of the SMFP, it is clear that Rex’s
opponents have attempted to politicize the petition process, providing some
SHCC members with incorrect information that has surfaced in the SHCC
meetings. Rex does not believe that providing such misinformation, particularly
outside of public forums, is helpful to the patients it serves and would urge the
SHCC to focus on the salient facts before it. However, given that some SHCC
members have raised secondary issues, Rex believes that these should be
addressed. As detailed below, Rex believes that approval of its petitions would
be:

=

Similar to past SHCC actions and not precedent-setting;

2. A positive impact on the cost of care based on independent
reimbursement data and other factors; and,

3. The most effective solution given physician privileges and the need to

provide access across the region.

Each of these issues is addressed below.
Precedent

In opposing Rex’s petitions, several SHCC members have stated that an approval
would be precedent-setting. Based on its interpretation of those comments, Rex
believes that some SHCC members were concerned about approving additional
capacity outside of the standard methodologies in the SMFP. The SMFP
specifically outlines an annual petition process for changing basic policies and
methodologies and for adjusted need determinations. In other words, the
petition process is expressly designed to allow for changes outside of the
standard methodologies or changes to the methodology. In fact, Rex would
argue that the petition process actually strengthens the SMFP planning process,
by allowing the SMFP to evolve to meet the ever-changing needs of the
healthcare community. Therefore, Rex’s petitions are consistent with the process
outlined in the SMFP, as well as many other petitions approved in the past.

In an attempt to resolve its ongoing capacity issues, Rex has submitted petitions
for methodology changes and for adjusted need determinations without success.
During the development of 2016 SMFP, the SHCC received six petitions for basic
policies and methodologies and 11 petitions for adjusted need determinations.
The SHCC approved nine of those 17 total petitions, either directly or indirectly.
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Rex believes its petitions should not be treated any differently from the dozens of
petitions that are filed every year. In the past, Rex has requested modest changes
to the cardiac catheterization methodology, just as dozens of other petitioners
have requested changes to other SMFP methodologies. Similarly, Rex has
requested adjusted need determinations, just as dozens of other petitioners do
every year. In each instance, either the methodology is found to no longer be as
responsive as it once was, and it needs to be changed, or the methodology does
not consider a particular need that exists in a specific area. There is nothing
precedent-setting about Rex’s petitions.

More specifically, some SHCC members appear to be concerned a precedent
would be set if they approved additional capacity when surplus capacity exists
in the service area, particularly when those needs are related to physician
affiliation activity. Other SHCC members have expressed concern about setting a
precedent by becoming involved in the “business decisions” within a particular
county. Rex does not believe that the approval of its petitions would set a
precedent. The SHCC has historically approved numerous petitions where
surplus capacity exists and, frequently, those needs are related to physician
affiliation activity, even if that activity is unknown. The SHCC has also
historically approved petitions have involved competitive situations between
providers within counties. Further, as shown below, the SHCC has revised
methodologies so that need can be created as a result of physician affiliation in
service areas where surplus capacity exists. In other words, the SHCC has
approved many petitions in the past with similar circumstances to Rex. In the
context of the examples below, Rex believes that the approval of its petitions
would be similar to many of these SHCC actions; thus, the approval of Rex
would not in any way be precedent-setting.

Please note this list is not comprehensive but is used to demonstrate the
similarity of Rex’s petitions to other SHCC actions.

e The SHCC approved a 2015 petition by Raleigh Radiology for an
adjusted need determination for one additional fixed MRI unit in
Wake County, despite the standard methodology showing a small
surplus of capacity. The SHCC created the opportunity for Raleigh
Radiology to develop fixed MRI capacity so that it could end a
business relationship with Alliance for the lease of its existing unit.
Raleigh Radiology argued that the growth in its practice was due to
its selection as preferred provider to the Key IPA and WakeMed
accountable care organization, a physician-hospital affiliation.
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The SHCC approved a 2015 petition by ]J. Arthur Dosher Memorial
Hospital (Dosher) for an adjusted need determination for one
additional MRI unit in Brunswick County in the 2016 SMFP,
despite the standard methodology showing a surplus of capacity.
The SHCC created the opportunity for Dosher to develop fixed
MRI capacity because its existing business relationship with
Alliance for the lease of an MRI was not optimal for providing
excellent patient care at a low cost.

The SHCC approved a 2013 petition by Duke Raleigh Hospital for
an adjusted need determination for one additional linear
accelerator in Service Area 20 (Wake and Franklin counties) in the
2014 SMFP. The SHCC acted specifically to alleviate Duke Raleigh’s
lack of linear accelerator capacity despite the absence of an overall
need in the service area and in spite of the underutilization of
multiple providers and approved but not yet developed capacity.
Duke Raleigh’s growth was due to significant investment in the
recruitment of cancer physicians to Wake County.

The SHCC approved a 2010 petition by Brookdale Senior Living for
an adjusted need determination for 240 nursing care beds in Wake
County. The SHCC created additional capacity despite the
existence of underutilized capacity in the service area which
prevented need from being generated under the standard
methodology.

The SHCC approved a 2010 petition by Graystone Eye Surgery
Center for an adjusted need determination for one additional
operating room in Catawba County. The SHCC created additional
capacity despite the existence of underutilized capacity in the
service area which prevented a need from being generated under
the standard methodology.

In 2010, the SHCC approved a revised acute care bed methodology
which changed the growth rate factors to use a county-specific
growth rate instead of a statewide average growth rate. This
change, combined with the existing calculation of need by facility
rather than for a service area in total, allows the creation of need
determinations as a result of the need expressed by a single facility
or group of hospitals under common ownership without regard for
other potentially underutilized capacity in the service area.
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e The SHCC approved a 2008 petition by Hospice of Wake County
for an adjusted need determination for ten inpatient hospice beds
in Wake County in the 2009 SMFP. The SHCC acted to create
additional capacity despite the existence of underutilized capacity
in the county which prevented need from being generated under
the standard methodology. The demand for hospice services was
related, in part, due to an affiliation between Hospice of Wake
County and Rex Hospital.

e In 2007, the SHCC approved a revised operating room
methodology that excluded chronically underutilized licensed
facilities, defined as facilities operating at less than 40 percent
utilization for the past two fiscal years, from the planning
inventory so that they would not suppress the need for additional
capacity. As such, the SHCC revised a methodology to allow for the
creation of additional need determinations, through whatever
cause including physician affiliation, without regard for other
underutilized capacity in the service area.

Given the examples above, it is clear that the approval of Rex’s petitions would
not be precedent setting. Moreover, Rex believes that the SHCC should give
greater consideration to the need for additional cardiac catheterization capacity
due to emergency, life-saving nature of the service than the needs for diagnostic
or non-emergent services such as MRIs or linear accelerators.

Impact on Cost of Care

In opposing Rex’s petitions, several SHCC members have argued that an
approval would result in an increase in the cost of care and that no analysis of
the value of Rex’s proposal has been presented. Rex believes just the opposite for
several reasons.

Contrary to the statements made by some SHCC members, Rex is not an
academic medical center and as such, does not receive additional reimbursement
for medical training. Rex is a member of UNC Health Care, and as part of that
system, provides lower cost services to patients through economies of scale.
Hospital affiliation across the state and more regionally is occurring as formerly
independent hospitals recognize the need to lower their expenses in a national
and local environment which has reduced reimbursement to providers. Further,
UNC Health Care’s physician affiliations, particularly with cardiologists, most
relevant in this instance, reduce the cost of care and expand access across the
region. In fact, due to its relationship with cardiologists, Rex is able to_ bill
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globally for cardiac catheterization procedures, resulting in lower costs and
simplified billing (something that would not be possible if these cardiologists
performed the procedures elsewhere). Rex has been successful in building
physician relationships!, in part due to its ability to realize these affiliation
benefits, and should not be penalized for it.

Rex’s sister hospital, UNC Hospitals in Chapel Hill, is an academic medical
center and receives additional reimbursement based on that status. Rex does use
its cath labs for teaching with the recent launch of a fellow program for UNC-
Chapel Hill School of Medicine, with fellows in each of Rex’s four labs five days
each week. However, Rex does not receive any additional reimbursement related
to these teaching programs or any other academic teaching status.

Further, Rex and its affiliated physician have the lowest average reimbursements
for cardiac catheterization in the region. The table below presents data Blue
Cross Blue Shield of North Carolina’s “Estimate Your Health Care Costs” tool2
comparing the average costs for catheterlzauon procedures for providers in
Raleigh.

Blue Cross Blue Shield of North Carolina - Estimate Your Health Care Costs

f * Coronary Bypass with

LS s, - : Left Heart Cath Cardiac Cath |

Rex Hospital $5,747 | $66,975

P
WakeMed _r $8,560 | $84,706 |
Duke Raleigh $10,883 ! !
g |
Lowest Cost Physicians for Each Hospital | e | s el Pl
James Zidar, Rex Hospital | $5,139 | |
Joseph Guzzo, Rex Hospital | $5,292 |
Joseph Falsone, Rex Hospital $5,301 '
P p

Robert Bruner, Rex Hospital | $5,478 ; |

Georﬁe Adams, Rex Hosgltal $5,454 |
IFF—‘- AT TSR T

J. Richard Daw, WakeMed $7,698 |
| Maitreya Thakkar, WakeMed | $8,022 | |

! In arguing against Rex’s petition, one SHCC member cited the development the Rex-
Raleigh Orthopaedic Clinic joint venture ambulatory surgery center (ASC), Raleigh
Orthopaedic Surgery Center (ROSC). Contrary to those statements, ROSC is a
freestanding ASC which provides a low-cost surgical alternative to existing hospital-
based options in Wake County. The Rex-Raleigh Orthopaedic Clinic relationship is a
mutually beneficial partnership that provides significant value to patients.

2 Accessed at http:/ /www.bcbsnc.com/ content/ providersearch/ treatments/index.htm# /
on February 23, 2016.
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Jimmy Locklear, WakeMed | $8,237 | ,
Siddhartha Rao, WakeMed ‘ $8,274 | |
Pratik Desai, WakeMed | $8,294

TR et i S SR e T A e ] T =l TS ST

| Mark Leithe, Duke Raleigh | $10,468 !_ |
James Mills, Duke Raleigh - | $12,114 | |

Note: The costs for Blue Options, Blue Advantage are shown for comparison purposes. Please see
Attachment 1 for the complete data available from Blue Cross Blue Shield of North Carolina tool.
*Only data for “Left heart cath” and “coronary bypass with cardiac cath” is provided by the Blue
Cross Blue Shield of North Carolina tool for cardiac catheterization services. Left and right heart
catheterization costs are not available.

At the March 2, 2016 SHCC public hearing, Dr. James Zidar, speaking on behalf
of Rex’s petition noted that Rex’s Medicare reimbursement was lower than other
providers in the region for the reasons cited above. However, he misspoke when
discussing Blue Cross Blue Shield reimbursement. As the data clearly show, Rex
and its affiliated physicians are reimbursed at a lower rate than other area
providers.

As shown, Rex and its affiliated providers have significantly lower costs per
procedure for Blue Cross Blue Shield patients than Duke Raleigh or WakeMed
and its providers. In fact, the highest cost at Rex is lower than the lowest cost at
WakeMed or Duke Raleigh. Of note, WakeMed receives additional
reimbursement due to its status as a teaching hospital and for disproportionate
share payments. For Medicare reimbursement, this amounts to 25.7 percent
higher reimbursement than Rex. Rex is not arguing the merits of Duke Raleigh or
WakeMed's reimbursement; nonetheless, the evidence simply does not support
that argument that the approval of Rex would increase the cost of care, but that it
would, in fact, lower it

Finally, Rex’s plan to add cardiac catheterization capacity is to upgrade the
software of a peripheral vascular lab for approximately $30,000. Due to its
capacity constraints, Rex has contracted with a mobile cardiac catheterization lab
since May 2015 at a cost of $16,000 per month. Clearly, a lower cost solution
would be a one-time upgrade for $30,000 rather than a monthly expense of
$16,000, or 192,000 per year.

The information provided above and in past petitions demonstrates that Rex’s
proposed petitions would lower the cost of care and provide value to Wake
County area residents. Rex believes that it is has provided the SHCC with
significant information and data to support its petitions in contrast with many
past petitions approved by the SHCC that do not provide estimates of capital
cost, monthly expenses, or reimbursement impact.
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Physician Privileges

In the SHCC's prior discussions of Rex’s petitions, some SHCC members have
asked if the physicians using Rex’s cardiac catheterization labs could begin using
other labs in the county where capacity exists. Rex and its physician partners do-
not believe that this would be an effective solution to its capacity constraints as it
would require a significant duplication of existing resources, a reduction in
access for patients in nearby counties, as discussed below.

Following the affiliation, the cardiologists in question, now part of North
Carolina Heart & Vascular, relocated their clinic and patients to the Rex Hospital
campus, and along with that shift, much of its hospital-related patient care,
including cardiac catheterizations. Today, North Carolina Heart & Vascular’s
sole Raleigh office is in the Medical Office Building adjacent to Rex Hospital’s
Emergency Department. North Carolina Heart & Vascular patients can visit one
site of care for all of their physician visits, diagnostic testing, pre-procedure
testing, cardiac catheterizations, cardiac surgery, etc. The benefits of this
centralized site of care are substantial. North Carolina Heart & Vascular’s team
(physicians, nurses, catheterization lab technicians, and other ancillary staff) is
able to standardize care for its patients to ensure that the care is high quality,
consistent, and cost effective for each patients. Patient care processes are
streamlined and supplies and technology are standardized, improving safety and
throughput, improving patient care. Patients can be seen in the office, any
emerging issues can be diagnosed through testing such as echo or ultrasound,
and if needed, the patient can be scheduled for a cardiac catheterization that
same day, depending on acuity and lab availability. Images from all of the
patient’s tests are stored on the UNC Health Care’s PACS system so that
interventionalists and surgeons can review them prior to a case. North Carolina
Heart & Vascular employs a team of advanced practice providers (nurse
practitioners and physician assistants) that admit to the hospital, round, consult,
follow-up on testing, and discharge patients which greatly increases the
efficiency and effectiveness of the physicians. North Carolina Heart & Vascular
physicians working at Rex have one Raleigh hospital for emergency call; and
their Raleigh patients do not have to guess where their physicians are available
for emergency or routine care. Finally, as partners, Rex and North Carolina Heart
& Vascular are actively engaged together in decision making (for purchasing,
policies, and protocols), in research and innovation (for care redesign and
technology), and in achieving excellent patient experiences and outcomes and
low costs.
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In order to begin using WakeMed’s cath labs, North Carolina Heart & Vascular
physicians would need to obtain privileges at WakeMed and meet the medical
staff bylaw’s requirements for emergency department and inpatient coverage.
Further, extra time and effort would be required to transition from one culture of
care to another, which slows down work flow and processes impeding patient
throughput and outcomes. North Carolina Heart & Vascular physicians could
not meet WakeMed’s coverage requirements without redeploying physicians
currently providing care across the practice’s service area, thereby reducing
access to patients in other counties across the region. Specifically, these
cardiologists currently provide services in Johnston, Franklin, Harnett, Nash,
Sampson, Wayne, and Wilson counties.

WakeMed has a robust medical staff with more than sufficient cardiologist
coverage currently: according to its website, WakeMed Heart & Vascular
Physicians employs more than 30 physicians. Thus, if North Carolina Heart &
Vascular physicians obtain privileges at WakeMed, WakeMed would have a
surplus of cardiologists, and North Carolina Heart & Vascular would be
covering two hospitals in Wake County, instead of one, at the expense of patients
in nearby counties. This action would thus create another surplus —a surplus of
cardiologists at WakeMed —while creating a deficit of cardiologists at Rex and
other hospitals throughout the region. While this surplus at WakeMed may not
be obvious to the SHCC as the surplus of cardiac catheterization equipment at
WakeMed and Duke Raleigh, it would still exist and create access issues as great
as those that exist due to the need for additional cardiac catheterization capacity
at Rex.

In addition to duplicating its physician call, North Carolina Heart & Vascular
would need to unnecessarily duplicate its support staff team. Two sites of
interventional and inpatient care would require two different teams doing the
same things, but unable to create efficiencies and economies of a scale by caring
for a critical mass of patients. For example, North Carolina Heart & Vascular
would need to double its number of advanced practice providers in order to
maintain the required 24 hours a day, seven days a week coverage for its
inpatients. North Carolina Heart & Vascular would not be able to control all the
required ancillary hospital staff at another facility in order to meet desired
quality and cost standards. Another hospital would be reluctant to share
decision-making with an outside physician group, particularly given the number
of cardiologists from other groups that already practice at WakeMed. As a result,
the practice overall would be less efficient and less cost-effective.

In order to support patients at WakeMed, North Carolina Heart & Vascular
would need to duplicate its PACS system or manually create and exchange CDs
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containing the images taken during procedures that are saved on the UNC
Health Care PACS system. While UNC Health Care (including Rex) and
WakeMed are both on the EPIC electronic health system, that record that does
not include the actual images from procedures. EPIC only includes the written
reports. Using non-technical terms, a physician with access to the PACS system
can see the X-ray and can therefore make an interpretation relevant to the
patient’s care at that moment. If the physician only has access to EPIC, only the
written report from the initial evaluation of the procedure is available. Access to
these images is most vital in emergency situations, when a patient presents with
chest pain and the physician can immediately review images from previous
procedures to assess and provide treatment.

Rex and its physician partners do not believe that the most effective solution to
its capacity constraints is to duplicate its call, its staff, and its system at a
tremendous addition to its operating costs when instead, with the permission of
the SHCC and the CON Section, it could quickly and cost-effectively add
capacity by purchasing a $30,000 software upgrade to an existing vascular lab.

Notably, even if North Carolina Heart & Vascular physicians were to practice at
other hospitals, their patients could be prevented from receiving care at those
other sites or made to pay higher out of pocket costs depending on their health
care insurance. Many insurers are utilizing “narrow networks” which direct
patients to a network of low cost, high quality providers and hospitals in order to
better control costs. Thus, some of North Carolina Heart & Vascular’s patients
may not be able to receive their care at other facilities or may have to pay high
out of pocket costs.

Finally, while Rex appreciates that the SHCC is looking for alternative solutions
to these problems, it does not believe that the SHCC's purview includes directing
where physicians should practice or, more importantly, where patients should
receive care. Rex believes it has created the leading cardiovascular program in
the Triangle through a system of care that includes a seamless coordination
between physicians, staff, and hospital. Patients are choosing North Carolina
Heart & Vascular and Rex due to this offering. Rex does not believe the SHCC
should tell patients, effectively, that their decisions are wrong or that because of
their choice of provider they will have to wait longer for treatment.

STATEMENT OF THE PROPOSED CHANGE

Rex requests that the threshold for additional cardiac catheterization equipment
in the Cardiac Catheterization Need Determination Methodology be applied to
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each hospital, or in the case of hospitals under common ownership in the same
service area, to each group of commonly-owned hospitals. Need determinations
would be granted once equipment is appropriately utilized irrespective of the
utilization of other hospitals in the same service area. Rex proposes the changes
described below to Chapter 9: Cardiac Catheterization Need Determination
Methodology, Methodology 1 (Fixed Cardiac Catheterization Equipment). Please

note the Steps 1 to 4 remain unchanged.

Step 5:

Step 6:

S 1 ] ¢ . £ fixed 1

| B : rod for all facilitios i
1 4 1 o . .
rounded-to-the nearest-whele-number)

Subtract the total planning inventory for each facility
from the number of wunits of fixed cardiac
catheterization equipment required as calculated in
Step 4. The difference is the surplus or deficit of units
of fixed cardiac catheterization equipment. (Nofe:

Deficits will appears as positive numbers; surpluses, as
negative numbers.)

The number of units of fixed cardiac catheterization
equipment needed in a service area is determined as
follows:

For each facility, the number of units of fixed cardiac
catheterization equipment needed is equal to the
deficit as calculated in Step 5 rounded to nearest
whole number. If a facility has a surplus, there is no
resulting need determination.
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b) The number of units of fixed cardiac catheterization
equipment needed is calculated for each hospital, and
a need determination is generated irrespective of
surpluses at other hospitals in the service area, unless
there are other hospitals in the service area under
common ownership.

c) If two or more hospitals in the same service area are
under common ownership, the surpluses and deficits
for those hospitals are totaled as calculated in Step 5.
The number of units of fixed cardiac catheterization
equipment needed for hospitals under common
ownership is equal to the summed total deficit
rounded to nearest whole number. If hospitals under
common ownership have a surplus in total, there is
no resulting need determination.

d) The projected need determinations of all facilities and
owners in the service area will be summed to
determine the total number of units of fixed cardiac
catheterization equipment needed in the service area.
Any pending CONs in the service area should be
subtracted from the total number of units needed.

IMPACT OF THE PROPOSED CHANGE

Based on Rex’s review of the 2016 Hospital License Renewal Applications and
Inventory of Medical Equipment Forms, the impact of the proposed change is
limited to Wake County, in which a need determination for two units of fixed
cardiac catheterization equipment for the 2017 SMFP would be generated. Both
of these units would be based on the utilization at Rex, which currently shows a
deficit of 1.78 units. Please note that Rex’s proposed change, while having an
immediate impact in only Wake County, would only ever have the possbililty of
impacting six counties statewide where there are two or more providers of
cardiac catheterization services not under common ownership. For example, the
proposed change would have no impact on the projected need determination in
Cumberland County, where Cape Fear Valley Medical Center will generate a
need with or without Rex’s proposed change. Please see Attachment 2 for
detailed tables comparing the results of the current methodology and the
proposed methodology for the six impacted counties. As discussed below, Rex
believes the proposed change is needed in order to provide access to cardiac
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catheterization services, and that it will not have adverse effects on providers or
consumers, will not result in unnecessary duplication, and is consistent with the
Basic Principles of the SMFP.

BACKGROUND

The various methodologies in the SMFP generally consider need based either on
the entire service area or each individual provider. The current cardiac
catheterization methodology determines need based on the entire service area,
and as a result, individual providers may have a significant deficit, but no need
is determined to exist in the area because of the surplus at other providers.

A service area approach for allocating capacity may be reasonable for certain
services, particularly those for which the service is merely one adjunct to the
overall diagnostic process and treatment plan. For example, a patient needing an
MRI scan to support a diagnosis may choose an MRI provider separate from his
physician or hospital, without it negatively impacting his diagnosis or treatment,
particularly on an outpatient basis, as the vast majority of MRI scans are
provided.

Other services, however, are much more central to the overall process of
diagnosis and treatment, require a physician present to perform the procedure,
and may be performed more often on an inpatient basis than other procedures.
Such is the case for cardiac catheterization services. The cardiology practice,
which is comprised a team of providers, including medical, invasive,
interventional and surgical cardiologists, has been chosen by the patient to
provide his or her care. This team is central to the diagnosis and treatment, and
the interventional cardiologist is directly involved with performing the
procedure on the patient. Since those physicians have been chosen by the patient
to provide his or her care, the notion of the physician referring the patient to a
physician at another facility, just because there may be more cardiac
catheterization capacity available there, is extraordinarily unlikely, as well as
being disruptive to the continuity of care.  Although cardiologists may be
privileged at multiple hospitals, they typically choose a single facility at which to
perform most of their procedural work for efficiency, as discussed above with
regard to North Carolina Heart & Vascular. The utilization of a particular facility
is thus driven primarily by physician and patient preference, not the deficit or
surplus at a facility. Therefore, a facility-specific methodology for cardiac
catheterization is more appropriate than a service area-based methodology.
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As noted above, other methodologies within the SMFP use a facility-specific
approach, consistent with the proposed change, including the methodologies for
acute care beds and PET scanners. In contrast, the existing fixed cardiac
catheterization need determination methodology calculates projected need based
on the aggregate need within each service area. However, since cardiac
catheterization services are limited to hospital providers, and since most service
areas include only one hospital, the vast majority of facilities have a need
methodology that is, in essence, facility-based. Specifically, in the 39 cardiac
catheterization service areas, all but seven (7) of them have only one fixed cardiac
catheterization provider. In each of these service areas, the need methodology
bases its calculation on the utilization of a single facility, and so the methodology
is effectively facility-specific for the majority of state. In the remaining seven
service areas in which there are two or more providers of fixed cardiac
catheterization services, the need methodology calculates projected need based
on the aggregate need of all providers in the service area. As such, the utilization
of a single facility is subordinate to overall utilization. Please note, however, that
the Durham/Caswell Service Area includes two hospitals under the common
ownership of Duke University Health System; thus, as a result, the proposed
methodology will have no impact on this service area.® Therefore, only six (6)
service areas would ever be affected by the proposed change in the methodology.

Rex believes that for services such as cardiac catheterization, a service area-based
methodology can perpetuate imbalances between highly utilized and
underutilized providers. Underutilized equipment offsets the need expressed by
well-utilized equipment and prevents the creation of additional need
determinations which would allow high utilization providers to acquire more
capacity and operate at more appropriate utilization levels. Even some
methodologies which determine need on a service area basis attempt to mitigate
this imbalance by excluding chronically underutilized facilities. By failing to
adjust the methodology as proposed, well-utilized facilities may be forced to
operate above appropriate utilization levels and may not be able to deliver
optimal care consistent with the Basic Principles of the SMFP, as discussed
below.

Although Rex believes the proposed change is important, and though it will
change the methodology statewide, it does not believe it will have a far-reaching
impact. As the SHCC is aware, since 2003, cardiac catheterization volume has

3 Under the proposed methodology change, if two or more hospitals in the same service
area are under common ownership, their surplus or deficit of equipment is totaled and
then evaluated against the threshold for a need determination. Please see the revised Step
6.c above for the specific language.
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decreased statewide, although it does appear to have stabilized in recent years.
Given this trend, it is unlikely that many providers will generate a need in the
near future. However, Rex believes the methodology should evolve to reflect
changes in healthcare, including the increasing alignment between physicians
and hospitals in single systems of care, which has led to substantial shifts of
patients among providers. In this context, the cardiac catheterization
methodology must be more flexible in responding to the needs of specific
facilities and the patients and physicians who choose to utilize them.

Prior Responses from the SHCC and the Medical Facilities Planning Section

Rex proposed changes to the cardiac catheterization methodology in its 2014
methodology change petition. The SHCC denied that petition following the
recommendation of the Medical Facilities Planning Section in its Agency Report.
Rex believes that the following discussion responds to the issues raised by the
Medical Facilities Planning staff in recommending denial of Rex’s 2014
methodology change petition.

The Agency Report for Rex’s 2014 methodology change petition stated that
“[wl]hile the petitioner’s proposed methodology change did not make specific changes to
Step 1 of the methodology, the proposal would have an impact on pending CONs . . .
[u]nder the suggested methodology change it would be possible for a need determination
to be generated without regard to a pending CON review.” In order to remedy this
potential issue, Rex has added language to Step 6d indicating that pending
CONs be subtracted for the need determination calculation for the service area.
Please note that acute care bed methodology has historically managed pending
CON awards in this manner with success.

The Agency Report for Rex’s 2014 methodology change petition stated that “there
is the potential for one facility in a service area to generate a need but the CON is
awarded to a different facility in the service area. Thus, additional need determinations
for the service area could again be generated the next year due to the procedures
performed at the facility that initially generated the need. This would increase the service
area’s capacity unnecessarily but would not benefit the facility that triggered the need.
Seven service areas in the state have multiple cardiac catheterization service providers
that could generate this scenario.”

First, Rex believes it is important to note that this hypothetical scenario would
not be wunique to cardiac catheterization equipment. A repeated need
determination, as suggested in this example, is possible for all multi-provider
service areas under the acute care bed and PET methodologies, as a need
determination could be generated by one facility and awarded to a different
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facility with the original facility generating another need in subsequent years. In
practice, this scenario would occur very infrequently and only as a result of
unique circumstances because the different facility would need to demonstrate to
the CON Section why the need for additional capacity is located at its facility
rather than the facility that generated the need.

Further, unlike acute care beds, cardiac catheterization has special CON rules
that only allow for the approval of providers that have historically operated their
cardiac catheterization equipment at 80 percent of capacity. The acute care bed
rules have no historic performance standard, thus, a historically underutilized
provider could be approved to add capacity. Finally, an applicant proposing to
add cardiac catheterization capacity must demonstrate to the CON Section that
the projected utilization of its existing and proposed equipment will be 60
percent of equipment. Specifically, 10A NCAC 14C . 1603 states, as excerpted
below:

(1) An applicant proposing to acquire cardiac catheterization equipment shall
demonstrate that the project is capable of meeting the following standards:

(1)  each proposed item of cardiac catheterization equipment, including mobile
equipment but excluding shared fixed cardiac catheterization equipment,
shall be utilized at an annual rate of at least 60 percent of capacity
excluding procedures not defined as cardiac catheterization procedures in
10A NCAC 14C .1601(5), measured during the fourth quarter of the third
year following completion of the project;

(c) An applicant proposing to acquire cardiac catheterization equipment excluding
shared fixed and mobile cardiac catheterization shall:

(1) demonstrate that its existing items of cardiac catheterization equipment,
except mobile equipment, located in the proposed cardiac catheterization
service area operated at an average of at least 80 percent of capacity during
the twelve month period reflected in the most recent licensure renewal
application form on file with the Division of Health Service Regulation;

) demonstrate that its existing items of cardiac catheterization equipment,
except mobile equipment, shall be utilized at an average annual rate of at
least 60 percent of capacity, measured during the fourth quarter of the
third year following completion of the project; and

Thus, if one facility in a service area generates a cardiac catheterization need, the
CON could only be awarded to a different facility in the service area, if that
different facility demonstrates to the CON Section that its historical and
projected utilization meets these performance standards.
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The 2014 Agency Report stated that “a facility specific calculation is used for acute
care bed needs. However, in determining need for acute beds (both licensed and pending)
all projected deficits and surpluses for each facility are total for the service area and can
offset each other.” The Agency Report was mistaken in this statement. Under the
acute care bed methodology, the projected deficits and surpluses for each facility
under common ownership are totaled and can offset one another. However, the
total deficit for one group of facilities under common ownership creates a need
determination regardless of any other facilities in the service area. Please see the
Mecklenburg County service area in the 2013 SMFP as an example where the
Carolinas HealthCare System deficit of 40 beds (identified as Carolinas Medical
Center Total) resulted in a need determination without regard for Novant
Health’s surplus of 44 beds (identified as Presbyterian Hospital Total). Similar
examples exist in the Wake County service area in the 2011 SMFP and the
Mecklenburg County service area in both the 2008 and 2009 SMFPs.

The 2014 Agency Report stated that under Rex’s proposal “need is generated at a
considerably lower threshold than with the current methodology.” Rex now proposes
to leave that threshold unchanged at a deficit of 0.5 units, rounded to the nearest
whole number.

The 2014 Agency Report noted that “the total volume of cardiac catheterization
procedures performed with fixed equipment in North Carolina has declined steadily since
2005” and suggests that the proposed change is unnecessary in light of this
decline and could result in the over-projection of need. It is Rex’s belief that the
proposed change is necessary due to the nature of cardiac catheterization
services. Specifically, cardiac catheterization is central to the overall process of
diagnosis and treatment. Please see the discussion above for greater detail on the
reasons why the need for cardiac catheterization should be evaluated by facility
rather than across a service area. In this context, Rex does not believe the
statewide trend is relevant in evaluating its proposed methodology change. The
SHCC should not ignore potential improvements to the SMFP if volume trends
suggest that they are unlikely to impact a significant number of providers.

REASON FOR THE REQUESTED ADJUSTMENT

Rex believes that the cardiac catheterization methodology should determine
need on a facility-specific basis, which would provide an equitable approach and
only impact a minority of the hospitals across the state. Highly utilized providers
would be able to generate need determinations, regardless of underutilized
providers in the same service area. It should be noted any need determination
generated under the proposed change would still be subject to Certificate of
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Need review, whereby any qualified provider could apply for, and demonstrate
the need to acquire, additional cardiac catheterization equipment. Underutilized
providers could not be approved to develop capacity created by these need
determinations as they would not meet the historical performance standards in
the special CON rules.

The proposed change will further the efforts of those healthcare systems that are
working to improve their quality and continuity of care. As noted above, Rex
also believes this change would be consistent with other recommendations from
the SHCC delineated above.

The approval of this methodology change will provide a clear and consistent
path for highly utilized providers to generate need determinations and thus
prevent potentially repetitive special need adjustment requests from the facilities
in the service areas that are inequitably treated in the current methodology.

The benefits of a change in the need methodology are evident in considering
Rex’s growing need for capacity. In 2015, Rex’s cardiac catheterization utilization
indicated a deficit of one unit of equipment. While the Agency Report
recommended approval of a special need adjustment for the one unit requested
by Rex, the SHCC ultimately failed to approve the petition. One year later, Rex’s
cardiac catheterization utilization indicates a deficit of two units of equipment, so
that even if the previous special need adjustment had been approved, Rex would
face a deficit of another unit and another capacity need. A revised methodology
would have appropriately allocated additional capacity as Rex’s volume has
grown.

ADVERSE EFFECTS IF PETITION IS NOT APPROVED

As noted above, the current fixed cardiac catheterization need determination
methodology can perpetuate imbalances between highly utilized and
underutilized providers in the same service area. An underutilized provider
diminishes the need demonstrated by a highly utilized provider. A provider
could operate above the utilization standards indefinitely and not be able to
acquire additional capacity, if another provider in its community was sufficiently
underutilized. There is no remedy for the patients, physicians, and providers in
such a situation for cardiac catheterization services outside of a methodology
change, as proposed, or a special need adjustment.

As a result, the greatest adverse effect of the failure to approve the petition is the
negative impacts that continuing capacity constraints have on patient safety,
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quality, and convenience. As volume continues to increase at highly utilized
providers, the SMFP methodology will not provide additional capacity. The
ability to provide timely emergency procedures, high quality and convenient
outpatient diagnostic procedures, and seamless care within a system of care will
increasingly be more challenging.

ALTERNATIVES CONSIDERED

File a Petition for a Special Need Adjustment

As noted above, Rex has chosen this alternative in 2014 and 2015 and was denied
by the SHCC. One of the reasons provided by a SHCC member for voting against
the most recent petition is that the current SMFP methodology for cardiac
catheterization addresses need for all providers, not just a single facility.
Notwithstanding the fact that the SHCC has approved petitions in similar
circumstances many times, Rex is proposing to change the methodology in light
of the SHCC member’s suggestion that the methodology should be changed
before a need is generated in Wake County. Regardless, the current cardiac
catheterization methodology is unequitable and perpetuates imbalances between
providers. A petition in the summer for a special need adjustment would, at
best, result in a one-time allocation and would fail to address the problematic
aspects of the current methodology. While Rex believes a special need
determination can remedy the growing issues for cardiac catheterization capacity
in Wake County, it would not address potential issues in other counties or issues
that arise in future years. Again, Rex’s recent experience demonstrates, a
provider experiencing continuing growth could result in repetitive special need
adjustments without the proposed change to the methodology.

Exclude Chronically Underutilized Facilities

The operating room methodology excludes chronically underutilized facilities in
order to remedy the imbalances between highly utilized and underutilized
providers. Rex does not believe this approach is appropriate for the cardiac
catheterization methodology for several reasons. First, there is no consensus
around an appropriate definition of a chronically underutilized cardiac
catheterization provider. Such a definition would need to account for the
emergency, life-saving nature of the service and its subsequent vital importance
in many communities, regardless of utilization. More importantly, the majority
of the state is already treated with a facility-specific methodology, effectively,
and an extension of that approach to the remainder of the state would provide
the needed remedy. Finally, the number of cardiac catheterization units in each
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service area is much lower than the number of operating rooms, and most
providers have at least modest utilization levels. Thus, the exclusion of
chronically underutilized facilities would not be as useful for this methodology.
It should be noted, however, that in Wake County, if the 40 percent
underutilization threshold were applied to cardiac catheterization as it is to
operating rooms, four of the 17 units in Wake County (nearly one-quarter) would
be excluded: three at Duke Raleigh Hospital and one at WakeMed Cary. Such a
step would still not correct the imbalance in the county; however, it
demonstrates that the issues concerning cardiac catheterization in Wake County
go beyond just Rex and WakeMed’s main campus.

UNNECESSARY DUPLICATION

Rex does not believe the proposed change will result in unnecessary duplication
of health resources. The current acute care bed and PET methodologies use
facility-specific methodologies consistent with the change proposed by Rex for
cardiac catheterization. Need determinations for acute care beds and PET
scanners are generated by facilities regardless of the utilization of other facilities
within the same service area. Based on its adoption of these methodologies, it is
clear that the SHCC understands that this approach to healthcare planning does
not result in the unnecessary duplication of health resources. In fact, as discussed
above, this approach provides a more specific and flexible methodology for
allocating healthcare resources, as needed, across the state.

BASIC PRINCIPLES

If the SHCC is committed to developing an SMFP in accordance with the Basic
Principles of Safety and Quality, Access, and Value, then it must recognize that
the status quo fails to meet the needs of the citizens of North Carolina under
these standards, and it should therefore approve Rex’s petition, which would
positively impact these principles.

Safety and Quality

The proposed methodology change will provide a process for facilities to
generate cardiac catheterization capacity regardless of the utilization of other
providers. Without this methodology change, a provider could indefinitely
operate its cardiac catheterization equipment at high levels of utilization without
any possibility of acquiring additional capacity through the current
methodology. In such a situation, a facility may not be able to provide optimal
safety and quality of care. Cardiac catheterization services must be available
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immediately for patients who present to a hospital with certain cardiology
issues. These emergency situations inevitably delay scheduled patients or cause
rescheduling. If the demand for cardiac catheterization services at a facility
exceeds its reasonable capacity, then these delays and reschedules result in
patients beginning their procedures late in the day, thus requiring a more
expensive and inconvenient overnight stay, or waiting until a later scheduled
time. Overutilized catheterization labs must operate in the evenings and on
weekends. Scheduled procedures, while not emergency cases, are needed to
improve the health of these patients and the delays that may result from
overcapacity equipment results in delays in their recovery and return to normal
life. Increased utilization also causes stress on the cardiac catheterization
equipment leading to increased maintenance issues. The downtime needed to
address these maintenance issues can cause additional delays in treatment and
further exacerbates the overutilization of the equipment. If patients and
physicians are forced to access care at another facility which has available
capacity, they may encounter disruptions in the continuity of care. Physicians
and providers work every day to improve the systems of care which leverage
information technology, multidisciplinary teams, and processes of care to deliver
the right care at the right time to the right person. A facility under the control of
another healthcare system cannot provide that same system of care to an
unfamiliar physician and patient. As a result, safety and quality may be reduced
without the proposed change in the methodology.

Access

The proposed change will enable the development of additional access to cardiac
catheterization equipment, as needed throughout the state. Seven service areas
are inequitably treated under the current methodology. Any potential need
within these service areas could be indefinitely suppressed by underutilization,
for whatever reason, at another provider in the same service area. In these areas,
access to care for patients of all types is impacted.

More specifically, the SHCC’s denial of Rex’s petitions limits access to Rex’s
patient who have chosen to receive care at Rex. Rex is a leading provider of care
to the elderly population in Wake County. Rex provides a greater percentage of
its inpatient and emergency services care to the Medicare population than any
other facility in the county. Elderly patients, in particular, need sufficient access
to cardiac catheterization services. Moreover, North Carolina Heart & Vascular
physicians see patients in 15 offices in nine counties. Increasing these physicians’
access to cardiac catheterization capacity at Rex, rather than duplicating coverage
at WakeMed, allows them to continue providing access for these patients across
a large region, including areas where no interventional cardiac catheterization
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capacity exists . For example, patients in Franklin, Harnett, and Sampson
counties who see North Carolina Heart & Vascular physicians in local offices will
have greater access to cardiac catheterization services which are not available in
their home county. Instead of expanding access, the suggestion by some SHCC
members that North Carolina Heart & Vascular begin practicing at WakeMed
would result in duplicating coverage at WakeMed, forcing the physicians to
reduce access in these suburban counties.

Value

The proposed change will enable providers throughout the state to provide
greater healthcare value. As noted above, facilities that have a process to add
capacity as needed will be able to provide safer and higher quality services than
if forced to operate overcapacity. Delays in needed treatment or unanticipated
overnight stays at the hospital add to healthcare expenditures. Overutilized
equipment requires greater maintenance which creates additional expenses.

In the specific circumstances of Wake County, the proposed change would
provide additional capacity to Rex, which has significantly lower costs per
procedure for Blue Cross Blue Shield patients than Duke Raleigh or WakeMed
and its providers as well as lower Medicare reimbursement. As noted above,
Rex’s plan to add cardiac catheterization capacity is to upgrade the software of a
peripheral vascular lab for approximately $30,000. Due to its capacity
constraints, Rex has contracted with a mobile cardiac catheterization lab since
May 2015 at a cost of $16,000 per month. Clearly, a lower cost, value-driven
solution would be a one-time upgrade for $30,000 rather than a monthly expense
of $16,000, or 192,000 per year.

CONCLUSION

In conclusion, Rex requests that the SHCC approve the petition to change the
cardiac catheterization need determination methodology. The proposed change
would extend the facility-specific approach to cardiac catheterization need
determinations to the entire state, rather than just to the majority of providers,
and ensure the a need determination is generated when additional capacity is
needed. As such, the methodology will become more specific and flexible to the
changing needs of the citizens of North Carolina.

Thank you for your consideration.



Attachment 1



eqpady

[+
BUOd SEAIAIDS 1BQUIBK

90.'v8% .
01922 ON "ubiarey
SAY LIeg MN 0008
€9 m.mww sndwe)d udioley paoYem

uog .

6/6'99% .
209LT ON "ubiorey
* 1500 1L suoog a¥e 0ZvF

. d

:Ag uos 866'75% |endsoH xay

spum 13y20d-J03n0 pue AJUBINSUI-0I/SHGNINPSP "ubisap uerd yyeay
INOA SE (|3 SB SJO}IB) IS Ul SUO{IEIBA UO DASEQ JUSISIID 3q AW 51503 [BNIIE INOA “(9IURINSUI-02 pUR ARd-03 “3iQUINDSDP) ANQIsUcdsal JWoiSnI SE fam se — sanddns jeapauw
‘sbrup "ersayisaue axyy sbuyy 10j 51503 pue sa3) Aunde) 33y uernsAyd apnjdw AlendAy pajs) sJUNoWy “Bjep SWIBII DNSGOE [B3L0ISIY Uo pIseq sabesane ale SIBWNSI 150D

U3J83S oA AYPOI - U “YBIate) woy S 01 yied yum ssediq & o]
S}NsSaY 150D Juswlleal | pajewllysy



e
-

*A2eqpaay
3
t 10€ mm 10942 ON ‘ubiaiey
(enod 5321088 JaquiBy 41 2uo0g 3xe" TFy

wict

P

s02'v$ auosie ydasor

NmN.mae, 2092Z ON “ubiarey

11 3uoog axe 0gvF

GHEENE

1214 WA ozzng ydesor
uos .
6¢€l m% 209LZ DN 'ubiyey
111 3ucog aYeT 0Zrh
’ Lai® HPASOH w3
:Ag uos 680'7% Jepiz sawer

SHWY 19420d-J0-N0 PUE IIEINSUI-0I/SAQINDIP ubisap uerd yueay

INOA SE [|3M SE SI0]IB) 353U} Ul SUCHBURA UO PISEQ USIBP G ABW S|SOD [BNIIR INCA (33URINSUI-02 pue ABd-00 HQNINP3p) Amgisuodsa) 1SN SE (|3 Se — lexpaw
*sBnip ‘eisayisaue o sBuIY) 10§ S)S09 pue S39) ANNE] '$a3) ueIsAUd apnjau rexdAl DASH SJUNOWNY "EIED SWUTE(Y DNSEDE [EMI0ISIY U0 paseq sebelane ale saewns? 150

YIRS INOA AjIpoK ~ Ju "YBies wol S3W 0] UOREZPNIWNED UEIH U

S1INSaY 1507 JUBLIIESI] PajELIST



¥pegpssy

] _
IB0d S301ABG JOQUIBN LL9 ma 20922 ON "ubiaiey
1L su0og aXeT OTFY
[eypdsopy xay
80G'v$ Jausn 2018

U
YS¥'s$ 20922 ON "Bl
U 3uoog e 0t
. NSO Xop
€eEPS Swepy 831089

uos

4
8.v'G$ 10942 ON “UBPEY
1500 11 3U00Q BT 0Ty
Sm Mo . ydsoy xay
v6c'v$ Jaunig Usqoy

SR 13420d-J0-)n0 PUB JUBINSUI-OI/SAGNINDSD "ubisop ueid unesy
INOA SB faM SB SI0}0.) JSIYL W SUOTIEURA UO DISEq JRIINIP 3G ABUL SIS0 [eniae INoA (23uesnsul-02 pue Aed-03 "siguanpap) Aurarsuod: ) SB 5 SB — S 1eApIW

A

‘sbip "ersautsoue o sbutyi 10 $1503 pue s33 Aun2e) ‘s391 uBRsAud DM JIEXdA P3ISH SJUNOUNY £1RD SWIEND INSEDE IBNI0ISIL U0 pIseq sabesane ase saleunss 1500
YUB3S INOA AYPOKN - U "UBIIRI WOL SAHW DI ‘UoREZUMBYIED BesH U
SHNS3Y 150D Jusawesal| pajewlisl




¥oeqpesy

[

60.'S% 210922 ON "ublarey
O 111 3U00g ¥ OTYY
{ejidsoy Yoy
GeEG'rd 1eWpY USAeN
2cL'ss 10922 ON ubaey
111 3u00g e OTHE
1epdsory xay
125'v$ ue|uess sawer
wos )
69 mw 20922 ON by
a 1500 111 3u00g 4N 0THY
jdsoly Yoy
g uos GIG'v$ 1sed yedaaq

Sy 19490d-Jo-INC PUB SAUBINSA-0YSAANMPAP ‘ubisop uerd wiesy
INOA SE [jaM S SIO1IE] 9S3Y) Uy SUOHEIEA UO PISE] JUJARIP 20 ABW SIS0J |BNJIE IROA (S3URINSW-0d pue Aed-0) "QNnpap) Amaisuod: 3 52 |jam se — sanddns [eypaw
*sBrup ‘eisayisaue 3 SBUIY) 10§ SISO3 PUE S33) AI2E) 'S93) uRNsAud apmydw A1eNdA) DSIST SIUNOWY “BIED SWIE? DNSA08 Iy uo paseq sab ae 1800

42Je3S INOA AIPOK - U ‘UBIRIE WOl SAMNW O ‘UORRZHAIRIED UBSH Yo
S)INSay 1S0)) 1UsWIeal| pajewl}s]




¥regpasy

LT F2NUES S0

uos

1s00

:Ag uos

6.3

98G5'v$

¥8L'9%

Rm.._vw

LyL'ss

Sleieg

L0942 DN "ubiey
1L 3uoog aye 0TYY

1SEd NUOW

1089.T ON 'ubiaiey
11 3uoog e oz

00K MIUNIEW

20947 ON ‘ubiarey
114 3uoog 3T 0ThY

leNdsoH xay

Sjiw) 13Y20d-J0-IN0 pue IURINSUF0sHANINPaD ‘ubisap ued wieay

1INOA SE ||9Mm SB S10]78) 353U} Ul SUOBIBA UO PSSEQ JURJ3UIP 3G ABWI SIS0 [BMIB INGA (9IUEINSUI-03 puk Aed-03 31QN1NPap) AUNGISURASS) J2WOISNY SE (o0 SB — sddns [eapsw
sBrup ‘elsayisaue x| sBUIY} 10} SISOI Pue S35 ANIIES ‘$93) ueiAsAyd Spnjau) AreddAl palsi Slunowy Biep sWied ONSEOE [RHI0ISIY uo paseq sabelare aie sajeunsa 1500

Y2IESS INOA AUDOK - MU ‘UBIES WO SW O} ‘UONEZURYIED UESH YT

S1INsay 1507 Wawral| pajewnsy

ON QG



yoeqpasy

[+ 0£8'G% 10922 ON ‘uBBIRY

1euod S301A185 JBGWAN 11 ucog ave 0gFy

I >
259'v$ 3qof peqoy
918 mw £09.T ON "ubiaiey
111 auooa axeT 0Zrt
LU STV
. mmw..vw asoy Aodaly
Hos
018's$ 20922 ON bRy
. e 111 3u00g 38 OTHY
) ke ey
:Ag uos mmw..vw NaJeqOw Uswes

sl 19%20d-10-1N0 pue FIUBINSUI-04SATNINPSP ubisap uerd yyeay

INoA se ||3M SE SJ0)IBJ IS} UT SUOHENEA UO PISE] JUSIaJID 3G ABWI SISO [BNJIE JN0A (SIUBINSUI-0D pue Aed-03 “3iguanpap) AN dsas 2 SE [|3M SB — S3 eApw
*sBnip ‘ersaursaue a3l sbut 10} 1502 pue s33) AYI13e) 'S33) UEIRSAUD SpNIW AleNdA) PIISI SIUNOWY BIED SWIB I DNSADE [BXI0ISIY U0 PISE] S6RIAE 21k SIIEWS? 1SOD

YBAS INCA AIPOK - U ‘YBID(EL W0 SHIW L ‘UOREZURNNRED UeeH Y3

S}NSay 1S07 jusW}es. | pajewiisy



Hreqpesd

t Nmo.ow 10922 ON "ufionexy
1Euod SaNAIAS JOqUIBH M1 3u00Q aXeT OThP
mydsoy xay
S8'v$ Jeyoes usiAey
mmo.wm 20922 DN "ubied
11 3U00g a¥eT 0ZVY
[C]l= SeF RN
2€8'v$ UBLUMSN LRI
uos i
0e0 mw 20922 ON "ubrey
111, 3uoog e aTkY
- i [endsay ¥ay
:Ag uos VL'V JOYIEM PIABQ

S 19420d-J0-INO0 pUE DIURINSU-0I/SIAQUINPP 'ubisap ueid yyesy

INOA SE [[9M SB SI01IR) IS UJ SUOHENEA UO PISEQ JUID 3G AR SIS0I [BN1IR NOA (2JURNSU-03 pue Aed-0 '3iGRIND3IP) ANl D SE fIM Se — lexpaw
‘sBrup ‘ersaupsaue a3y sbuy) o) 51503 pue s35; Amae) 's3a) uerasiud apniaw AaexdAl bSIsy SWUNOWY BIEP SUNE SNSEDE I8 uo paseq sob ae 152 1500

YIS INOA AUPOW - 3 "Yi{a{es woy) S 0L "UOREZLNI[ED UL Yo
S}iNsay }S07 juswiieal] pajewi}s]




¥reqpaay .
] S6. wm 20942 DN yBden
{EUed SEOAIBS JOqUIBH 111 3u00A e 0Z¥P

1eyrds0y § Koy

09¢g's$ uosoxy unweluag

Om.v.ww 20942 ON "ubErey

111 3uoog 3ye OZ¥Y

ydsop xay

121's$ M SHIIM

L] Hw.v.wm 20927 ON 'ubisjey

11 3ucog e 0ZVY

. 1500 {eudsoH xay

:Ag U0 ¥50'G$ powy 43es

sy 13%90d-J0-N0 DUB I2ueINSU-0X/SAGNINDRD "ubisep ueid yiesy
1NOA SB jjam SE S10}38) 253V LA SUOJIBLIEA UG PISE] JUSISLIP 20 ABW SIS02 [BNJIR 1hoA (33UeInsu-0d pue Aed-01 Ky d ) Se |2 Se — sanddns [eypaw

'sbrup "etsouisoue axn sbuj Joj SIS02 pue s39) Amde) 'sad) uesAud spniaw AgedA POISH SIUNOWY BleD Swield DNSADE IBNIOISIY UD PSEQ SaBeIoAR a1k Salewisa 150D
UNEeaS JNoA AIPOW - JU 'YBISfE) Wiy S QL ‘uoREZUEIdWIED UEdH YaT
S}Nsay 1S0) jusuijeal] pajewli}sy




[+] " ; : . 01922 DN ‘ubisiey
i N 3AY LIS MAN 000S

POPONeM

Jeajyo0] Awunr

01922 ON “‘ubiaren

220's$ BNV UIZE MIN 000E
PANIEM
ieey) eksaiey

01922 ON ‘ubiIey

3Ny WG MIN DOOE

896'/$
PANSYEAA
meq pseyor r

uog
[y
696 ww , 20917 ON "uBiien
. 150D abeueapy anig suado g ey
%m uos , (eridsop xay
015'6% J3PIBUYIS 907
SNYEA 2Mmgl

SHUK 19%20d-0-1NO PUB SIBNSY-0SIAGRIND2P ubtisap uerd yyeay
INOA SB §am SB SI0128] I53Y) Uj SUOHELIRA U0 PISEQ JUaIaUIp 3q ABW S1S00 [BM2B INCA (9IUBINSWE-02 pue Aed-07 * Amay 1 1SN3 S jam se — ssyddns [enpaw
*sBrup “ersayisaue awn sBuL Jo) 1503 pue s35) Aok 's33) uersAud 3pniaw AieadA) pais Slunowly B1eD SWIBI? ONSEOE EW0ISIY Uo paseq ssbeiane are sereunss 1500

U135 INoA APPOI - U "ybiates woy sagw 0| ‘uoReZUNIYPIED HEsH Y]
S}Nsay 1507 JuUsWjeal] pajewysy




* yegpay " WUNN sawer
[+
(T S AR MM
0L04T DN YEHeN
MW WeE AN 000E

ez

UL Wes]

019:Z ON ‘ubiaiey
3y U19g MaN 000¢

v62'8$ -
PIEJBM UIpIE

013£Z ON "ubiarey
SN WG MaN 000C

¥62'3$

Al

1eSa( MNeld

uos

- 1500 01922 ON ‘ubisiey
f 3Ny UIag MAN 000€
:Ag wos v(2'8%

abeiuapy SO

oey eyLeuPPIS

)

SN 13Y20d-J0-IN0 PUB 2IUBINSU-03/53GYINDP ‘ubISap ueid yyeay
INOA SE [|aM SE SI01IB] 953Y) Ul SUONEUEA UD PISEY USSP 30 ABUI S|SOI [ENIJB IN0A (SIURINSYI-0) pue Aed-03 ‘3{gnanpap) ANgisuodsa) 12woisna se |am se ~ sayddns jenpau
sBrup ‘eisayisaue a1 SBuy) JOj S1502 pue 333 AI9R) ‘S2a) uerxsAud apnIul AlendA) DAY SUNOWY BIED SWIII DNSEDE (EIUIISIY U paskq ssOelae e S9IBWNSa 1500

Y2JERS INOA AIPOKI - JU ‘YD) WOL) SHIW DL ‘UORRZUNIIED URRH 337

S}INS3Yy 1S07) JUSWIIEaI| pajewi}s]




* regpaod 18p1dBUYIS |aor
|Euod S8R IeqUBK .

0L92Z ON 'ybiarey

AV UIPE MBN DOOE

LEV'8S

AT

Aaay uyor

01927 ON "ubiajey
SAY u19g MIN DO0E

¥EY'8%

01922 ON ‘ubiaiey
2AY UI2E MON 000E
LOV'8%

PRTENTTY

wos 2qor Hsqoy

01922 ON 'ubiaiey
. M u1Sg MeN 0008
:Ag uos 8/£'8%

LN

1NN Sawer

S| 19%30d-)0-INC PUE 3IUBINSUI-0I/SAGNINDSD "ubISIP uerd uieay
INOA SB (jaM SE SJ0128) 255Y) U1 SUCHELEA U0 PISeq JUI3LIP 3q ABW SIS0) [eMDe NoA (3aueinsul-0d pue Aed-02 ‘iqNInpap) ANgISUodsaa JISWOISNY SE (j9m se — sayddns |enpaw
‘sBnp ‘etsauisaue aw s6WY) 10) 51500 pue s23) AYNoe) 'saa) ueiNsAyd apnidu| AleRdA PSISI SJUNOWY Blep SWieY DNSAOS IBXIOISIY Uo paseq sebesane ate ssjeumss 1sed

U2JBAS INOA ANPOK - U "UDINE WOY SHIW 01 WOREZUNIRLD UCIH WA
$3|NSay 1507 juawijeal] pajewnsy



eqpzay
[+]

T oY

PaNaYEM

18100 SBNMIIS JAqUIBN
01922 ON "ubiarey

.me.ww MY WISG MIN 000E

abemenpy snig Suondo ang POPRNRAR
NOOH maynen

0L92Z ON "ubiaey

. BNy UIag M3N 000¢
661'8%

PAPHUM

BULIEA RIPUSIRYS

01922 DN "ubioiey
v BV U19g MAN 000€
18¥'8%
DANPHPAL
uog Yeys Jewnyuadiug

. 1S00 01922 ON “ubiarey
) . BAY W3g MIN 000

Ag uos mm.q Wﬁ PRNINEM

13pIBUYIS Ieor

“ShuAl 13430d-10-N0 pue AEINSUI-0ySIAGNINPP ‘ublsap uerd uneay
INOA SE [[9M SE SJ0)0.) 9534} Uj SUGIELIBA UG PISE] JUAISWP 3 ABW S|S02 [BN)IE INOA (IIURINSUI-0I PUB ARd-03 ‘HAN2NDPIRP) Al 7 SE ||3M SB — |expaw
'sbrup “eysayisaue awt sBupn 10) 51503 pue $35; Ak 's39) uesAyd Spnaw AlendA) pajsil SJuNoUNy E1ED SUMBIY DNSEOA 1BAI0ISIY Uo paseq saberane aie sajeunisa 150D

U2JE3S INOA AIDOW - U "UDIABY WOY SAHIW OL USHIRZUNIYILD WEIH Y

S}INSaY 1502 JuUsLLeal] pajewilsy



i i hwh.wm ST ST DUV —

[+] paaem
UBLWSUON Y2er
1500 5350195 JOQUN

0L3ZZ ON ‘ubtared
AV U190 M3N 000E
L19'8%
PIWNINEM
Jeqy usaten

01942 ON ubrey
ANy WIS wAN 0008

€593

aberapy anig ‘suondo anig
[emiayqgns }eswng

01922 ON "ubiarey

[ BN Wiag MaN 000E

[AAR 1
wos 3 palYP
A ST

. 1500

kg o 0L9.Z DN “UBIEY
auos 095's8% A WS MIN 0008
PaNaYeMm

Sl 19%204-40-IN0 PUB SIURINSU-OIYSAANINDIP "ubisap ued ueay
INOA SE 13M SB S10)38) 53N} Uj SUORBIBA UC PISEQ UI3YIP 3G ABW SISOJ [BN)IE JINOA (S3uensut-03 pue Aed-03 "aigNianpap) Angisuod: ) SE fom se — sapdd

*sBrup "eisayisaue a7 sbuiy) Jo) SIS03 pue $33) AINde) 's33) uersAyd apnjown ApeandA) paisy Slunowy Ejep SWIREI DNSSOR [ERI0ISIY U0 pIseq sabelae d1e s9jeWRS2 1500

YNBSS INDA AUPOK ~ U "UBISRI WOY SHMW 01 'UOREZHIIORES ULSH Y7
S}NSay 1507 JusWieal| pejewiysy




ﬁﬂﬂ i yeys :m_ugm»_._..n_
|E0d SRS JOqUIB
01922 ON “ubiajey

QY UISg MAN DOOE

L16'8%
BINIMPI
ejjawiMes ewey

019£¢ ON 'ubaiey
SAY U198 M3N 000E
6/8'8%
PONITM
Appay espuaiewy

01927 ON ‘ubiaiey
f SAY W3E MIN 000€
9€8'8%
PaNRM
vos OXg3J13N OlABd

- 1500 01922 ON ‘ubarey
3V UIE MIN 000S

#ayos hwh.wﬂ PaSYEM

UBWIBUON Y2ef

*SHUE 13920d-)0~IN0 PUB SIUBINSW-0YSAMINDD ‘ubisap uerd yyesy
INOA SE (]a% SB SI0178) 353Y) U) SUONEBA U PISeq WUAIIYIP 3q Aew SiS0) [emae InoA (33ueInsul-0) pue Aed-03 ‘aNInpap) Awaisuod 3 SE HIM SB — Sf |eaipow
shnip esagssue s sbung 10) 51503 pue sa31 AMPe; as| unsAyd aonpur AEXdA DISE SWNOURY TI0D SWITT) SRSEDE W05 U0 B350 saliviane 2T s31Punss 500

U21e3G IN0A ADOKI - JU "YBISIE WOY SORW DI UOREZUEIIYIED YedH Yol
S}NS9Y 1507 JusLUEal | Pajewl}sy




- DayyANEM
] uspuIs uyor

i, : 6092C ON ‘ubiarey

DY 1531041 NEM 00K

,v.mH N._”ﬂ [e3idsop ySiagey ayng

i SIlIN Sawer

6092Z ON "ubiaiey
£88'01% DY 159102 INERA OOFE
leydso ysisjey sing

PASI SHEWRSI AU ATNO $ISOdUNG TYNOLLYNYOANI 403 S

11ME S1U) U1 PIDIAOH LIOTEULIYUN S TNCLLYVINO ARY LNYLHOAM 60922 ON "ubiIey

Py 159104 MEA OOFC

89%'01$ .
e edzon yiliamy) owng
Hos aUNaT ew

= 1500 019£Z ON “ubrey

kg uos €10'01$ 3Ny UIsd MON 0006

atiejurapy ong suand anmg PINPAL
yeys uepeneAld

SHWR 15%20d-J0-IN0 PUB IIEINSU-0HSHQNINDIP ‘uBsap ued unesy
1NOA SE 13 SE S10)78) 353U U] SUGIBUEA UO PISEQ USJAUID 3q ABW SISOY [BMIB IN0A (3URINSU-03 pue Aed-09 "AGNIpap) Amaisuod ) SB {|3M SB —

‘sbrup ‘ersaursaue sy sBujW 1o} SIS02 pue sas) Arael 'sas) uesAud apnyow Ayexddl RIS SUNOWY 1B SUKEI> DNSADA 1EU0ISIY Lo poseq sabelane aie mw.mcaﬂ 1S0D
YAES N0 AIDOFE - 0yl woly s {1 uOnCIUMAWIT) UTey WA

S)INS9Y JS0) JUSW)Eal | pajewl]sy




*pegpesy
]
120d SENARS JORUON

0L92Z ON "yl

N.VN.NHW INY WG MIN 000E

PaNaRM
09 ueng

01922 ON ‘ubitey
3Ny Wag MON 0005
09r'ct$
payyaem
uapuis uyor

60942 ON "ubrarey
D 152104 3YEM 0OVE
141%4!
H 1e)dsoH uBijey Qg
SHIN sawer

a 1500 6092 ON Uiy
. D 152101 EM 00FS

Ag WoS £88'01%
leydsoH yaisiey sung

"y 19%20d-10-1N0 pue SMeMSY-ssiagnanpap "ullis=n veid uesy
INOA S© [fask SB SI0)IE) SS3UL U SUOHIBIEA U0 PISeq JUIAIP 3q ABW SISOJ |eMIe 1noa, (SJueinsur-02 pue Aed-0d A de) ) SB [|9M SB — |eapaw
shinup “ersauisaue 2 sHuwl o SISO PUR S8 AINde) '$33) URISAUT 2P0 AjeadAl DaISE SINOUNY TIED SWIETY DNSSIE L2015 UD BRstg saleiann A SHICUNISS 1500

UaIeas INOA AP0 - 3u "ybia1es woy) SopW O} 'UORCZUMBIRED MEoH Ud
S}INS9Y 1507 JUdWIeal ] pajewns]




[+] 609.T ON 'ubiey
Jenod SBoIAIRS JOqQUaN ,VHH.NHW DY 1S3104 MEM Q0FE

sbeiueam g ‘siondo anig rpdso yaapy 24nQ

S| Sawer

6092Z DN ‘ubiarey
£288'01% DY 153104 IHEM 0OFE
jendsoH ysiejey aunq

6092 ON "ubisiey

' By 153102 3eM 00PE
891'01% )

pnlson ydwpry Hng

aYuaT e

uos 01922 ON "ublrey
m.HO_O,_” SAY u1ag MaN 000€
* 1500 $ DA
Yeys uepeaedud
kg uos

01922 ON "ufaiey

Den 1iERA GeIRL ARAR

SUMI 129304-40-1N0 PUE SIUBINS\A-0/SAGRINDSD ubksan uerd yyesy
INOA SE [|3M SB SI0}I8) 953Y| U SUGYBLIBA UO PISEq JURLRIIP 3q AetU SIS0 [ENJIE JN0A (33uRInsul-0) pue Aed-03 aiquanpap) Amigr 3 Se lam se — sayddns [expaw
'sbrup ‘esayysaue 2y sBuL J0) 51502 pue sa9) Aunae) ‘saay uerusAud spnjaur AleRdAl PaIS] SIUNOUIY €1ep SWIE? ONSEDE IBNIOISIY U0 paseq Sabersne sie saleunsa 100

YUBSS INOA ANPOI - 4 "yfiale) wioy S G| UCREZUAIYIED WEIH Yo
S)nsay 1507 JUsLLEal| pajewnsy




Attachment 2



"paurelqo 9q j0U pnod sati[ide) 3say} 10y mﬁOEmU:&nmzw« [eMIUdY 3SUIDT] 910 2y} Se PIaziun sem eiep $10¢

0 €1 4L TVIOL
0 6€0 €97 € rendsop] ySiarey g
0 LT0 S0T 1 Aren) pajNaYeM MM
0 1€9 £95°L 6 P3NP M
T 8L'S $£69 i4 rendsop] xay
0 14 L1 TVIOL
0 960 9811 1 IJUSD) [EJIPAIN SMIYBEIA YI[edH] JUBAON
0 €00 ¥c 1 AYISIAATU()-IDJUS]) [EIPIA SEUT[0IRD)
Banquapey
0 e £€6°C 2 I2]UR)) [eDIPIA] URLIIAQSI] YI[EIH JURAON
0 (144 9T € rasuIg SHD
0 14§ 9%89 8 AJISJA] /I9JUR)) [EDIP3JA] SBUI[OIED)
0 T € TVIOL
0 <00 €9 1 +191U3)) [EDIPIA] [PUOIFIY UBUIION e
0 8¢0 9% 1 I9JUd) [EDIPIA [RUOIFY SIAR(] Tapa1p
0 780 786 1 [e31dSOH [erIOWSA] [[9P3A]
0 L (4! TVIOL
0 6e0 199 1 LIPIUD) DIISOUSeI( IR[NISLAOIPIRD) Y.
pioyns
0 Iy 86V Z Yi[esH suo)
0 09T f74%) ¥ WIISAG YI[BIL] [RUOIdy JUT0] YSIH
0 L €1 TVIOL
0 are SLLS g Tendsor] 1sndeg O'N yhsiog
0 $6'¢ 0ELY ] I9JUS)) [EDIPAIA YIASIOL YI[eaL] JUeAON
0 € S TV.LOL
0 ST 920°c ¥ 19JUa7) [EDIPIJN [EUOIBaY 241 eqmee)
0 260 S0T'T 1 IUY) [EDIPIN AJ[[RA eqMEIED)
Apoed (sresor seary
PPN 4q panmbay HoReEIN PIYSaM) A303udnug 201A19¢ Juswdmby
85_.*%2 sauryor ._\..ﬂm uo paseg sompaosg | Sumwreryresor Lney i e it
3o oN [euonppy | paxmbay ssumpey c10z serpres

Jo oN TB10],




“paurejqo aq j0u pInod SaRI[ey 3say} 10§ suonedrddy [emauay] asuadT] 9107 S\ S POZI[IN Sem BIED HT0Tx

< TV1IOL
[4 8.1 84S $€6'9 4 1endsofq xay
0 (192 6£0 £9% € Tendsor] uyBorey ang
0 5% 17101 PANTAVM M
(€8°0) 410 S0C 1 AzeD) pajARYEM
(692 1€'9 £95'L 6 PINSYEM
0 11 TVIOL
0 65°T) 1910 Y33 JupaoN
(95'1) e €C6C 72 I9]U3)) [EDIPIJA URLISIAGSIJ YI[ESH JUBAON
(300) 960 9CT‘T L I9JU3]) [eDIPAA SMAUNEIA YI[edH JURAON]
0 «ow) 1v10] wiaishg 238y 1vIF] SVUL04v) mquapeiy
(Z60) €00 e T AYISIS AT -13]UD)) [EJIPAJA] SEUI[0Ie])
(080) 0CT W9t € a[asuLd SHD
620 174 9989 g ASIBN /131U TeIIPSJA Seurjore])
0 TVIOL
0 (S6°0) S00 €9 1 I3JUDD) [EDTPIJA] [EUOIFIY UBUILION] e
0 (81°0) 780 786 I Te31dSOH] [eroway [[apaig 1°p34
0 (290 8¢0 9% 1 I33UD)) [EDIPAIA [eUoIday SIAe(
0 TVIOL
0 (0v'1) 09T Pre 2 waISAG \[eIE] [euo1day uIo Yy
0 (62°¢) Y101 13]v3Y au0) proyng
#80) 9L'¥ £86'F L Yi[eaH auoy)
(c¥0) QS0 199 1 191U DIISOUBLI(] IL[NISRAOIPIRY) Y],
0 TVI1OL
0 (90%) ¥6'¢ 0€LY 8 13)Ua7) [BDIPIIN YIASIO] YIesH JueAON yi4siog
0 (S8'T) STE SLL'¢ g rendso] 3sndeg O'N
0 ) TVLIOL
0 (8%'1) 75T 920°c i 19JUDD) [BIIPAN [EUOLISY 241 eqmeren
0 (80°0) 760 80T'T T 127U)) [EJIPIN 43[R A BqMEIED)
T
PapasaN mnwwwuhwwm uonezIun (ste01. Sealy
SUOLBUTULII souTEI mwﬁﬂ.umz _.\acw.:o .ﬁ..@mmm PaySrapm) Az0juaauy j— 291a19g Juawdmby
Lzt Jo ‘oN [euonyIpPPV paxmbay saurysepy sampadorg | Bupnreld (0L . OHEZLIRISHE)
. €10T JeIpIRD)
3O 'ON [B10],

ABoropoyiawu Juarmd woiy sagueyd 23edrpul S[[9d Pa10[0d A31n)




