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MEMORANDUM
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FROM: DANIEL CARTER

SUBJECT: OPERATING ROOM PLANNING METHODOLOGIES IN OTHER STATES
DATE: DECEMBER 7, 2016

Amy,

In response to Christina Apperson’s question during the last OR methodology workgroup
meeting, | have summarized the approach used by various other CON states in planning for
operating room need. As | mentioned during the meeting, the regulatory schemes in other
states vary widely, and although operating rooms are widely regulated to some degree, | do not
believe that any other states have as robust a planning methodology as North Carolina.
Specifically, as explained in detail below, no states that | am aware of calculate need for all
operating rooms in every setting for every county (or multi-county area) as North Carolina does.
Thus, while other states can be a helpful template for generating ideas for our planning
approach, their methodologies as a whole are driven by a different set of regulations. Below |
have provided a high-level summary of the methodologies used by other states in which | have
experience. Please note that | have purposefully limited the details in order to make the key
points easier to understand.
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It is important to understand that even those states listed here with a “methodology” do not
normally implement it as North Carolina does. Instead, providers are free to apply for a CON
based on the methodology, but most states do not publish a list of needs by geography. From
my perspective, the most helpful information from these other methodologies is the fact that
our current capacity assumption is higher than each of the other methodologies, and unlike
some of the others, is applied equally to all operating room types, which may reflect some of

the issues we’ve heard from providers with capacity constraints.

Please let me know if | can answer additional questions.




