STATE HEALTH COORDINATING COUNCIL

STATE
MEDICAL
FACILITIES

PLAN

NC DEPARTMENT OF
w1 HEALTH AND
) HUMAN SERVICES

” Division of Health Service Regulation







NORTH CAROLINA
2026 STATE MEDICAL FACILITIES PLAN

Effective January 1, 2026

Prepared by the

North Carolina Department of Health and Human Services
Division of Health Service Regulation

Healthcare Planning and Certificate of Need Section

Under the direction of the
North Carolina State Health Coordinating Council

For information contact the

NCDHHS Division of Health Service Regulation
2704 Mail Service Center

Raleigh, North Carolina 27699-2704

NCDHHS DHSR: State Medical Facilities Plan (ncdhhs.gov)

(919) 855 - 3865

NOTE: Data used in the North Carolina 2026 State Medical
Facilities Plan was last updated on October 3, 2025.

The North Carolina Department of Health and Human Services is an equal opportunity
employer and provider.


https://info.ncdhhs.gov/dhsr/ncsmfp/index.html

hereby approve the North Carolina 2026 State Medical Facilities Plan, effective January 1, 2026.

C/Mﬁb

Josh Stein, Governor

i-15 -45

Date




NC DEPARTMENT OF JOSH STEIN + Governor

| HEALTH AND + Seorctor
HUMAN SERVICES DEVDUTTA SANGVAI < S tary

MARK PAYNE - Director, Division of Health Service Regulation

October 29, 2025

The Honorable Josh Stein, Governor
State of North Carolina

20301 Mail Service Center

Raleigh, NC 27699-0301

Dear Governor Stein,

On behalf of the North Carolina State Health Coordinating Council, I am pleased to forward
our recommendations for the North Carolina 2026 State Medical Facilities Plan. This Plan is
the culmination of a year’s work by the Council, its committees and Healthcare Planning
staff.

The Council has devoted a significant amount of time to the review and discussion of a variety
of issues prior to making its recommendations for the upcoming year. The Proposed Plan was
disseminated broadly and examined in six public hearings held in July, and any petitions and
comments received during this year-long process were duly considered.

The State Medical Facilities Plan represents the Council’s recommendations regarding health
care needs to be addressed in the 2026 certificate of need reviews.

Sincerely,

hndra B. SBrev

Sandra B. Greene, DrPH, Chair
NC State Health Coordinating Council
Enclosure

cc: Devdutta Sangvai, MD, JD, MBA, Secretary, DHHS
Mark Payne, Director, DHSR

NC DEPARTMENT OF HEALTH AND HUMAN SERVICES - DIVISION OF HEALTH SERVICE REGULATION

LOCATION: 809 Ruggles Drive, Edgerton Building, Raleigh, NC 27603
MAILING ADDRESS: 809 Ruggles Drive, 2701 Mail Service Center, Raleigh, NC 27699-2701
www.ncdhhs.gov/dhsr ¢ TEL: 919-855-3750 « FAX: 919-733-2757

AN EQUAL OPPORTUNITY / AFFIRMATIVE ACTION EMPLOYER



EPARTMENT OF JOSH STEIN « Governor
ALTH AND DEVDUTTA SANGVAI « Secretary

MAN SERVICES

MARK PAYNE - Director, Division of Health Service Regulation

MEMORANDUM

TO: Governor Josh Stein
FROM: Devdutta Sangvai Do, Mm S :

FBAGAE76EDDE414...

SUBJECT: North Carolina 2026 State Medical Facilities Plan

DATE: November 5, 2025

| am forwarding, for your review and approval, the North Carolina 2026 State Medical Facilities
Plan (SMFP or the “Plan”) as recommended by the North Carolina State Health Coordinating
Council (SHCC). Also attached is a summary of the need determinations and summer petitions
from the 2025 planning cycle and minutes from all SHCC and Committee meetings held during
the year.

| support the SHCC and the implementation of the 2026 SMFP.

Additional background information is available on all areas, if desired. It would greatly facilitate
the timely publication and distribution of the SMFP if you could approve or request changes before
the end of November.

Attachments: 2026 State Medical Facilities Plan
Summary of Need Determinations and Summer Petitions
Minutes from SHCC and Committee Meetings

NC DEPARTMENT OF HEALTH AND HUMAN SERVICES ¢ DIVISION OF HEALTH SERVICE REGULATION

LOCATION: 809 Ruggles Drive, Edgerton Building, Raleigh, NC 27603
MAILING ADDRESS: 809 Ruggles Drive, 2701 Mail Service Center, Raleigh, NC 27699-2701
www.ncdhhs.gov/dhsr ¢ TEL: 919-855-3750 * FAX: 919-733-2757

AN EQUAL OPPORTUNITY / AFFIRMATIVE ACTION EMPLOYER
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Chapter 1:

Overview of the North Carolina State Medical Facilities Plan



CHAPTER 1
OVERVIEW OF THE NORTH CAROLINA STATE MEDICAL
FACILITIES PLAN

Purpose

The North Carolina 2026 State Medical Facilities Plan (SMFP) was developed by the North Carolina
Department of Health and Human Services, Division of Health Service Regulation (DHSR), under the
direction of the North Carolina State Health Coordinating Council (SHCC), pursuant to G.S.! §131E-177.
The major objective of the SMFP is to provide individuals, institutions, state and local government
agencies, and community leadership with policies and projections of need to guide local planning for
specific health care facilities and services. The SMFP provides projections of need for the following
facilities and services:

e acute care hospitals

e adult care homes

e cnd-stage renal disease dialysis facilities

e hospice home care and hospice inpatient beds

e inpatient rehabilitation facilities

o Medicare-certified home health agencies

e nursing home facilities

e operating rooms

e other acute care services

e technology and equipment services
Chapters dealing with specific facility/service categories contain summaries of the supply and the utilization
of each type of facility or service, a description of any changes in the projection method and policies from
the previous planning year, a description of the projection method, and other data relevant to projections of
need.
Projections of need for the various facilities and services are used in conjunction with other statutes and
rules in reviewing certificate of need (CON) applications for establishment, expansion, or conversion of

health care facilities and services. All parties interested in health care facility and health services planning
should consider the SMFP a key resource.

! General Statutes (North Carolina General Statutes).



Basic Principles Governing the Development of the SMFP

1. Safety and Quality Basic Principle

The State of North Carolina recognizes the importance of systematic and ongoing improvement in the
quality of health services. Citizens of North Carolina rightfully expect health services to be safe and
efficient. To warrant public trust in the regulation of health services, monitoring of safety and quality using
established and independently verifiable metrics will be an integral part of the formulation and application
of the SMFP.

Scientific quantification of quality and safety is rapidly evolving. Emerging measures of quality address
both favorable clinical outcomes and patient satisfaction, while safety measures focus on the elimination of
practices that contribute to avoidable injury or death and the adoption of practices that promote and ensure
safety. The SHCC recognizes that while safety, clinical outcomes, and satisfaction may be conceptually
separable, they are often interconnected in practice. The SMFP should maximize all three elements. Where
practicalities require balancing of these elements, priority should be given to safety, followed by clinical
outcomes, followed by satisfaction.

The appropriate measures for quality and safety should be specific to the type of facility or service regulated.
Clinical outcome and safety measures should be evidence-based and objective. Patient satisfaction
measures should be quantifiable. In all cases, metrics should be standardized and widely reported, and
preference should be given to those metrics reported on a national level. The SHCC recognizes that metrics
meeting these criteria are currently better established for some services than for others. Furthermore,
experience and research as well as regulation at the federal level will continue to identify new measures
that may be incorporated into the standards applicable to quality and safety. As experience with the
application of quality and safety metrics grows, the SHCC should regularly review policies and need
methodologies and revise them as needed to address any persistent and significant deficiencies in safety
and quality in a particular service area.

2. Access Basic Principle

Equitable access to timely, clinically appropriate and high-quality health care for all the people of North
Carolina is a foundational principle for the formulation and application of the SMFP. Barriers to access
include, but are not limited to: geography, low income, limited or no insurance coverage, disability, age,
race, ethnicity, culture, language, education and health literacy. Individuals whose access to needed health
services is impeded by any of these barriers are medically underserved. The formulation and
implementation of the SMFP seeks to reduce all of these types of barriers to timely and appropriate access.
The first priority is to ameliorate economic barriers and the second priority is to mitigate time and distance
barriers.

The impact of economic barriers is twofold. First, individuals without insurance, with insufficient
insurance, or without sufficient funds to purchase their own health care will often require public funding to
support access to regulated services. Second, the preferential selection by providers of well-funded patients
may undermine the advantages that can accrue to the public from market competition in health care. A
competitive marketplace should favor providers that deliver the highest quality and best value care, but
only in the circumstances where all competitors deliver like services to similar populations.

The SHCC assigns the highest priority to a need methodology that favors providers delivering services to
a patient population representative of all payer types in need of those services in the service area.
Comparisons of value and quality are most likely to be valid when services are provided to like populations.
Incentives for quality and process improvement, resource maximization, and innovation are most effective
when providers deliver services to a similar and representative mixture of patients.



Access barriers of time and distance are especially critical to rural areas and small communities. However,
urban populations can experience similar access barriers. The SHCC recognizes that some essential, but
unprofitable, medical services may require support by revenues gained from profitable services or other
sources. The SHCC also recognizes a trend to the delivery of some services in more accessible, less
complex, and less costly settings. Whenever verifiable data for outcome, satisfaction, safety, and costs for
the delivery of such services to representative patient populations justify, the SHCC will balance the
advantages of such ambulatory facilities with the needs for financial support of medically necessary but
unprofitable care.

The needs of rural and small communities that are distant from comprehensive urban medical facilities
merit special consideration. In rural and small communities, selective competition that disproportionately
captures profitable services may threaten the viability of sole providers of comprehensive care and
emergency services. For this reason, methodologies that balance value, quality, and access in urban and
rural areas may differ quantitatively. The SHCC planning process will promote access to an appropriate
spectrum of health services at a local level, whenever feasible, under prevailing quality and value standards.

3. Value Basic Principle

The SHCC defines health care value as the maximum health care benefit per dollar expended. Disparity
between demand growth and funding constraints for health care services increases the need for affordability
and value in health services. Maximizing the health benefit for the entire population of North Carolina that
is achieved by expenditures for services regulated by the SMFP will be a key principle in the formulation
and implementation of SHCC recommendations for the SMFP.

Measurement of the cost component of the value equation is often easier than measurement of benefit. Cost
per unit of service is an appropriate metric when comparing providers of like services for like populations.
The cost basis for some providers may be inflated by disproportionate care to indigent and underfunded
patients. In such cases the SHCC encourages the adjustment of cost measures to reflect such disparity, but
only to the extent such expenditures can be measured according to an established, state-wide standard that
is uniformly reported and verifiable. Measurement of benefit is more challenging. Standardized safety and
quality measures, when available, can be important factors in achieving improved value in the provision of
health services. Prevention, early detection and early intervention are important means for increasing the
total population benefit for health expenditures. Development of new technology has the potential to add
value by improving outcome and enhancing early detection. Capital costs of such new technology may be
greater but justified by the added population benefit. At the same time, overutilization of more costly and/or
highly specialized, low-volume services without evidence-based medical indications may contribute to
escalating health costs without commensurate population-based health benefit. The SHCC favors
methodologies which encourage technological advances for proven and affordable benefit and appropriate
utilization for evidence-based indications when available. The SHCC also recognizes the importance of
primary care and health education in promoting affordable health care and best utilization of scarce and
expensive health resources. Unfortunately, technologically sophisticated and costly services that benefit
small numbers of patients may be more readily pursued than simple and less costly detection and prevention
measures that benefit the broader population. In the pursuit of maximum population-based health care
value, the SHCC recognizes the potential adverse impact for growth of regulated services to supplant
services of broad benefit to the larger population.

Long-term enhancement of health care value will result from an SMFP that promotes a balance of
competition and collaboration and encourages innovation in health care delivery. The SHCC encourages
the development of value-driven health care by promoting collaborative efforts to create common resources
such as shared health databases, purchasing cooperatives, and shared information management, and by
promoting coordinated services that reduce duplicative and conflicting care. The SHCC also recognizes the



importance of balanced competition and market advantage to encourage innovation, insofar as those
innovations improve safety, quality, access, and value in health care delivery.

NOTE
Determinations of need for services and facilities in the SMFP do not imply an intent on the
part of the North Carolina Department of Health and Human Services, Division of Health
Benefits to participate in the reimbursement of the cost of care of patients using services and
facilities developed in response to these needs.
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CHAPTER 2
STATE MEDICAL FACILITIES PLAN: PROCESS AND
ADJUSTMENTS

Overview of the State Health Planning Process

Development of the North Carolina State Medical Facilities Plan (SMFP) is a continuous process. It
includes meetings of the State Health Coordinating Council (SHCC) and its committees, public hearings
and other opportunities for public comment, two opportunities for people to file petitions, data compilation
and analysis, preparation of a Proposed SMFP, and preparation of a final SMFP to present to the Governor
for review and approval. In the current calendar year, the Department of Health and Human Services,
Division of Health Service Regulation (Agency) and the SHCC work on the SMFP for the next calendar
year. For example, work on the 2027 SMFP begins in January of 2026, and will include need determinations
that may be applied for during calendar year 2027 consistent with the assigned review period for each need
determination. With the Governor’s approval, the SMFP becomes the official document for health facility
and health service planning in North Carolina for the specified calendar year.

The following discussion describes the process followed each year to prepare the subsequent year’s SMFP.

First Quarter

From January through March, the Healthcare Planning staff receives and compiles data about utilization of
the various facilities, services and equipment contained in the SMFP. Healthcare Planning staff uses this
data to calculate need determinations using the methodologies approved by the SHCC.

First SHCC meeting and public hearing. Near the beginning of March, the SHCC holds its first meeting
of the year. A public hearing follows immediately. At this hearing, people may make oral remarks regarding
petitions they wish to file or any other matter relevant to the development of the Proposed SMFP for the
following year.

Spring petitions and proposals. Spring petitions involve requests for changes to the SMFP that have the
potential for a statewide effect, such as the addition, deletion or revision of policies or need determination
methodologies. That is, the requested changes would apply to all health services or facilities that are the
subject of the petitions, not just the services and facilities in a specific service area. (See below for
information regarding requirements for writing and submitting petitions.) In addition to petitions from
members of the public, the Agency can propose changes to policies and methodologies in the SMFP. The
SHCC may also propose any changes it deems appropriate.

These types of changes are considered early in the calendar year to allow time for potential inclusion in the
Proposed SMFP for the following year. Petitioners are encouraged to consult with Healthcare Planning staff
as early as possible if they wish to discuss these petitions before submitting them. The deadline for these
petitions is 5:00 p.m. on the date of the first SHCC meeting of the year. Petitions are normally posted on
the Healthcare Planning website within 48 hours after the deadline. A two-week public comment period
follows the petition deadline. After the comment period ends, comments are posted to the Healthcare
Planning website.

Upon receipt of petitions and proposals and after review of public comments that have been submitted in
relation to a petition or proposal, Healthcare Planning staff prepares a report that includes the Agency’s
recommendation regarding whether to approve, deny or alter the request. The Agency report goes to the



committee that covers the health service involved in the petition or proposal for discussion at its first
meeting of the year.

Second Quarter

The SHCC and its three committees hold meetings during the second quarter. Each committee is responsible
for a set of chapters in the SMFP (see Chapter 1). The first committee meeting typically occurs in April and
the second meeting typically occurs in May. The second SHCC meeting occurs near the beginning of June.
In addition, Healthcare Planning staff prepares the Proposed SMFP during this time.

First and second committee meetings. Each committee discusses the Agency report(s) at the first meeting
of the year, normally held in April. Petitioners will receive written notification of times and places of
meetings at which their petitions will be discussed. At that time, the committee votes to approve, deny, or
alter the Agency’s recommendation. All committee votes are in the form of recommendations to the SHCC.
Alternatively, the committee may table the matter and call for further study and consideration before
making a recommendation to the SHCC. The SHCC considers all committee recommendations at its second
meeting of the year (see below).

At the second set of committee meetings, Healthcare Planning staff presents draft need determinations,
based on the data obtained and compiled during the first quarter. These meetings are normally held in May.
If a committee voted to alter any methodologies at its first meeting, the draft need determinations presented
at the second meeting would reflect the proposed changes. In addition, the Agency and the committees may
recommend changes to the draft need determinations, as deemed appropriate. The committee votes and
forwards its recommendations regarding the need determinations to the SHCC.

Second SHCC meeting. At the second SHCC meeting, committee chairs present reports of their
committees’ activities and recommendations from the first two meetings of the year. The SHCC discusses
and votes on the recommendations of all committees. It may accept the recommendations in whole or in
part or reject them. Taken together, the committee recommendations form the body of the Proposed SMFP
for the following year. The final act of the SHCC during this meeting is to adopt the Proposed SMFP.

Third Quarter
On or about July 1, the Agency posts the Proposed SMFP for the following year on the Healthcare Planning

website. During July, the SHCC holds at least six public hearings to receive comments on petitions intended
to be submitted in the summer, or any issue related to the Proposed SMFP for the following year. The
SHCC committees hold their third and final meeting of the year during this quarter, usually in September.

Summer petitions and proposals. Summer petitions involve requests for adjustments to need
determinations in the Proposed SMFP. Petitioners may submit a written petition requesting an adjustment
to the need determination in the Proposed SMFP if they believe that special attributes of a service area or
institution give rise to resource requirements that differ from those provided by the standard methodologies
and policies. The Agency may also seek adjusted need determinations during this time. (See below for
information regarding requirements for writing and submitting petitions.) Petitioners are encouraged to
consult with Healthcare Planning staff as early as possible if they wish to discuss these petitions before
submitting them. Summer petitions are due no later than 5:00 p.m. on the date of the last public hearing in
July. Petitions are normally posted on the Healthcare Planning website within 48 hours after the deadline.
A two-week public comment period follows the petition deadline. After the comment period ends,
comments are posted to the Healthcare Planning website. Petitioners will receive written notification of
times and places of SHCC committee meetings at which their petitions will be discussed.

Upon the receipt of summer petitions or Agency proposals, the process that follows is the same as for spring
petitions. The Healthcare Planning staff prepares a report that includes the Agency’s recommendation



regarding whether to approve, deny or alter the need determination adjustment(s) requested. The Agency
report goes to the committee that covers the health service involved in the request.

Third committee meeting. Each committee discusses the Agency report(s) at its third meeting of the year.
At that time, it votes to approve, deny, or alter the Agency’s recommendation. It may instead table the
matter and call for further study and consideration before making a recommendation.

Each committee also makes recommendations regarding the entirety of the chapters that it covers, such as
updates to need determinations based on edits and updates to data. The committees forward all
recommendations to the SHCC for consideration at its final meeting of the year, which normally occurs
near the beginning of the fourth quarter.

Fourth Quarter

SHCC activities culminate in the fourth quarter. The SHCC recommends the following year’s SMFP to the
Governor. After gubernatorial approval, the Agency posts the approved SMFP on the Healthcare Planning
website.

Final SHCC meeting. The final SHCC meeting of the year is usually held at the beginning of the fourth
quarter. At this meeting, the SHCC receives reports from all committees. These reports summarize their
recommendations regarding summer petitions, proposals and need determinations. Information provided to
the SHCC also includes any other updates to data that may affect need determinations. The SHCC discusses
all recommendations and data adjustments. At the end of the discussion, the SHCC will have a complete
SMFP for the following year to recommend to the Governor for approval. Disposition of all petitions for
changes to the following year’s SMFP will be made no later than the meeting at which the SHCC makes
its final recommendation to the Governor.

The final SMFP. The final SMFP for the following year contains the need determinations that delineate
the number of additional facilities, operating rooms, equipment, or services that may be applied for and
approved for a certificate of need (CON) during the year. Chapter 3 describes the review categories and
review schedule for CON applications.

Near the end of October, Healthcare Planning staff meets with the Department of Health and Human
Services leadership and the Governor’s representatives to submit the recommended final SMFP for the
following year. The Governor may approve the SMFP as submitted or make any adjustments or
amendments deemed appropriate by the Governor. The deadline for the Governor to approve an SMFP is
December 31.

The Agency normally posts the approved SMFP for the coming year on the Healthcare Planning website
during December, but it will be posted no later than January 1 of the year in which the SMFP becomes
effective. The date of posting is dependent upon the date that the Agency receives the Governor’s approval;
this date is not known in advance. After the SMFP is posted, the Agency arranges for production of printed
and bound copies that the public may purchase. Copies of the SMFP are generally available by early
February each year, but the exact date is not known in advance. The Agency will notify the public when
copies are available.



Instructions for Writing and Submitting Spring and Summer Petitions
At a minimum, each written petition must contain all the following:

1. name, address, email address and phone number of the petitioner(s);

2. astatement of the requested change, citing the policy or methodology (spring), need determination
(summer), or other aspect of the SMFP for which the change is proposed;

3. reasons for the proposed change, including: a statement of the adverse effects on the providers or
consumers of health services that are likely to ensue if the change is not made; and a statement of
alternatives to the proposed change that were considered and found not feasible;

4. evidence that the proposed change would not result in unnecessary duplication of health resources
in the area; and

5. evidence that the requested change is consistent with the three Basic Principles governing the
development of the SMFP: safety and quality, access, and value (see Chapter 1).

For summer petitions, petitioners should use the same service area definitions in the relevant chapter(s) of
the Proposed SMFP.

Petitioners should be aware that Healthcare Planning staff may request additional information and opinions
from the petitioner or any other people and organizations who may be affected by the proposed change.

Each written petition must be clearly labeled “Petition” and the North Carolina Division of Health Service
Regulation, Healthcare Planning must receive one copy no later than 5:00 p.m. on the deadline date (see
below).

Petitions and comments must be submitted by e-mail, US mail, a delivery service, or hand delivery. The
Agency cannot accept faxed petitions or comments.

E-Mail: DHSR.SMFP.Petitions-Comments@dhhs.nc.gov

Mail:  North Carolina Division of Health Service Regulation
Healthcare Planning
2704 Mail Service Center
Raleigh, North Carolina 27699-2704

The office location and address for hand delivery and use of delivery services is:

1915 Health Services Way
Raleigh, NC 27607

Workgroups and Interested Parties

As needed, the SHCC Chairperson may appoint a workgroup to address a specific issue of interest.
Workgroups are commonly formed to address revisions to need determination methodologies. The
Chairperson will develop a specific charge to outline the workgroup’s tasks. Workgroups generally consist
of fewer than 10 people and include SHCC members and members of the public knowledgeable of the issue
under study. After one or more meetings, the workgroup votes on a recommendation to the assigned
committee or the full SHCC regarding the subject of its charge. The meetings are public, but only the
workgroup members participate in the discussion, unless a member requests additional input.

10
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The SHCC Chairperson may also authorize Interested Parties meetings to discuss specific topics of interest.
Unlike workgroups, there is no specific charge and no formal recommendation to the SHCC. Rather,
everyone in attendance is invited to participate in the discussion.

A public hearing or written public comment period may be part of the activities surrounding workgroups
and Interested Parties meetings. The SHCC Chairperson has the discretion to authorize a public hearing or
comment period. All written comments received are posted on the Healthcare Planning website. Workgroup
and Interested Parties meetings often occur late in the year and into the spring of the following year because
they typically involve issues surrounding policies and methodologies. However, their activities may occur
at any time of the year.

Contact Information
Healthcare Planning staff may be reached at the mailing address listed above, or by calling (919) 855-3865.

Scheduled State Health Coordinating Council Meetings and Committee Meetings

Unless otherwise announced, meetings are scheduled from 10:00 a.m. until noon. Once the location of the
meetings is determined, they will be published on the meeting information webpage (see below). Also, any
additional changes to Council, committee, workgroup, and Interested Parties meeting dates, times, and
locations will be posted on the meeting information webpage at:

https://info.ncdhhs.gov/dhsr/mfp/meetings.html

North Carolina State Health Coordinating Council Meetings for 2026
(meets on Wednesdays)

February 25
June 3

September 30

The Council will conduct a public hearing on statewide issues related to development of the Proposed 2027
SMFP immediately following the business meeting on February 25.

https://info.ncdhhs.gov/dhsr/mfp/meetings.html
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2026 Spring Public Hearing Date and Deadlines for Spring Petitions and Comments

February 25

February 25
5:00 p.m.

March 11
5:00 p.m.

The Council will conduct a public hearing on statewide issues related to the
development of the Proposed 2027 SMFP immediately following the business
meeting. Electronic media may not be used in presentations at the public hearing.

Deadline for receipt by Healthcare Planning of petitions on statewide issues.

Deadline for receipt by Healthcare Planning of all written comments regarding
petitions submitted by the February 25 deadline and all other comments related to
development of the North Carolina Proposed 2027 SMFP.

Committee Meetings for 2026

Acute Care Services Committee (meets on Tuesdays)

April 7
May 12
September 8

Long-Term and Behavioral Health Committee (meets on Thursdays)

April 9
May 14
September 10

Technology and Equipment Committee (meets on Wednesdays)

April 1
May 6
September 2
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2026 Schedule of Summer Public Hearings on the NC Proposed 2027 SMFP

(All hearings begin at 1:30 p.m.)
All summer public hearings will be held virtually. Instructions for joining the public hearings will be
posted on the web page below at least two weeks before the first public hearing. Information will also be

emailed to the Interested Parties list.

https://info.ncdhhs.gov/dhsr/mfp/publichearing.html

Tuesday, July 7
Thursday, July 9
Monday, July 13

Wednesday, July 15
Tuesday, July 21
Wednesday, July 22

Electronic media may not be used in presentations at any public hearings.

2026 Deadlines for Summer Petitions and Comments

July 22 Deadline for receipt by Healthcare Planning of petitions for adjustments to need

5:00 p.m. determinations and comments regarding other issues related to the Proposed 2027
SMFP.

August 5 Deadline for receipt by Healthcare Planning of any written comments on petitions

5:00 p.m. submitted by the July 22 deadline and all comments regarding other issues related

to the Proposed 2027 SMFP.
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Chapter 3:

Certificate of Need Review Categories and Schedule



CHAPTER 3
CERTIFICATE OF NEED
REVIEW CATEGORIES AND SCHEDULE

A certificate of need (CON) is required prior to the development of a new institutional health service.
Pursuant to 10A NCAC! 14C .0203, Certificate of Need shall determine the appropriate review category or
categories in which an application shall be submitted. For proposals which fall into more than one category,
an applicant must contact Certificate of Need prior to submittal of the application for a determination
regarding the appropriate review category or categories and the applicable review period or periods in which
the proposal must be submitted.

The categories are as follows:
Category A: Acute Care Services

new acute care hospitals;

new or additional campus of an existing acute care hospital,;

new or additional acute care beds;

relocation of existing or approved acute care beds within the same service area;
relocation of existing acute care hospital within the same service area;

new or additional intensive care services, including but not limited to burn and neonatal;
new or expanded satellite emergency department;

offering inpatient dialysis services;

new transplantation services;

new open heart surgery services;

new long-term care hospitals or beds, including conversion of acute care beds to long-term care
hospital beds;

reconversions to acute care pursuant to Policy AC-4; and

o Policy AC-3 projects.

O O O OO OO O OO0 O0

e}

Category B: Nursing and Adult Care Services

Category B.1
new nursing home facilities or beds pursuant to a need determination;

relocation of existing or approved nursing home facility beds within the same service area;
transfer of nursing home facility beds from state psychiatric hospitals pursuant to Policy NH-5;
new adult care home facilities or beds pursuant to a need determination;

relocation of existing or approved adult care home beds within the same service area; and

new or existing continuing care retirement communities applying pursuant to Policy NH-2 or Policy
LTC-1.

O O O O O O

Category B.2 (Relocation of Existing Beds to Another Service Area)

o relocation of existing nursing home facility beds to another service area pursuant to Policy NH-6;
and

o relocation of existing adult care home beds to another service area pursuant to Policy LTC-2.

1 North Carolina Administrative Code
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Category C: Intellectual Disability Services

o new intermediate care facilities or beds for individuals with intellectual disabilities (ICF/IID);
o relocation of existing or approved ICF/IID beds within the same service area; and
o transfer of ICF/IID beds from state developmental centers pursuant to Policy ICF/IID-5.

Category D: Dialysis Services

Category D.1 (County or Facility Need)

o new certified dialysis stations pursuant to the facility need methodology; and

o new kidney disease treatment centers or certified dialysis stations pursuant to the county need
methodology.

Category D.2 (Relocation to a Contiguous County)
o relocation of existing kidney disease treatment centers or existing certified dialysis stations to a
contiguous county pursuant to Policy ESRD-2.

Category D.3 (All Other Proposals)

o relocation of existing kidney disease treatment centers or existing certified dialysis stations within
the same service area;

o new kidney disease treatment centers for home hemodialysis or peritoneal dialysis services;

o development of or expansion of a kidney disease treatment center on a hospital campus pursuant to
Policy ESRD-3; and

o all other proposals involving dialysis services that do not fit into Category D.1 or D.2.

Category E: Surgical Services

new licensed ambulatory surgical facilities;

new operating rooms;

relocation of existing or approved operating rooms within the same service area; and
relocation of existing ambulatory surgical facilities within the same service area.

O O O O

Category F: Home Health and Hospice Services

new Medicare-certified home health agencies or offices;

new hospices or hospice offices;

new hospice inpatient facility beds;

relocation of existing or approved hospice inpatient facility beds within the same service area;
new hospice residential care facility beds; and

relocation of existing or approved hospice residential care facility beds within the same service
area.

O O O O O O

Category G: Inpatient Rehabilitation Services

o new inpatient rehabilitation facilities or beds; and
o relocation of existing or approved inpatient rehabilitation beds within the same service area.
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Category H: Medical Equipment

cardiac catheterization equipment or new cardiac catheterization services;

heart-lung bypass machines;

gamma knives;

lithotripters;

magnetic resonance imaging scanners;

positron emission tomography scanners;

linear accelerators;

simulators;

major medical equipment as defined in G.S. § 131E-176(140);

diagnostic centers as defined in G.S. § 131E-176(7a);

replacement equipment that does not result in an increase in the inventory of the equipment;
conversion of an existing or approved fixed PET scanner to mobile pursuant to Policy TE-1 (July
1** Review Cycle only);

intraoperative magnetic resonance imaging scanners acquired pursuant to Policy TE-2;

fixed magnetic resonance imaging scanners acquired pursuant to Policy TE-3 or Policy TE-4;
fixed or shared cardiac catheterization equipment acquired pursuant to Policy TE-5; and
heart-lung bypass machines acquired pursuant to Policy AC-6.

O O O OO OO OO0 OO0 O0

O O O O

Category I: Gastrointestinal Endoscopy Services

o new or additional gastrointestinal endoscopy rooms as defined in G.S. § 131E-176(7d); and
o relocation of existing or approved gastrointestinal endoscopy rooms within the same service area.

Category J: Miscellaneous

o changes of scope and cost overruns;
o reallocation of beds or services pursuant to Policy GEN-1; and
o projects not included in Categories A through I.

Review Dates

Table 3A shows the review schedule, by category, for CON applications requiring review. However, except
for proposals involving new dialysis stations pursuant to the facility need methodology, a service, facility,
or equipment for which a need determination is identified in the North Carolina State Medical Facilities
Plan (SMFP) will have only one scheduled review date and one corresponding application deadline in the
calendar year, even though the table shows multiple review dates for the broad category. In order to
determine the designated application deadline for a specific need determination in the SMFP, an applicant
must refer to the applicable need determination table for that service in the related chapter in the SMFP.
Applications for CONs for new institutional health services not specified in other chapters of the SMFP
shall be reviewed pursuant to the following review schedule, with the exception that no reviews are
scheduled if there is no need determination.
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In order to give Certificate of Need staff sufficient time to provide public notice of review and public notice
of public hearings as required by G.S. § 131E-185, pursuant to 10A NCAC 14C.0202(2), the deadline for
filing CON applications is 5:00 p.m. on the 15" day of the month preceding the “CON Beginning Review
Date.” In instances when the 15" day of the month falls on a weekend or holiday, the application deadline
is 5:00 p.m. on the next business day. The application deadline is absolute, and applications received
after the deadline shall not be reviewed in that review period. Applicants are strongly encouraged to
complete all materials at least one day prior to the application deadline and to submit material early on the
application deadline.

Table 3A: 2026 CON Application Review Schedule

CgiiBesvg;;‘:t‘:g Category (All HSAs)
February 1, 2026 C D.3
March 1, 2026 A B.1 E F G H I J
April 1, 2026 C D.1
May 1, 2026 A B.2 E F G H J
June 1, 2026 C D.2 I
July 1, 2026 A E F G H J
August 1, 2026 B.1 C D.1
September 1, 2026 A C E H I J
October 1, 2026 D.3 G H
November 1, 2026 A B.1 E F H J
December 1, 2026 D.1 |

For further information about specific schedules, timetables, and CON application forms, contact:

North Carolina Division of Health Service Regulation
Certificate of Need
2704 Mail Service Center
Raleigh, North Carolina 27699-2704

Phone: (919) 855-3873
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Chapter 4:

Statement of Policies:

e Acute Care Facilities and Services
o Acute Care Hospitals
o End-Stage Renal Disease Dialysis Facilities
e Long-Term Care Facilities and Services
o Nursing Home Facilities
o Adult Care Homes
o Developmental Disabilities Facilities
o Intermediate Care Facilities for Individuals with
Intellectual Disabilities
e Technology and Equipment

e All Health Services



CHAPTER 4
STATEMENT OF POLICIES

Summary of Policy Changes for 2026

The SHCC approved one new policy for the North Carolina 2026 State Medical Facilities Plan (SMFP).
Policy TE-5 (Cardiac Catheterization Equipment for Emergency Coverage) provides a mechanism for
hospitals to obtain a second unit of cardiac catheterization equipment.

POLICIES APPLICABLE TO ACUTE CARE
FACILITIES AND SERVICES

Acute Care Hospitals (AC)

Policy AC-1: Use of Licensed Bed Capacity Data for Planning Purposes
For planning purposes, the number of licensed beds shall be determined by the Division of Health Service
Regulation in accordance with standards found in 10A NCAC 13B - Section .6200 and Section .3102(d).

The licensed bed capacity of each hospital is used for planning purposes. It is the hospital's responsibility
to notify the Division of Health Service Regulation promptly when any of the space allocated to its licensed
bed capacity is converted to another use, including purposes not directly related to health care.

Policy AC-3: Exemption from Plan Provisions for Certain Academic Medical Center Teaching
Hospital Projects

Projects for which certificates of need are sought by academic medical center teaching hospitals (Appendix
F) may qualify for exemption from the need determinations of this document. The Healthcare Planning and
Certificate of Need Section shall designate as an academic medical center teaching hospital any facility
whose application for such designation demonstrates the following characteristics of the hospital:

1. serves as a primary teaching site for a school of medicine and at least one other health professional
school, providing undergraduate, graduate and postgraduate education;

2. houses extensive basic medical science and clinical research programs, patients and equipment;
and

3. serves the treatment needs of patients from a broad geographic area through multiple medical
specialties.

Exemption from the provisions of need determinations of the North Carolina State Medical Facilities Plan
shall be granted to projects submitted by academic medical center teaching hospitals designated prior to
January 1, 1990 provided the projects are necessary to meet one of the following unique academic medical
needs:

1. necessary to complement a specified and approved expansion of the number or types of students,

residents or faculty that are specifically required for an expansion of students or residents, as
certified by the head of the relevant associated professional school; the applicant shall provide
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documentation that the project is consistent with any relevant standards, recommendations or
guidance from specialty education accrediting bodies; or

2. with respect to the acquisition of equipment, is necessary to accommodate the recruitment or
retention of a full-time faculty member who will devote a majority of their time to the combined
activities of teaching (including teaching within the clinical setting), research, administrative or
other academic responsibilities within the academic medical center teaching hospital or medical
school; or

3. necessary to accommodate patients, staff or equipment for a specified and approved expansion of
research activities, as certified by the head of the entity sponsoring the research; and including, to
the extent applicable, documentation pertaining to grants, funding, accrediting or other
requirements, and any proposed clinical application of the asset; or

4. necessary to accommodate changes in requirements of specialty education accrediting bodies, as
evidenced by copies of documents issued by such bodies.

A project submitted by an academic medical center teaching hospital under this policy that meets one of
the above conditions shall demonstrate that the academic medical center teaching hospital’s teaching or
research need for the proposed project cannot be achieved effectively at any non-academic medical center
teaching hospital provider which currently offers and has capacity within the service for which the
exemption is requested and which is within 20 miles of the academic medical center teaching hospital.

The academic medical center teaching hospital shall include in its application an analysis of the cost,
benefits and feasibility of engaging that provider in a collaborative effort that achieves the academic goals
of the project as compared with the certificate of need application proposal. The academic medical center
teaching hospital shall also provide a summary of a discussion or documentation of its attempt to engage
the provider in discussion regarding its analysis and conclusions.

The academic medical center teaching hospital shall include in its application a discussion of any similar
assets within 20 miles that are under the control of the applicant or the associated professional school and
the feasibility of using those assets to meet the unique teaching or research needs of the academic medical
center teaching hospital.

For each of the first five years of operation the approved applicant shall submit to Certificate of Need a
detailed description of how the project achieves the academic requirements of the appropriate section(s) of
Policy AC-3, paragraph 2 (items 1 through 4) as proposed in the certificate of need application.

Applicants who are approved for Policy AC-3 projects after January 1, 2012 shall report those Policy AC-
3 assets (including beds, operating rooms and equipment) on the appropriate annual license renewal
application or registration form for the asset. The information to be reported for the Policy AC-3 assets
shall include: (a) inventory or number of units of Policy AC-3 Certificate of Need-approved assets
(including all beds, operating rooms and equipment); (b) the annual volume of days, cases or procedures
performed for the reporting year on the Policy AC-3 approved asset; and (c) the patient origin by county.
Except for operating rooms, neither the assets under (a) above nor the utilization from (b) above shall be
used in the annual State Medical Facilities Plan need determination formulas, but both the assets and the
utilization will be available for informational purposes to users of the State Medical Facilities Plan.
Operating rooms approved under Policy AC-3 and their utilization shall be reported on the license renewal
application and included in the inventory, regardless of the date of Certificate of Need approval.
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This policy does not apply to a proposed project or the portion thereof that is based solely upon the inability
of the State Medical Facilities Plan methodology to accurately project need for the proposed service(s), due
to documented differences in patient treatment times that are attributed to education or research components
in the delivery of patient care or to differences in patient acuity or case mix that are related to the applicant’s
academic mission. However, the applicant may submit a petition pursuant to the State Medical Facilities
Plan Petitions for Adjustments to Need Determinations process to meet that need or portion thereof (see
Chapter 2).

Policy AC-3 projects are required to materially comply with representations made in the certificate of need
application regarding academic based need. If an asset originally developed or acquired pursuant to Policy
AC-3 is no longer used for research and/or teaching, the academic medical center teaching hospital shall
surrender the certificate of need.

Policy AC-4: Reconversion to Acute Care

Facilities that have redistributed beds from acute care bed capacity to psychiatric, rehabilitation, nursing
home, or long-term care hospital use, shall obtain a certificate of need to convert this capacity back to acute
care. Applicants proposing to reconvert psychiatric, rehabilitation, nursing home, or long-term care hospital
beds back to acute care beds shall demonstrate that the hospital’s average annual utilization of licensed
acute care beds as calculated using the most recent days of care provided to Healthcare Planning by The
Cecil G. Sheps Center for Health Services Research at the University of North Carolina at Chapel Hill is
equal to or greater than the target occupancies shown below, but shall not be evaluated against the acute
care bed need determinations shown in Chapter 5 of the North Carolina State Medical Facilities Plan. In
determining utilization rates and average daily census, only acute care bed days of care are counted.

Facility Average Daily Census Targetﬁc&t;pg::z ](;ie'(lfsicensed
1-99 66.7%
100 — 200 71.4%
Greater than 200 75.2%

Policy AC-6: Heart-Lung Bypass Machines for Emergency Coverage

To protect cardiac surgery patients, who may require emergency procedures while scheduled procedures
are underway, any hospital with an open-heart surgery program that has only one heart-lung bypass machine
may submit a certificate of need application for a second machine. The additional machine is to be used to
assure appropriate coverage for emergencies and in no instance shall this machine be scheduled for use at
the same time as the machine used to support scheduled open-heart surgery procedures. A certificate of
need application for a machine acquired in accordance with this provision shall be exempt from compliance
with the performance standards set forth in 10A NCAC 14C .1703.

End-Stage Renal Disease Dialysis Facilities (ESRD)

Policy ESRD-2: Relocation of Dialysis Stations
Relocations of existing dialysis stations to contiguous counties are allowed. Certificate of need applicants
proposing to relocate dialysis stations to a contiguous county shall:
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1. demonstrate that the facility losing dialysis stations or moving to a contiguous county is currently
serving residents of that contiguous county; and

2. demonstrate that the proposal shall not result in a deficit or increase an existing deficit in the number
of dialysis stations in the county that would be losing stations as a result of the proposed project,
as reflected in the most recent North Carolina State Medical Facilities Plan; and

3. demonstrate that the proposal shall not result in a surplus or increase an existing surplus of dialysis
stations in the county that would gain stations as a result of the proposed project, as reflected in the
most recent North Carolina State Medical Facilities Plan.

Policy ESRD-3: Development or Expansion of a Kidney Disease Treatment Center on a Hospital
Campus

Licensed acute care hospitals (see stipulations in G.S. § 131E-77(e1)) may apply for a certificate of need to
develop or expand an existing Medicare-certified kidney disease treatment center (outpatient dialysis
facility) without regard to a county or facility need determination if all the following are true:

1. The hospital proposes to develop or expand the facility on any campus on its license where general
acute beds are located.

2. The hospital must own the outpatient dialysis facility, but the hospital may contract with another
legal entity to operate the facility.

3. The hospital must document that the patients it proposes to serve in an outpatient dialysis facility
developed or expanded pursuant to this policy are inappropriate for treatment in an outpatient
dialysis facility not located on a hospital campus.

4. The hospital must establish a relationship with a community-based outpatient dialysis facility to
assist in the transition of patients from the hospital outpatient dialysis facility to a community-based
facility wherever possible.

The hospital shall propose to develop at least the minimum number of stations allowed for Medicare
certification by the Centers for Medicare & Medicaid Services (CMS). Certificate of Need will impose a
condition requiring the hospital to document that it has applied for Medicare certification no later than three
(3) years from the effective date on the certificate of need.

The performance standards in 10A NCAC 14C .2203 do not apply to a proposal submitted by a hospital
pursuant to this policy.

Dialysis stations developed pursuant to this policy are excluded from the inventory in the State Medical
Facilities Plan and excluded from the facility and county need methodologies. Certified outpatient dialysis
stations that existed in hospitals as of the date of implementation of this policy will be removed from the
inventory and methodologies; these facilities will be treated as though the stations were developed pursuant
to this policy.

Outpatient dialysis facilities developed or expanded pursuant to this policy shall report utilization to the
Agency in the same manner as other facilities with outpatient dialysis stations.
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POLICIES APPLICABLE TO LONG-TERM CARE
FACILITIES AND SERVICES

Nursing Home Facilities (NH)

Policy NH-2: Plan Exemption for Continuing Care Retirement Communities

Qualified continuing care retirement communities (CCRC) may include from the outset or add or convert
bed capacity for nursing care without regard to the nursing home bed need shown in Chapter 10: Nursing
Home Facilities. To qualify for such exemption, the applicant shall document that the proposal meets all
the following requirements:

1. will only be developed concurrently with or subsequent to construction on the same site of facilities
for both of the following levels of care:

a. independent living accommodations (apartments and homes) for people who are able to carry
out normal activities of daily living without assistance; such accommodations may be in the
form of apartments, flats, houses, cottages and rooms;

b. licensed adult care home beds for use by people who, because of age or disability, require some
personal services, incidental medical services and room and board to assure their safety and
comfort.

2. will be used exclusively to meet the needs of people with whom the facility has continuing care
contracts (in compliance with the North Carolina Department of Insurance statutes and rules) who
have lived in a non-nursing unit of the continuing care retirement community for a period of at least
30 days. Exceptions shall be allowed when one spouse or sibling is admitted to the nursing unit at
the time the other spouse or sibling moves into a non-nursing unit, or when the medical condition
requiring nursing care was not known to exist or be imminent when the individual became a party
to the continuing care contract.

3. reflects the number of nursing home facility beds required to meet the current or projected needs
of residents with whom the facility has an agreement to provide continuing care after making use
of all feasible alternatives to institutional nursing care.

4. will not be certified for participation in the Medicaid program.

One hundred percent of the nursing home facility beds developed under this exemption shall be excluded
from the inventory and the occupancy rate used to project nursing home bed need for the general population.
Certificates of need issued under policies analogous to this policy in the North Carolina State Medical
Facilities Plans subsequent to the 1985 State Medical Facilities Plan are automatically amended to conform
to the provisions of this policy at the effective date of this policy. Certificates of need awarded pursuant to
the provisions of Chapter 920, Session Laws 1983 or Chapter 445, Session Laws 1985 shall not be amended.

Policy NH-5: Transfer of Nursing Home Facility Beds from State Psychiatric Hospital Nursing
Facilities to Community Facilities

Beds in state psychiatric hospitals that are certified as nursing home facility beds may be relocated to
licensed nursing home facilities. However, before nursing home facility beds are transferred out of the state
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psychiatric hospitals, services shall be available in the community. State psychiatric hospital nursing home
facility beds that are relocated to licensed nursing home facilities shall be closed within 90 days following
the date the transferred beds become operational in the community.

Licensed nursing home facilities proposing to operate transferred nursing home facility beds shall commit
to serve the type of residents who are normally placed in nursing home facility beds at the state psychiatric
hospitals. To help ensure that relocated nursing home facility beds will serve those people who would have
been served by state psychiatric hospitals in nursing home facility beds, a certificate of need application to
transfer nursing home facility beds from a state hospital shall include a written memorandum of agreement
between the director of the applicable state psychiatric hospital, the director of the North Carolina Division
of State Operated Healthcare Facilities, the secretary of the North Carolina Department of Health and
Human Services, and the person submitting the proposal.

This policy does not allow the development of new nursing home facility beds. Nursing home facility beds
transferred from state psychiatric hospitals to the community pursuant to Policy NH-5 shall be excluded
from the inventory.

Policy NH-6: Relocation of Nursing Home Facility Beds
Relocations of existing licensed nursing home facility beds to another service area are allowed. Certificate
of need applicants proposing to relocate licensed nursing home facility beds to another service area shall:

1. demonstrate that the proposal shall not result in a deficit, or increase an existing deficit in the
number of licensed nursing home facility beds in the county that would be losing nursing home
facility beds as a result of the proposed project, as reflected in the North Carolina State Medical
Facilities Plan in effect at the time the certificate of need review begins; and

2. demonstrate that the proposal shall not result in a surplus or increase an existing surplus of licensed
nursing home facility beds in the county that would gain nursing home facility beds as a result of
the proposed project, as reflected in the North Carolina State Medical Facilities Plan in effect at the
time the certificate of need review begins.

Policy NH-8: Innovations in Nursing Home Facility Design

Certificate of need applicants proposing new nursing home facilities and replacement nursing home
facilities shall pursue innovative approaches in environmental design that address quality of care and
quality of life needs of the residents. These plans could include innovative design elements that encourage
less institutional, more home-like settings, privacy, autonomy and resident choice, among others.

Adult Care Homes (LTC)

Policy LTC-1: Plan Exemption for Continuing Care Retirement Communities — Adult Care Home
Beds

Qualified continuing care retirement communities may include from the outset or add or convert bed
capacity for adult care without regard to the adult care home bed need shown in Chapter 11: Adult Care
Homes. To qualify for such exemption, the applicant shall document that the proposal meets all the
following requirements:
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1. will only be developed concurrently with, or subsequent to, construction on the same site of
independent living accommodations (apartments and homes) for people who are able to carry out
normal activities of daily living without assistance; such accommodations may be in the form of
apartments, flats, houses, cottages, and rooms.

2. will provide for the provision of nursing services, medical services or other health related services
as required for licensure by the North Carolina Department of Insurance.

3. will be used exclusively to meet the needs of people with whom the facility has continuing care
contracts (in compliance with the North Carolina Department of Insurance statutes and rules) who
have lived in a non-nursing or adult care unit of the continuing care retirement community for a
period of at least 30 days. Exceptions shall be allowed when one spouse or sibling is admitted to
the adult care home unit at the time the other spouse or sibling moves into a non-nursing or adult
care unit, or when the medical condition requiring nursing or adult care home care was not known
to exist or be imminent when the individual became a party to the continuing care contract.

4. reflects the number of adult care home beds required to meet the current or projected needs of
residents with whom the facility has an agreement to provide continuing care after making use of
all feasible alternatives to institutional adult care home care.

5. will not participate in the Medicaid program or serve State-County Special Assistance recipients.

One hundred percent of the adult care home beds developed under this exemption shall be excluded from
the inventory used to project adult care home bed need for the general population. Certificates of need
issued under policies analogous to this policy in the North Carolina State Medical Facilities Plans
subsequent to the North Carolina 2002 State Medical Facilities Plan are automatically amended to conform
with the provisions of this policy at the effective date of this policy.

Policy LTC-2: Relocation of Adult Care Home Beds
Relocations of existing licensed adult care home beds to another service area are allowed. Certificate of
need applicants proposing to relocate licensed adult care home beds to another service area shall:

1.  demonstrate that the proposal shall not result in a deficit, or increase an existing deficit in the
number of licensed adult care home beds in the county that would be losing adult care home beds
as a result of the proposed project, as reflected in the North Carolina State Medical Facilities Plan
in effect at the time the certificate of need review begins; and

2. demonstrate that the proposal shall not result in a surplus or increase an existing surplus of
licensed adult care home beds in the county that would gain adult care home beds as a result of
the proposed project, as reflected in the North Carolina State Medical Facilities Plan in effect at
the time the certificate of need review begins.

Policy LTC-3: Certification of Beds for Special Assistance

Certificate of need applicants proposing to develop new adult care home beds pursuant to a need
determination shall demonstrate that the proposed beds will be certified for special assistance and that at
least 5% of the projected days of care in the third full fiscal year of operation shall be provided to residents
receiving State-County Special Assistance.
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Developmental Disabilities Facilities (MH)

Policy MH-1: Linkages between Treatment Settings

An applicant for a certificate of need for intermediate care facilities for individuals with intellectual
disabilities (ICF/IID) beds shall document that the affected local management entity-managed care
organization has been contacted and invited to comment on the proposed services.

Intermediate Care Facilities for Individuals with Intellectual Disabilities

(CF/IID)

Policy ICF/IID-5: Transfer of ICF/IID Beds from State Operated Developmental Centers to
Community-Based Facilities

Intermediate Care Facilities for Individuals with Intellectual Disabilities (ICF/IID) beds in state operated
developmental centers may be relocated to existing community-based facilities through the certificate of
need process. This policy covers the relocation of beds only and does not provide for or preclude transfer
of residents with the beds. State operated developmental center ICF/IID beds that are relocated to a
community-based facility shall be closed upon licensure of the transferred beds.

Applicants proposing to relocate beds from a state operated developmental center shall be required to
submit a certificate of need application. The application shall include a written agreement signed by all the
following:

1. director of the local management entity/managed care organization serving the county where the

community-based facility is or will be located;

2. director of the state operated developmental center transferring the beds;

3. director of the North Carolina Division of State Operated Healthcare Facilities;

4. secretary of the North Carolina Department of Health and Human Services; and

5. operator of the community-based facility.

The maximum number of beds in the facility upon project completion shall not exceed 15 beds.

The project shall not result in more than three facilities housing a combined total of 18 people being
developed on contiguous pieces of property.

POLICIES APPLICABLE TO TECHNOLOGY AND EQUIPMENT (TE)

Policy TE-1: Conversion of Fixed PET Scanners to Mobile PET Scanners

Facilities with an existing or approved fixed PET scanner may apply for a Certificate of Need (CON) to
convert the existing or approved fixed PET scanner to a mobile PET scanner if the applicant(s) demonstrates
in the CON application that the converted mobile PET scanner:

1. shall continue to operate as a mobile PET scanner at the facility, including satellite campuses, where
the fixed PET scanner is located or was approved to be located;
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2. shall be moved at least weekly to provide services at two or more host facilities; and

3. shall not serve any mobile host site that is not owned by the PET certificate holder or an entity
related to the PET certificate holder such as a parent or subsidiary that is located in the county
where any existing or approved fixed PET scanner is located, except as required by subpart (1).

There will be one certificate of need application filing opportunity each calendar year.

Policy TE-2: Intraoperative Magnetic Resonance Imaging Scanners

The applicant proposing to acquire an intraoperative Magnetic Resonance Imaging Scanner (iMRI) to be
used in an operating room suite shall demonstrate in its certificate of need application that it is a licensed
acute care hospital which is located in a metropolitan statistical area as defined by the US Census Bureau
with at least 350,000 residents.

The iMRI scanner shall not be used for outpatients unless the patient has a simultaneous surgical procedure,
interventional procedure or treatment. The iMRI may not be replaced with a conventional MRI scanner.

The performance standards in 10A NCAC 14C .2703 would not be applicable.

Intraoperative procedures and inpatient procedures performed on the iMRI shall be reported separately on
the Hospital License Renewal Application.

These scanners shall not be counted in the inventory of fixed MRI scanners; the procedures performed on
the iMRI will not be used in calculating the need methodology and will be reported in a separate table in
Chapter 15.

Policy TE-3: Plan Exemption for Fixed Magnetic Resonance Imaging Scanners

The applicant proposing to acquire a fixed magnetic resonance imaging (MRI) scanner shall demonstrate
in its certificate of need (CON) application that it is a licensed North Carolina acute care hospital or a
hospital campus:

1. that has licensed acute care beds; and
2. that provides emergency care coverage 24 hours a day, seven days a week.

The applicant shall demonstrate that the proposed fixed MRI scanner will perform at least 850 weighted
MRI procedures during the third full operating year.

The performance standards in 10A NCAC 14C .2703 would not be applicable.

The proposed fixed MRI scanner:
1. must be located on the main campus of the hospital as defined in G.S. § 131E-176(14n); or

2. must be located at another acute care hospital on a campus that operates under the main hospital’s
license.
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The proposed fixed MRI scanner cannot be located at a site where the inventory in the SMFP
reflects that there is an existing or approved fixed MRI scanner in the five years immediately
preceding the filing of the CON application.

The proposed scanner may operate as part of the hospital, a diagnostic center, or an independent
diagnostic testing facility (IDTF) location that does not currently provide fixed MRI services.

Policy TE-4: Plan Exemption for Dual-Functioning Fixed PET Scanners in Mid-Size-Cancer Centers
The applicant proposing to acquire a fixed Positron Emission Therapy (PET) scanner shall demonstrate in
its certificate of need (CON) application that:

L.

it is a licensed North Carolina acute care hospital or hospital campus that has the following
characteristics:

a. has licensed acute care beds;

b. provides emergency care coverage 24 hours a day, seven days a week;

c. offers external beam radiation therapy on a linear accelerator on the date of the CON
application;

d. has Certificate of Need approval for at least two linear accelerators;

e. does not own or have a Certificate of Need to own a fixed PET scanner.

the proposed fixed dual-functioning PET scanner equipment will have capacity to function as both
a linear accelerator simulator and a PET scanner;

the proposed dual-functioning PET scanner will provide both linear accelerator simulator and PET
scan functions in a cancer center that performed an average of 3,126 to 6,249 ESTV procedures on

a LINAC during the most recent data year; and

the proposed dual-functioning PET scanner will perform at least 1,040 PET procedures during the
third full operating year.

The proposed dual-functioning PET scanner will be located:

a. on the main campus of the hospital as defined in G.S. § 131E-176(14n); or
b. on an acute care hospital campus that operates under the main hospital’s license.

The performance standards in 10A NCAC 14C .3703 are not applicable.

Policy TE-5: Cardiac Catheterization Equipment for Emergency Coverage

To protect cardiac patients who may require emergency diagnostic or interventional cardiac catheterization
while scheduled cardiac catheterization procedures are underway, any hospital with a Level I or Level 11
ST-Elevation Myocardial Infarction (STEMI) program, as jointly accredited by the American Heart
Association and The Joint Commission, that has been approved to develop or operates only one unit of
fixed or shared fixed cardiac catheterization equipment, may submit a certificate of need application for a
second unit of equipment without regard to a need determination in the State Medical Facilities Plan.
Hospitals with at least one cardiac-related program that includes treatment of myocardial infarction and is
accredited by a national or international organization other than the American Heart Association or The
Joint Commission may also submit a certificate of need application under this policy.
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The additional unit of fixed or shared fixed cardiac catheterization equipment shall be used to assure
appropriate coverage for emergencies and in no instance shall this equipment be scheduled for
contemporaneous use as the existing equipment used for scheduled diagnostic or interventional cardiac
catheterization procedures. A certificate of need application submitted for the approval of a unit of fixed or
shared fixed cardiac catheterization equipment in accordance with this policy shall be exempt from
compliance with the performance standards set forth in 10A NCAC 14C .1603.

POLICIES APPLICABLE TO ALL HEALTH SERVICES (GEN)

Policy GEN-1 applies to all health services except end-stage renal disease dialysis services. Policies GEN-
4, and GEN-5 apply to all health services.

Policy GEN-1: Reallocations

In this policy, the term reallocated means that the need determination will be scheduled for review in the
following year. Furthermore, the terms this Plan, or the Proposed Plan mean the State Medical Facilities
Plan (SMFP) or Proposed SMFP, respectively, in effect at the time the policy is to be applied.

1. Need determinations in this Plan, except for need determinations for dialysis stations, may be
reallocated in the following year if either 1.a or 1.b is true:

a. The review period for the need determination was scheduled to begin on October 1, November

1, or December 1 of the current year, and

i. no applications were received for the need determination, or

ii. applications were received but not all the beds, operating rooms, services or equipment that
were available were applied for.

b. Resolution of litigation between August 16 and December 15 of the current year would have
resulted in a need determination if the litigation had been resolved on or before August 15.
Resolution of litigation means that all contested case petitions have been withdrawn with
prejudice and all certificates of need, if any, have been issued.

2. The need determination may be reallocated in the following year if Healthcare Planning determines
that a need still exists:

a. based on the inventory in the Proposed Plan in effect at the time of the reallocation, and
b. application of the need methodology in the Proposed Plan in effect at the time of reallocation
results in a need determination.

3. Any reallocated need determination shall be limited to the number of beds, operating rooms,
services or equipment needed based on application of the need methodology in the Proposed Plan.

4. CON will schedule the review for a reallocated need determination no sooner than the second

review period in the year after the policy is applied for the review category as determined by
Certificate of Need (CON).
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5. CON will notify people on the CON Interested Parties List and the State Medical Facilities Plan-
Interested Parties List of the reallocated need determination no less than 60 days prior to the
application deadline.

[llustrative Examples:

l.a. Need determination for 20 adult care home beds in the 2019 SMFP
Review is scheduled to begin November 1, 2019 and applications are due October 15, 2019. No
applications are received. CON notifies Healthcare Planning. Healthcare Planning removes the
placeholder for the need determination from the Proposed 2020 SMFP and recalculates the need
based on the need methodology in the Proposed 2020 SMFP. If there is a need, CON schedules a
review in 2020.

1.b. Need determination for two operating rooms in the 2018 SMFP
Two applications are received, each proposing to develop the two operating rooms. The denied
applicant appeals. The litigation is finally resolved on November 15, 2019. CON notifies
Healthcare Planning. Healthcare Planning removes the placeholder for the need determination in
the Proposed 2020 SMFP, adjusts the inventory, and recalculates the need based on the need
methodology in the Proposed 2020 SMFP. If there is a need, CON schedules a review in 2020.

Policy GEN-4: Energy Efficiency and Sustainability for Health Service Facilities

Any person proposing a capital expenditure greater than $4 million to develop, replace, renovate or add to
a health service facility pursuant to G.S. § 131E-178 shall include in its certificate of need application a
written statement describing the project’s plan to assure improved energy efficiency and water
conservation.

In approving a certificate of need proposing an expenditure greater than $5 million to develop, replace,
renovate or add to a health service facility pursuant to G.S. § 131E-178, Certificate of Need shall impose a
condition requiring the applicant to develop and implement an Energy Efficiency and Sustainability Plan
for the project that conforms to or exceeds energy efficiency and water conservation standards incorporated
in the latest editions of the North Carolina State Building Codes. The plan must be consistent with the
applicant’s representation in the written statement as described in paragraph one of Policy GEN-4.

Any person awarded a certificate of need for a project or an exemption from review pursuant to G.S. §
131E-184 is required to submit a plan for energy efficiency and water conservation that conforms to the
rules, codes and standards implemented by the Construction Section of the Division of Health Service
Regulation. The plan must be consistent with the applicant’s representation in the written statement as
described in paragraph one of Policy GEN-4. The plan shall not adversely affect patient or resident health,
safety or infection control.

Policy GEN-5: Access to Culturally Competent Healthcare

A certificate of need (CON) applicant applying to offer or develop a new institutional health service
for which there is a need determination in the North Carolina State Medical Facilities Plan shall
demonstrate how the project will provide culturally competent healthcare that integrates principles
to increase health equity and reduce health disparities in underserved communities. The delivery of
culturally competent healthcare requires the implementation of systems and training to provide
responsive, personalized care to individuals with diverse backgrounds, values, beliefs, customs,
and languages. A certificate of need applicant shall identify the underserved populations and
communities it will serve, including any disparities or unmet needs of either, document its strategies
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to provide culturally competent programs and services, and articulate how these strategies will
reduce existing disparities as well as increase health equity.

CON applications will include the following:

The applicant shall, in its CON application, address each of the items enumerated below:

Item 1: Describe the demographics of the relevant service area with a specific focus on
the medically underserved communities within that service area. These communities shall
be described in terms including, but not limited to: age, gender, racial composition,
ethnicity; languages spoken; disability; education; household income; geographic location

and payor type.

Item 2: Describe strategies it will implement to provide culturally competent services to
members of the medically underserved community described in Item 1.

Item 3: Document how the strategies described in Item 2 reflect cultural competence.

Item 4: Provide support (e.g., best-practice methodologies, evidence-based studies with
similar communities) that the strategies described in Items 2 — 3 are reasonable pathways
for reducing health disparities, increasing health equity and improving the health
outcomes to the medically underserved communities within the relevant service area.

Item 5: Describe how the applicant will measure and periodically assess increased
equitable access to healthcare services and reduction in health disparities in underserved
communities.

In approving an application, Certificate of Need shall impose a condition requiring the applicant to

implement the described strategies in a manner that is consistent with the applicant’s
representations in its CON application.
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Chapter 5:

Acute Care Hospital Beds



CHAPTER 5
ACUTE CARE HOSPITAL BEDS

Introduction

G.S. § 131E-176(13) defines a hospital as “a public or private institution which is primarily engaged in
providing to inpatients, by or under supervision of physicians, diagnostic services and therapeutic services
for medical diagnosis, treatment, and care of injured, disabled, or sick persons, or rehabilitation services
for the rehabilitation of injured, disabled, or sick persons. The term includes all facilities licensed pursuant
to G.S. § 131E-77, except long-term care hospitals (LTCHs).”

There are 108 licensed acute care hospitals in the state. The occupancy rate for acute care beds is 66.2%
Table SA shows that certificates of need (CONs) have been issued to develop a total of 2,336 new beds.

Definitions
An acute care hospital bed’s service area is the single or multicounty grouping shown in Figure 5.1. See
below for an explanation of how services areas are determined.

The reporting year is October 1 through September 30. The current reporting year is October 1, 2023
through September 30, 2024.

The methodology calculates bed need for a projection year, which is four years beyond the current reporting
year. The current projection year is 2028.

The planning inventory is the number of beds used in need determination calculations. It is the number of
licensed beds as of the last day of the reporting year, plus the number of CON-approved beds that are under
development, plus the number of beds available pursuant to need determinations pending review or appeal,
minus any exclusions described below under Application of the Methodology.

A hospital under common ownership is a hospital that is owned by the same or a related legal entity as at
least one other acute care hospital in the same service area. All other hospitals are single hospitals.

Changes from the Previous Plan

The State Health Coordinating Council (SHCC) approved clarifying language in the fourth assumption of
the acute care bed methodology. The clarification specifies that only patient origin data from Hospital
License Renewal Applications (LRAs) should be used to update acute care bed service areas, rather than
data on days of care (DOC) by county of residence and county of service. This change aligns with the
approach outlined in the Delineation of Service Areas. Also, as outlined under “Assumptions of the
Methodology,” acute care bed service areas have been updated for the current SMFP.

Basic Principles
1. Acute care hospitals are the providers of essential health care services, one of the state’s largest
employers, the largest single investment of public funds in many communities, magnets for

physicians deciding where to practice, and building blocks in the economic development of their
communities. North Carolina must safeguard the future of its hospitals.
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Even so, it is not the policy of the state to guarantee the survival and continued operation of all the
state’s hospitals, or even any one of them. In a dynamic, fast-changing environment, which is
moving away from inpatient hospital services, the survival and future activities of hospitals will be
a function of many factors beyond the realm of state policy.

The state can, however, facilitate the survival of its hospitals and promote the development of
needed health care services, acute and non-acute, by encouraging hospitals to convert unused acute
care inpatient facilities to new purposes, to collaborate with other health care providers, and to
develop health care delivery networks.

2. The North Carolina Department of Health and Human Services supports the use of swing beds in
providing long-term nursing care services in rural acute care hospitals. Section 1883 of the Social
Security Act provides that certain small rural hospitals may use their inpatient facilities to furnish
skilled nursing facility services to Medicare and Medicaid beneficiaries and intermediate care
facility services to Medicaid beneficiaries.

Data Sources
The inventory of acute care beds comes from the Hospital LRAs for the reporting year, as submitted to the
North Carolina Department of Health and Human Services, Division of Health Service Regulation

(Agency).

Annual inpatient acute DOC come from the Hospital Industry Data Institute (HIDI), a collector of hospital
patient discharge information. Hospitals report to HIDI using the UB04 form. Patient records that have
been categorized as an “acute care/general discharge” are used to identify discharges relevant to this
chapter. HIDI provides general acute care DOC by facility and data on patients’ county of residence to the
Cecil G. Sheps Center for Health Services Research at the University of North Carolina at Chapel Hill. The
Sheps Center provides the Agency with aggregate data from the patient records.

Assumptions of the Methodology

1. Target occupancies of hospitals should encourage efficiency of operation and are based on the
midnight average daily census (ADC).

2. In determining utilization rates and ADC, the methodology counts only acute care bed DOC.

3. When a hospital receives a CON to increase or decrease acute care bed capacity, the planning
inventory includes this change regardless of the licensure status of the beds.

4. Beginning with the 2011 SMFP, the Agency updates service areas every three years. To update
service areas in the current and future SMFPs, the Agency will use patient origin data from the
three most recent years of data provided on LRAs.

Delineation of Service Areas

The SMFP contains two types of acute care bed service areas: single county and multicounty. Counties with
at least one licensed acute care hospital that are not grouped with another county are single county service
areas. A multicounty service area is created under two conditions: 1) counties without a licensed acute care
hospital are grouped with the single county where the largest proportion of its patients received inpatient
acute care services; 2) if two counties with at least one licensed acute care hospital each provided inpatient
acute care services to at least 35% of the residents of a county without a licensed acute care hospital, then
the county without a licensed acute care hospital is grouped with both of the counties with a licensed acute
care hospital.
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If an entity has a CON to develop an acute care hospital in a county without an acute care hospital, the
planning inventory in Table SA will include these beds upon licensure. Before licensure, the beds remain
under development in the multicounty service area. Upon licensure of the beds, the county where they are
licensed becomes a single county service area.

Application of the Methodology (7able 54)

Step 1:

a.

Step 2:

Step 3:

Step 4:

Step 5:

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

the number of licensed acute care beds at each hospital (Column D) exclusive of beds licensed or
approved at academic medical center teaching hospitals (listed in Appendix F) pursuant to Policy
AC-3, and exclusive of beds that provide Level II, Il and IV NICU services; and

the number of acute care beds for which CONs have been issued, but for which changes in the
license were not made by the end of the reporting year (i.e., additions and relocations) (Column

E); and

the number of acute care beds pursuant to need determinations in the SMFP pending review or
appeal (Column E); and

the number of beds delicensed after the end of the reporting year (Column E).

Enter the total number of DOC provided by each hospital for the reporting year, exclusive of DOC
provided as Level 11, III and IV NICU services (Column F).

Calculate the projected DOC for each service area for the projection year as follows:

Determine the total number of DOC (exclusive of DOC provided as Level II, III and IV NICU
services)! during each of the last five reporting years.

Calculate the difference in the number of DOC provided from year to year.

For each of the last four reporting years, determine the percentage change from the previous
reporting year by dividing the calculated difference in DOC by the total number of DOC provided
during the previous reporting year ({current reporting year — previous reporting year} / previous
reporting year).

Determine each service area’s Growth Rate Multiplier (GRM; Column G). For each service area,
total the annual percentages of change and divide by four to determine the average annual change
rate. For positive change, add 1 to obtain the GRM.

Determine the Projected DOC (Column H). If the GRM is negative, carry forward the DOC for
the reporting year unchanged to Column H. If the GRM is positive, calculate the compounded
growth factor projected for the next four reporting years by using the GRM (from Step 4) in the
first year and compound the change each year thereafter at the same rate [DOC x (GRM)*].

! The days of care provided in Level II, I1I and IV NICU beds are excluded from the total acute days of care because
these beds are excluded from the acute bed inventory.
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Step 6: Calculate the projected ADC for each hospital for the projection year by dividing the projected
DOC provided at the hospital (from Step 5) by 365.25 days (Column I).
Step 7: Multiply each hospital’s projected ADC from Step 6 by the appropriate target occupancy factor
below and enter in Column J:
ADC Target Occupancy Occupancy Factor
Percentage
ADC less than 100 66.7% 1.50
ADC 100-200 71.4% 1.40
ADC greater than 200 and <=400 75.2% 1.33
ADC greater than 400 78.0% 1.28
Step 8: Determine the surplus or deficit of beds for each licensed hospital by subtracting the planning
inventory of beds (Column D plus Column E) from the number of beds generated in Step 7
(Column J). Deficits are positive numbers and surpluses are negative numbers (Column K).
Step 9: Calculate the projected acute care bed surplus or deficit in a service area as follows:

a. If a service area has hospitals under common ownership, total the surpluses and deficits of beds
(from Step 8) for each of those hospitals to determine the surplus or deficit of beds for each group
of hospitals under common ownership.

b. The threshold for a need determination for consideration of additional acute care beds is a
projected deficit that equals or exceeds 20 beds or 10% of the planning inventory for a single
hospital or a group of hospitals under common ownership.

c.  When any single hospital or group of hospitals under common ownership reaches the threshold in
Step 9b, sum the deficits of all single hospitals and groups of hospitals under common ownership
in the service area. Then subtract from that number any beds for prior year need determinations
for which a CON has not yet been issued.

Step 10: If the difference resulting from Step 9c equals or exceeds (a) 20 beds or (b) 10% of the inventory

of the single hospital with the fewest acute care beds in its planning inventory or (c) 10% of the
inventory of the group of hospitals under common ownership with the fewest acute care beds in
its planning inventory, then the need is equal to the difference. Otherwise, the need is zero (Column
L).

Unless otherwise specified by the methodology, calculations do not use rounded values. However,
fractional values are rounded automatically when displayed.

Applying for Acute Care Beds
A person who proposes to operate additional acute care beds in a hospital must show that the hospital will

provide:
1.

2.

a 24-hour emergency services department; and

inpatient medical services to both surgical and non-surgical patients; and
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if proposing a new licensed hospital, medical and surgical services on a daily basis within at least
five of the following major diagnostic categories (MDC) recognized by the Centers for Medicare
& Medicaid Services listed below:

MDC I:
MDC 2:
MDC 3:
MDC 4:
MDC 5:
MDC 6:
MDC 7:
MDC 8:
MDC 9:

MDC 10:
MDC 11:
MDC 12:
MDC 13:
MDC 14:
MDC 15:
MDC 16:

MDC 17:
MDC 18:
MDC 19:
MDC 20:
MDC 21:
MDC 22:
MDC 23:
MDC 24:
MDC 25:

Diseases and disorders of the nervous system

Diseases and disorders of the eye

Diseases and disorders of the ear, nose, mouth and throat

Diseases and disorders of the respiratory system

Diseases and disorders of the circulatory system

Diseases and disorders of the digestive system

Diseases and disorders of the hepatobiliary system and pancreas

Diseases and disorders of the musculoskeletal system and connective tissue
Diseases and disorders of the skin, subcutaneous tissue and breast
Endocrine, nutritional and metabolic diseases and disorders

Diseases and disorders of the kidney and urinary tract

Diseases and disorders of the male reproductive system

Diseases and disorders of the female reproductive system

Pregnancy, childbirth and the puerperium

Newborns/other neonates with conditions originating in the perinatal period
Diseases and disorders of the blood and blood-forming organs and immunological
disorders

Myeloproliferative diseases and disorders and poorly differentiated neoplasms
Infectious and parasitic diseases

Mental diseases and disorders

Alcohol/drug use and alcohol/drug-induced organic mental disorders
Injury, poisoning and toxic effects of drugs

Burns

Factors influencing health status and other contacts with health services
Multiple significant trauma

Human immunodeficiency virus infections
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Figure 5.1
Acute Care Bed Service Areas
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Table 5A:

Acute Care Bed Need Projections

A B C D E F G H 1 J K L
2028 2028 Beds | Projected
Service Area License Facility Name Licensed | Adjustments Inpatient Growth | Projected Days Projected Adjusted | 2028 Deficit 2028 Need
Number Acute Care | for CONs/ | Days of Care Rate of Care Aver:age for Target | or Surplus Determination
Beds Previous Need Multiplier Daily Occupancy | (surplus
Census shows as
(GRM) "_n
(ADC) a'"-")

Alamance 2025 Acute Care Bed Need Determination 0 46 1.0623 0 0 0 -46

Alamance HO0272  |Alamance Regional Medical Center 170 0 47,542 1.0623 60,534 166 232 62

Alamance Total 170 46 16
‘Alexander ‘H0274 ‘Alexander Hospital (closed)* ‘ 25 -25‘ 0 ‘ o.oooo‘ 0 ‘ 0 ‘ 0 ‘ 0 ‘

Alexander Total \ 25 25 0
‘Alleghany ‘HOIOS ‘Alleghany Memorial Hospital** ‘ 3 3‘ 725 ‘ 1.0441‘ 861 ‘ 2 ‘ 4 ‘ 2 ‘

Alleghany Total \ 3 3 0
|Anson [H0082  [Atrium Health Anson** | 15 0| 1,914 1.2478| 4,640 | 13] 19] 4]

‘Anson Total ‘ 15 0 4
‘Ashe ‘H0099 ‘Ashe Memorial Hospital ‘ 76 o‘ 2,757 ‘ -1.0995‘ 2,757 ‘ 8 ‘ 11 ‘ 65 ‘

Ashe Total \ 76 0 0
‘Avery ‘H0037 ‘Charles A. Cannon, Jr. Memorial Hospital** ‘ 13 o‘ 1,171 ‘ -1.011 1‘ 1,171 ‘ 3 ‘ 5 ‘ -8 ‘

Avery Total 13 0 0
Beaufort HO188 |ECU Health Beaufort Hospital, A campus of 120 0 15,056 1.0324 17,104 47 70 -50

ECU Health Medical Center

Beaufort/Hyde Total 120 0 0
‘Bertie ‘H0268 ‘ECU Health Bertie Hospital ] 6 o‘ 1373 ‘ 1.0051‘ 1,401 ‘ 4 ‘ 6 ‘ 0 ‘

‘Bertie Total ‘ 6 0 0
‘Bladen ‘H0154 ‘Cape Fear Valley-Bladen County Hospital ‘ 48 0‘ 2,354 ‘ -1 .0466‘ 2,354 ‘ 6 ‘ 10 ‘ -38 ‘

Bladen Total 48 0 0
Brunswick HO150 |J. Arthur Dosher Memorial Hospital 25 0 1,577 1.0488 1,908 5 8 -17

Brunswick HO0250 |Novant Health Brunswick Medical Center 74 0 18,452 1.0488 22,323 61 92 18

Brunswick Total 99 0 18
Buncombe 2022 Acute Care Bed Need Determination 0 67 1.0497 0 0 0 -67

Buncombe 2024 Acute Care Bed Need Determination 0 26 1.0497 0 0 0 -26

Buncombe 2025 Acute Care Bed Need Determination 0 129 1.0497 0 0 0 -129

Buncombe H0036 |Mission Hospital 682 0 234,092 1.0497 284,231 778 996 314
Buncombe/Clay/Graham/Madison/Yancey Total 682 222 92
Burke ‘H0062 ‘UNC Health Blue Ridge 289 0 28,567 1.0956 41,165 113 158 -131

Burke Total 289 0 0
Cabarrus 2025 Acute Care Bed Need Determination 0 126 1.0929 0 0 0 -126

Cabarrus HO0031 |Atrium Health Cabarrus 427 118 153,138 1.0929 218,480 598 766 221

Cabarrus Total 427 244 95

39




Table 5A:

Acute Care Bed Need Projections

A B C D E F G H I J K L
2028 2028 Beds | Projected
Service Area License Facility Name Licensed | Adjustments Inpatient Growth | Projected Days Projected Adjusted | 2028 Deficit 2028 Need
Number Acute Care | for CONs/ | Days of Care Rate of Care Aver:age for Target | or Surplus | p o mination
Beds Previous Need Multiplier Daily Occupancy | (surplus
Census shows as
(GRM) (ADC) a vv_n)

’Caldwell HO061  |Caldwell UNC Health Care 110 0[ 19,999 1.0209 21,726 59 89 21

Caldwell Total 110 0 0
‘Caneret ‘H0222 ‘Caneret General Hospital** 132 o‘ 23,792 1.0216 25,913 71 106 26

Carteret Total 132 0 0
Catawba H0223 |Catawba Valley Medical Center 180 0 35,060 1.0426 41,429 113 159 221

Catawba HO0053  |Frye Regional Medical Center 203 0 41,196 1.0426 48,680 133 187 -16

Catawba Total 383 0 0
‘Chatham ‘HOOO7 ‘Chatham Hospital** 25 o‘ 3,072 ‘ 1‘1064‘ 4,604 ‘ 13 ‘ 19 ‘ -6 ‘

Chatham Total 25 0 0
‘Cherokee ‘H0239 ‘Erlanger Murphy Medical Center 57 o‘ 3,129 ‘ -1.1068‘ 3,129 ‘ 9 ‘ 13 ‘ 44 ‘
Cherokee/Clay Total 57 0 0
‘Chowan ‘H0063 ‘ECU Health Chowan Hospital 47 o‘ 6,215 ‘ 1.0589‘ 7,812 ‘ 21 ‘ 32 ‘ 15 ‘
Chowan/Tyrrell Total 47 0 0
‘Cleveland ‘H0024 ‘Atrium Health Cleveland 280 o‘ 64,862 ‘ 1.1 161‘ 100,639 ‘ 276 ‘ 366 ‘ 86 ‘

Cleveland Total 280 0 86
‘Columbus ‘H0045 ‘Columbus Regional Healthcare System 154 o‘ 16,170 ‘ 1.04%‘ 19,627 ‘ 54 ‘ 81 ‘ -73 ‘

Columbus Total 154 0 0
‘Craven ‘HOZO] ‘CarolinaEast Medical Center 307 o‘ 60,949 ‘ 1.0038‘ 61,871 ‘ 169 ‘ 237 ‘ -70 ‘
‘Craven/Jones/Pamlico Total 307 0 0
‘Cumberland ‘H0213 ‘Cape Fear Valley Medical Center 592 o‘ 162,109 ‘ 1.0094‘ 168,320 ‘ 461 ‘ 590 ‘ 2 ‘

Cumberland Total 592 0 0
‘Dare ‘H0273 ‘The Outer Banks Hospital 20 o‘ 3,612 ‘ 1.0825‘ 4,960 ‘ 14 ‘ 20 ‘ 0 ‘

Dare Total 20 0 0
Davidson H0027 |Lexington Medical Center** 94 0 14,954 1.0359 17,220 47 71 -23

Davidson HO112  |Novant Health Thomasville Medical Center 101 0 12,904 1.0359 14,860 41 61 -40

Davidson Total 195 0 0
‘Davie ‘H0171 ‘Davie Medical Center 50 o‘ 6,408 ‘ 1.1058‘ 9,583 ‘ 26 ‘ 39 ‘ -11 ‘

Davie Total 50 0 0
‘Duplin ‘H0166 ‘ECU Health Duplin Hospital 56 o‘ 9,769 ‘ —1.0146‘ 9,769 ‘ 27 ‘ 40 ‘ -16 ‘

Duplin Total 56 (1} 0
Durham 2025 Acute Care Bed Need Determination 0 82 1.0377 0 0 0 -82

Durham H0233  |Duke Regional Hospital 298 0 77,502 1.0377 89,861 246 327 29

Durham HO015 |Duke University Hospital 981 44 323,296 1.0377 374,851 1,026 1314 289
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Table 5A:

Acute Care Bed Need Projections

A B C D E F G H 1 J K L
2028 2028 Beds | Projected
Service Area License Facility Name Licensed | Adjustments Inpatient Growth | Projected Days Projected Adjusted | 2028 Deficit 2028 Need
Number Acute Care | for CONs/ | Days of Care Rate of Care Aver:age for Target | or Surplus | p o mination
Beds Previous Need Multiplier CD aily Occupancy (lslurplus
(GRM) ensus shows as
( ADC) a vv_n)
Duke University Health System 1,279 44 400,798 464,712 1,272 1,641 318
Durham H0075  |North Carolina Specialty Hospital 18 6 1,504 1.0377 1,744 5 7 -17
Durham UNC Hospitals Cary Campus 0 102 1.0377 0 0 0 -102
p ry Camp
Durham Total 1,297 234 236
Edgecombe ‘H0258 ‘ECU Health Edgecombe Hospital 91 0 12,221 -1.0251 12,221 33 50 -41
Edgecombe Total 91 0 0
Forsyth HO011  |Atrium Health Wake Forest Baptist 722 52 220,443 1.0201 238,687 653 836 62
Forsyth H0209 |Novant Health Forsyth Medical Center 842 0 233,465 1.0201 252,787 692 886 44
Forsyth H0229 |Novant Health Medical Park Hospital 9 0 1,257 1.0201 1,361 4 6 -3
Novant Health 851 0 234,722 254,148 696 891 40
Forsyth/Yadkin Total 1,573 52 103
|Franklin |H0267-B |Maria Parham-Franklin 70 0| 0] 0.0000| 0] 0] 0] 70 |
‘Franklin Total 70 0 0
‘Gaston ‘HO]OS ‘CaroMont Regional Medical Center 451 50‘ 111,788 ‘ 1 .0292‘ 125,431 ‘ 343 ‘ 457 ‘ -44 ‘
‘Gaston Total 451 50 0
‘Granville ‘H0098 ‘Granville Health System 62 0‘ 4,749 ‘ -1‘0717‘ 4,749 ‘ 13 ‘ 20 ‘ 42 ‘
Granville Total 62 0 0
Guilford HO0052  |Atrium Health Wake Forest Baptist - High 301 -36 57,851 1.0148 61,343 168 235 -30
Point Medical Center
Guilford Atrium Health Wake Forest Baptist 0 36 1.0148 0 0 0 -36
Greensboro Medical Center
Atrium Health 301 0 57,851 61,343 168 235 -66
(Guilford [H0159  [Cone Health 709 0] 177,810 1.0148] 188,541 516 661 -48
Guilford Total 1,010 0 0
‘Halifax ‘H0230 ‘ECU Health North Hospital 184 0‘ 20,778 ‘ 1‘0165‘ 22,183 ‘ 61 ‘ 91 ‘ 93 ‘
‘Halifax/Northampton Total 184 0 0
‘Harnett ‘H0224 ‘Cape Fear Valley Betsy Johnson Hospital 126 o‘ 19,566 ‘ 1.0194‘ 21,128 ‘ 58 ‘ 87 ‘ -39 ‘
‘Harnett Total 126 0 0
‘Haywood ‘HOOZS ‘Haywood Regional Medical Center** 120 0‘ 22,584 ‘ 1.0622‘ 28,746 ‘ 79 ‘ 118 ‘ 2 ‘
Haywood Total 120 0 0
Henderson HO0019 |AdventHealth Hendersonville 62 0 15,559 1.0619 19,781 54 81 19
Henderson HO0161 |Margaret R. Pardee Memorial Hospital 201 0 27,661 1.0619 35,166 96 144 -57
Henderson Total 263 0 19
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Table 5A:

Acute Care Bed Need Projections

A B C D E F G H 1 J K L
2028 2028 Beds | Projected
Service Area License Facility Name Licensed | Adjustments Inpatient Growth | Projected Days Projected Adjusted | 2028 Deficit 2028 Need
Number Acute Care | for CONs/ | Days of Care Rate of Care Aver:age for Target | or Surplus Determination
Beds Previous Need Multiplier CD aily Occupancy (lslurplus
(GRM) ensus N O\V:VS"aS
(ADC) a"-m
Hertford H0001 |ECU Health Roanoke-Chowan Hospital 86 0 13,543 1.0031 13,714 38 56 -30
Hertford/Gates Total 86 0 0
Hoke HO0288 |Cape Fear Valley Hoke Hospital** 41 0 5,117 1.0991 7,466 20 31 -10
Hoke HO0287  |FirstHealth Moore Regional Hospital - Hoke 8 28 1,716 1.0991 2,504 7 10 -26
Campus**
Hoke Total 49 28 0
Tredell H0259  |Duke Health Lake Norman Hospital 115 0 13,375 -1.0421 13,375 37 55 -60
Iredell H0248  |Iredell Davis Regional Medical Center+ 102 0 0 -1.0421 0 0 0 -102
Community Health Systems 217 0 13,375 13,375 37 55 -162
‘Iredell ‘H0164 ‘Iredell Memorial Hospital** ‘ 199 o‘ 33,300 -1.042 1‘ 33,300 91 137 62
Iredell Total \ 416 0 0
‘Jackson ‘H0087 ‘Harris Regional Hospital** ‘ 82 o‘ 11,841 ‘ -140186‘ 11,841 ‘ 32 ‘ 49 ‘ 233 ‘
Jackson Total \ 82 0 0
‘Johnston ‘HOIS] ‘UNC Health Johnston ‘ 176 24‘ 48,635 ‘ 1.0894‘ 68,494 ‘ 188 ‘ 263 ‘ 63 ‘
Johnston Total \ 176 24 63
‘Lee ‘H0243 ‘Central Carolina Hospital** ‘ 126 o‘ 10,380 ‘ -1A0484‘ 10,380 ‘ 28 ‘ 43 ‘ -83 ‘
Lee Total \ 126 0 0
‘Lenoir ‘H0043 ‘UNC Lenoir Health Care ‘ 182 o‘ 22,214 ‘ 1.0002‘ 22,231 ‘ 61 ‘ 91 ‘ 91 ‘
Lenoir Total \ 182 0 0
‘Lincoln ‘H0225 ‘Atrium Health Lincoln 97 o‘ 23,424 ‘ 1.0596‘ 29,524 ‘ 81 ‘ 121 ‘ 24 ‘
Lincoln Total 97 0 24
Macon H0034  |Angel Medical Center 30 0 6,560 1.0248 7,235 20 30 0
Macon HO193  |Highlands-Cashiers Hospital 24 0 1,191 1.0248 1,314 4 5 -19
Macon Total 54 0 0
‘Martin ‘H0078 ‘Martin General Hospital (closed) ‘ 49 0‘ 0 ‘ —1‘2827‘ 0 ‘ 0 ‘ 0 ‘ 49 ‘
Martin Total \ 49 0 0
‘McDowell ‘H0097 ‘Mission Hospital McDowell ‘ 65 o‘ 8,307 ‘ 1.0469‘ 9,978 ‘ 27 ‘ 41 ‘ 24 ‘
McDowell Total 65 0 0
Mecklenburg 2024 Acute Care Bed Need Determination 0 89 1.0586 0 0 0 -89
Mecklenburg 2025 Acute Care Bed Need Determination 0 210 1.0586 0 0 0 -210
Mecklenburg HO0042  |Atrium Health Pineville 334 6 106,211 1.0586 133,368 365 486 146
Mecklenburg HO0255  |Atrium Health University City 108 66 41,907 1.0586 52,622 144 202 28
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Table 5A:

Acute Care Bed Need Projections

A B C D E F G H 1 J K L
2028 2028 Beds Projected
Service Area License Facility Name Licensed | Adjustments Inpatient Growth | Projected Days Projected Adjusted | 2028 Deficit 2028 Need
Number Acute Care | for CONs/ | Days of Care Rate of Care Aver:age for Target | or Surplus Determination
Beds Previous Need Multiplier Daily Occupancy | (surplus
Census shows as
(GRM) n"nn
(ADC) a"-")
Mecklenburg HO0071 |Carolinas Medical Center/Center for Mental 979 254 366,299 1.0586 459,956 1,259 1,612 379
Health
Atrium Health 1,421 326 514,417 645,946 1,769 2,299 552
Mecklenburg H0292 |Novant Health Ballantyne Medical Center 36 0 6,233 1.0586 7,827 21 32 -4
Mecklenburg HO0282  |Novant Health Huntersville Medical Center 147 0 36,964 1.0586 46,415 127 178 31
Mecklenburg H0270  |Novant Health Matthews Medical Center 146 20 41,356 1.0586 51,930 142 199 33
Mecklenburg H0290 |Novant Health Mint Hill Medical Center 36 0 8,123 1.0586 10,200 28 42 6
Mecklenburg HO0010 |Novant Health Presbyterian Medical Center 476 26 137,320 1.0586 172,431 472 604 102
Mecklenburg Novant Health Steele Creek Medical Center 0 32 1.0586 0 0 0 -32
Novant Health 841 78 229,996 288,803 791 1,055 136
Mecklenburg Total 2,262 703 389
‘Mitchell ‘H0169 ‘Blue Ridge Regional Hospital 46 0‘ 5,474 ‘ 1,1042‘ 8,139 ‘ 22 ‘ 33 ‘ -13 ‘
Mitchell Total \ 46 0 0
‘Montgomery ‘H0003 ‘FirstHealth Montgomery Memorial Hospital ‘ 37 0‘ 599 ‘ l.1567‘ 1,072 ‘ 3 ‘ 4 ‘ -33 ‘
Montgomery Total 37 0 0
Moore HO0100 |FirstHealth Moore Regional Hospital and 324 47 86,851 -1.0179 86,851 238 316 -55
Pinehurst Treatment Center
Moore Total 324 47 0
Nash ‘H0228 ‘Nash General Hospital 250 0 53,376 1.0578 66,821 183 256 6
Nash Total 250 0 0
New Hanover HO0221 |Novant Health New Hanover Regional 656 73 216,328 1.0592 272,325 746 954 225
Medical Center
New Hanover Total 656 73 225
‘Onslow ‘H0048 ‘Onslow Memorial Hospital** ] 144 o‘ 32,481 ‘ 1.0458‘ 38,858 ‘ 106 ‘ 149 ‘ 5 ‘
‘Onslow Total ‘ 144 0 0
‘Orange ‘H0157 ‘University of North Carolina Hospitals ‘ 834 41‘ 244,349 ‘ 1.0159‘ 260,310 ‘ 713 ‘ 912 ‘ 37 ‘
Orange Total \ 834 41 37
‘Pasquotank ‘H0054 ‘Sentara Albemarle Medical Center ‘ 182 -72‘ 23,852 ‘ 1.0825‘ 32,753 ‘ 90 ‘ 135 ‘ 25 ‘
‘Pasquotank/Camden/Currituck/Perquimans Total ‘ 182 -72 25
[Pender HO11S  [Novant Health Pender Medical Center™* | 43 0| 705 | 1.2506| 1,724 ] 5| 7] 36 |
Pender Total \ 43 0 0
‘Person ‘H0066 ‘Person Memorial Hospital ‘ 38 o‘ 2,740 ‘ -1.0324‘ 2,740 ‘ 8 ‘ 11 ‘ 27 ‘
‘Person Total ‘ 38 0 0
Pitt [H0104  [ECU Health Medical Center | 776 85| 226,596 | 1.0096| 235,425 | 645 | 825 | 36 |

43




Table 5A:

Acute Care Bed Need Projections

A B C D E F G H I J K L
2028 2028 Beds | Projected
Service Area License Facility Name Licensed | Adjustments Inpatient Growth | Projected Days Projected Adjusted | 2028 Deficit 2028 Need
Number Acute Care | for CONs/ | Days of Care Rate of Care Aver:age for Target | or Surplus Determination
Beds Previous Need Multiplier Daily Occupancy | (surplus
(GRM) Census shows as
(ADC) a vv_n)
‘PittjGreene/Hyde/Tyrrell Total 776 85 0
‘Polk ‘H0079 ‘AdventHealtlh Polk 25 o‘ 2,502 ‘ -1 .0700‘ 2,502 ‘ 7 ‘ 10 ‘ -15 ‘
Polk Total \ 25 0 0
[Randolph [H0013  [Randolph Hospital | 145 0| 16,703 | 1.0602| 21,103 | 58| 87| 58|
Randolph Total 145 0 0
Richmond HO158  |FirstHealth Moore Regional Hospital - 99 0 6,150 -1.0776 6,150 17 25 -74
Richmond**
Richmond Total 99 0 0
Robeson ‘H0064 ‘Southeastern Regional Medical Center** 285 0 37,438 -1.0461 37,438 102 143 -142
Robeson Total 285 0 0
Rockingham H0023  |Annie Penn Hospital** 110 0 13,078 -1.0189 13,078 36 54 -56
Rockingham HO0072 |UNC Rockingham Hospital 108 0 6,706 -1.0189 6,706 18 28 -80
Rockingham/Caswell Total 218 0 0
‘Rowan ‘H0040 ‘Novam Health Rowan Medical Center ‘ 198 o‘ 41,723 ‘ 1.0252‘ 46,081 ‘ 126 ‘ 177 ‘ 21 ‘
‘Rowan Total ‘ 198 0 0
‘Rutherford ‘H0039 ‘Rutherford Regional Medical Center ‘ 129 0‘ 11,309 ‘ -1.0053‘ 11,309 ‘ 31 ‘ 46 ‘ -83 ‘
Rutherford Total \ 129 0 0
’Sampson ‘H0067 ‘Sampson Regional Medical Center ] 116 o[ 9,796 ‘ 1.01 79‘ 10,516 ‘ 29 ‘ 43 ‘ 73 ‘
‘Sampson Total ‘ 116 0 0
‘Scotland ‘H0107 ‘Scotland Memorial Hospital ‘ 92 20‘ 23,860 ‘ 1,0467‘ 28,642 ‘ 78 ‘ 118 ‘ 6 ‘
Scotland Total \ 92 20 0
‘Stanly ‘HOOOS ‘Atrium Health Stanly ‘ 97 0‘ 15,844 ‘ 1.0886‘ 22,253 ‘ 61 ‘ 91 ‘ 6 ‘
‘Stanly Total ‘ 97 0 0
‘Stokes ‘H0165 ‘LifeBrite Community Hospital of Stokes** ‘ 53 0‘ 1,453 ‘ 1,0603‘ 1,836 ‘ 5 ‘ 8 ‘ 45 ‘
Stokes Total 53 0 0
Surry H0049  |Hugh Chatham Memorial Hospital 81 0 9,829 1.0028 9,938 27 41 -40
Surry HO184  |Northern Regional Hospital* 100 -17 15,729 1.0028 15,903 44 65 -18
Surry Total 181 -17 0
‘Swain ‘H0069 ‘Swain Community Hospital** ‘ 48 o‘ 70 ‘ -1‘3328‘ 70 ‘ 0 ‘ 0 ‘ -48 ‘
Swain Total \ 48 0 0
‘Transylvania ‘HO] 11 ‘Transylvania Regional Hospital ‘ 42 0‘ 6,393 ‘ 1.0495‘ 7,756 ‘ 21 ‘ 32 ‘ -10 ‘
‘Transylvania Total ‘ 42 0 0
‘Union ‘ ‘2025 Acute Care Bed Need Determination ’ 0 136‘ ‘ 1.1773‘ 0 ‘ 0 ‘ 0 ‘ -136 ‘
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Table SA: Acute Care Bed Need Projections
A B C D E F G H I J K L
2028 2028 Beds | Projected
Service Area License Facility Name Licensed | Adjustments Inpatient Growth | Projected Days Projected Adjusted | 2028 Deficit 2028 Need
Number Acute Care | for CONs/ | Days of Care Rate of Care Aver:age for Target | or Surplus | p o mination
Beds Previous Need Multiplier CD aily Occupancy (lslurplus
ensus shows as
(GRM) (ADC) a "_")
’Union HO0050  |Atrium Health Union 178 67[ 67,755 1.1773 130,173 356 474 229
Union Total 178 203 93
‘Vance ‘H0267-A ‘Maria Parham Health** ‘ 88 o‘ 20,310 -1.0054 20,310 56 83 -5
Vance/Warren Total 88 0 0
Wake 2023 Acute Care Bed Need Determination 0 44 1.0629 0 0 0 -44
Wake 2024 Acute Care Bed Need Determination 70 1.0629 0 -70
Wake 2025 Acute Care Bed Need Determination 0 267 1.0629 0 0 0 -267
Wake H0238  |Duke Raleigh Hospital 204 0 56,951 1.0629 72,687 199 279 75
Wake HO199 |WakeMed 610 22 196,805 1.0629 251,182 688 880 292
Wake H0276 |WakeMed Cary Hospital 200 0 65,895 1.0629 84,102 230 306 106
Wake WakeMed Garner Hospital 0 31 1.0629 0 0 0 -31
WakeMed Health & Hospitals 810 9 262,700 335,284 918 1,186 367
‘Wake ‘H0065 ‘UNC Health Rex ‘ 468 18‘ 147,197 1.0629‘ 187,867 514 658 172
‘Wake Total 1482 408 233
’Washington ‘Hoooe ‘Washington Regional Medical Center® ] 25 -13{ 925 ‘ -1.3450‘ 925 ‘ 3 ‘ 4 ‘ 8 ‘
‘Washington Total \ 25 -13 0
’Watauga ‘H0077 ‘Watauga Medical Center ] 113 0[ 17,672 ‘ 1.0531 ‘ 21,733 ‘ 60 ‘ 89 ‘ 24 ‘
‘Watauga Total \ 113 0 0
‘Wayne ‘H0257 ‘Wayne UNC Health Care ‘ 251 o‘ 48,994 ‘ 1.0281‘ 54,730 ‘ 150 ‘ 210 ‘ -41 ‘
‘Wayne Total \ 251 0 0
‘Wilkes ‘H0153 ‘Wilkes Medical Center ‘ 120 o‘ 17,608 ‘ 1.1 141‘ 27,127 ‘ 74 ‘ 111 ‘ 9 ‘
‘Wilkes Total \ 120 0 0
‘Wilson ‘HOZIO ‘Wilson Medical Center ] 267 o‘ 25,068 ‘ 1.0079‘ 25,870 ‘ 71 ‘ 106 ‘ -161 ‘
Wilson Total | 267 0 0
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Table SA: Acute Care Bed Need Projections
A B C D E F G H 1 J K L
2028 2028 Beds | Projected
Service Area License Facility Name Licensed | Adjustments Inpatient Growth | Projected Days Projected Adjusted | 2028 Deficit 2028 Need
Number Acute Care | for CONs/ | Days of Care Rate of Care Aver:age for Target | or Surplus Determination

Beds Previous Need Multiplier Daily Occupancy | (surplus

Census shows as
(GRM)
( ADC) a vv_n)
Grand Total All Hospitals 20,854 2,356 5,042,082 5,988,757 1,758

* Acute care beds in the "Adjustments for CONs/Previous Need" column are to be converted to inpatient psychiatric beds. This conversion is exempt from certificate of need review, pursuant to

G.S. § 131E-184(c).

** DOC data reported to HIDI and DOC data reported on the Division of Health Service Regulation's Hospital LRA have a greater than + 5% discrepancy between the

two data sources.

~ Washington Regional Medical Center was unable to report its 2024 DOC data to HIDI. Therefore, the need methodology calculations uses the DOC reported on the facility's 2025 LRA.

" Charles A. Cannon, Jr. Memorial Hospital received a grant from the Dorothea Dix Hospital Property Fund to convert 27 acute care beds to adult psychiatric beds. This project is exempt from
certificate of need review. Seventeen acute care beds have been converted to adult psychiatric beds, and these beds are accounted for in Table 5A.

+ Iredell Davis Regional Medical Center (previously Davis Regional Medical Center) has converted to a behavioral health facility, and it did not serve acute care patients during the 2024 reporting year.

Note: The decimal part of a number resulting from a calculation is not displayed, but it is used in subsequent calculations. Therefore, calculated totals may not be identical to displayed totals.
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Table 5B: Acute Care Bed Need Determination*

Acute Care Bed Certificate of Certificate of
Service Area Need Need Application | Need Beginning

Determination Deadline** Review Date
Anson 4 April 15, 2026 May 1, 2026
Brunswick 18 October 15,2026 | November 1, 2026
Buncombe/Clay/Graham/Madison/Y ancey 92 June 15,2026 July 1, 2026
Cabarrus 95 February 16, 2026 March 1, 2026
Cleveland 86 June 15, 2026 July 1, 2026
Durham 236 April 15, 2026 May 1, 2026
Forsyth/Yadkin 103 June 15,2026 July 1, 2026
Henderson 19 August 17,2026 | September 1, 2026
Johnston 63 February 16, 2026 March 1, 2026
Lincoln 24 February 16, 2026 March 1, 2026
Mecklenburg 389 October 15,2026 | November 1, 2026
New Hanover 225 June 15, 2026 July 1, 2026
Orange 37 August 17,2026 | September 1, 2026
Pasquotank/Camden/Currituck/Perquimans 25 April 15, 2026 May 1, 2026
Union 93 October 15, 2026 | November 1, 2026
Wake 233 August 17,2026 | September 1, 2026

It is determined that there is no need anywhere else in the state and no other reviews are scheduled.

k3k

Any person can apply for a CON to meet the need, not just the health service facility or facilities that

generated the need.

Application deadlines are absolute, pursuant to 10A NCAC 14C.0202(2). The filing deadline is 5:00

p.m. on the application deadline date.
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Long-Term Care Hospitals

As a result of the August 2005 change in the CON statute, which made LTCH beds a separate category of
health service facility beds, the bed days associated with LTCHs have been removed from the acute care
bed need determinations. Table 5C shows LTCH inventory data and DOC for the current reporting year.

Table SC: Long-Term Care Hospital Bed Inventory and Days of Care

License Licensed Adjustments for
Facility Name County LTCH DOC Certificates of
Number
Beds Need

Ho279 | Asheville Specialty Buncombe 34 7,156 0
Hospital*

Hoz7s | lighsmith-Rainey Cumberland 66 13,524 0
Specialty Hospital
Select Specialty

H0280 Hospital —Durham Durham 30 8,310 0

Hoo73 | Kindred Hospital- Guilford 101 12,149 0
Greensboro

Ho2g4 | Select Specialty Guilford 30 10,058 0
Hospital —Greensboro
Carolinas

H0278 ContinueCare Mecklenburg 40 11,939 0
Hospital at Pineville
PAM Specialty

H0242 Hospital of Rocky Nash 50 9,455 0
Mount

* Asheville Specialty Hospital closed and ceased providing services effective December 31, 2024.
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Chapter 6:

Operating Rooms



CHAPTER 6
OPERATING ROOMS

Introduction

G.S. § 131E-76(18c) defines an operating room (OR) as ““...a room used for the performance of surgical
procedures requiring one or more incisions and that is required to comply with all applicable licensure
codes and standards for an operating room.”

Definitions
An OR’s service area is the single or multicounty grouping shown in Figure 6.1. See below for the
delineation of service areas.

The reporting year is October 1 through September 30. The current reporting year is October 1, 2023
through September 30, 2024.

The methodology calculates OR need for a projection year, which is four years beyond the current reporting
year. The current projection year is 2028.

The planning inventory is the number of ORs used in need determination calculations. It is the number of
ORs licensed as of the last day of the reporting year, plus the number of certificate of need (CON)-approved
ORs that are under development, plus the number of ORs available pursuant to need determinations pending
review or appeal, minus any exclusions described below under Application of the Methodology.

For the purposes of the OR methodology, a health system includes all licensed health service facilities with
ORs located in the same service area that are owned or leased by:

1. the same legal entity (i.e., the same individual, trust or estate, partnership, corporation, hospital
authority, or the State or political subdivision, agency or instrumentality of the State); or

2. the same parent corporation or holding company; or
3. asubsidiary of the same parent corporation or holding company; or

4. ajoint venture in which the same parent, holding company, or a subsidiary of the same parent or
holding company is a participant and has the authority to propose changes in the location or number
of ORs in the health service facility.

A health system consists of one or more health service facilities. If the relocation or transfer of ORs to a
different health system generates a need, the need determination will not appear until the relocated or
transferred ORs are licensed in their new location.

Changes from the Previous Plan

The State Health Coordinating Council (SHCC) approved clarifying language in the third assumption of
the OR methodology. The clarification specifies that only patient origin data from Hospital License
Renewal Applications (LRAs) should be used to update OR service areas, rather than data on surgical
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procedures by county of residence and county of service. This change aligns with the approach outlined in
the Delineation of Service Areas.

The SHCC approved adjustments to the operating room need determination methodology in response to the
General Assembly’s enactment of Session Law 2023-7 (SL 2023-7), which established Qualified Urban
Ambulatory Surgical Facilities (QUASFs) and specified that QUASFs are not subject to CON requirements
[see § 131E-176 (9b)]. A QUASF is defined as an ambulatory surgical facility that meets the following
criteria: (1) is licensed by the NC Department of Health and Human Services to operate as an ambulatory
surgical facility, (2) has a single specialty or multispecialty surgical program, and (3) is located in a county
with a population greater than 125,000 according to the 2020 federal decennial census or any subsequent
decennial census [See, § 131E-176 (21a)]. In the current SMFP, QUASF inventory and performance data
have been removed from OR need determination calculations.

Operating room need determinations generated by the OR methodology calculations for counties with
populations greater than 125,000 are provided in Table 6B of the current SMFP for informational purposes
only. However, the summer petition process, as described in Chapter 2, is available to providers to request
the addition of OR need determinations in counties with a population greater than 125,000 in the following
year’s SMFP. If a petition is approved, anyone can submit a CON application for the need determination.

Hospital and ASF surgical care providers in counties with a population less than or equal to 125,000 may
submit CON applications based on OR need determinations generated by the OR need methodology
outlined in Table 6C. They may also submit summer petitions to request adjusted need determinations for
ORs in counties with a population less than or equal to 125,000. If a petition is approved, anyone can submit
a CON application for the need determination.

Data Sources

The number of cases and procedures come from the Hospital License Renewal Applications (LRAs) and
the Ambulatory Surgical Facility LRAs for the reporting year, as submitted to the North Carolina
Department of Health and Human Services, Division of Health Service Regulation (Agency).

The inventory of ORs comes from LRAs submitted to the Agency’s Acute and Home Care Licensure and
Certification Section and approved CONs issued by the Agency.

Population data by county for the reporting year and the projection year come from the North Carolina
Office of State Budget and Management.

Assumptions of the Methodology
1. Inthe current SMFP, for the methodology to determine an OR need for a service area, the minimum
deficit must be two, after rounding.

2. The planning inventory and need determination calculations exclude one OR for each Level I and
Level II trauma center, and one OR for each designated burn intensive care unit.

3. Beginning with the 2011 SMFP, the Agency updates service areas every three years. To update
service areas in the current and future SMFPs, the Agency will use the most recent three years of

patient origin data as reported on the LRAs (see below).

4. For purposes of these need projections, the number of surgical hours is anticipated to change in
direct proportion to the change in the general population of the OR service area.

50



5. Operating room utilization is expected to shift across counties due to the impacts of SL 2023-7.
During the transition, and in the current SMFP, inventory and performance data for ORs operated
by QUASFs have been removed from OR need determination calculations.

Delineation of Service Areas

The SMFP contains two types of OR service areas: single county and multicounty. Counties with at least
one facility having a licensed OR that are not grouped with another county are single county service areas.
A multicounty service area is created under two conditions: 1) counties without a facility with a licensed
OR are grouped with the single county where the largest proportion of its patients received surgery
according to patient origin data provided on LRAs; 2) if two counties with at least one facility having a
licensed OR each provided surgical services to at least 35 percent of the residents of a county without at
least one facility with a licensed OR, then the county without at least one facility with a licensed OR is
grouped with both of the counties with facilities that have at least one OR.

If an entity has a CON to develop a facility with a licensed OR in a county without a facility with a licensed
OR, the planning inventory in Table 6B will include these ORs upon licensure. Before licensure, the ORs
remain under development in the multicounty service area. Upon licensure of new ORs, the county where

they are licensed becomes a single county service area.

In response to a petition, the State Health Coordinating Council (SHCC) created the Avery-Watauga
multicounty OR service area. There are ORs in both Avery and Watauga counties.

Application of the Methodology
Step 1: Inventory of ORs (Table 64, Columns D through J)

a. In each OR service area, list the number of ORs by type, and sum them for each health system by
summing the following for all licensed hospitals and ambulatory surgical facilities:

(1) Number of Inpatient ORs (Column D)
(2) Number of Ambulatory ORs, exclusive of QUASFs (Column E)
(3) Number of Shared ORs (Column F)

b. For each facility:

(1) Exclude the number of dedicated Cesarean Section (C-Section) ORs from the Hospital LRA
(Column G).

(2) Exclude one OR for each Level I and Level II Trauma Center and one additional OR for each
designated Burn Intensive Care Unit (Column H).

(3) List the number of ORs (Column I) and C-Section ORs (Column J) for which CONs have been
issued but not licensed as of the end of the reporting year.

c. Enter placeholders for ORs for which a need determination in the SMFP is pending review or appeal
(Columns I and Column J).
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Step 2:

a.

Step 3:

Determine Each Facility’s Adjusted Case Times

For each facility (exclusive of QUASFs), compare the Average Case Time in Minutes for inpatient
and ambulatory cases reported on the annual LRA to its Final Case Time used in the methodology
in the previous year’s SMFP.

(1) If either the inpatient or ambulatory reported average case time is more than 10% longer than
the previous year’s Final Case Time, then the Adjusted Case Time is the previous year’s Final
Case Time plus 10%.

(2) If either the inpatient or ambulatory reported average case time is more than 20% shorter than
the previous year’s Final Case Time, then the Adjusted Case Time is the previous year’s Final
Case Time minus 20%.

(3) If neither of the above situations occurs, then the Adjusted Case Time is the average case
time(s) reported on the LRA.

Group Facilities (exclusive of QUASFs; Table 64, Columns K through M)

For each hospital, multiply the total number of inpatient surgical cases (excluding C-sections
performed in dedicated C-Section ORs) reported in the Surgical Cases by Specialty Area table on
the annual Hospital LRA by the inpatient average case time from Step 2. Then divide by 60 to
obtain the total inpatient surgical hours.

For each facility, multiply the total ambulatory cases reported in the Surgical Cases by Specialty
Area table on the annual LRA by the ambulatory average case time from Step 2. Then divide by 60

to obtain the total ambulatory surgical hours.

Add the total inpatient and ambulatory surgical hours together to obtain each facility’s Total
Surgical Hours for Grouping (Column K).

Assign each facility to a group based on the following criteria (Column L):

Group | Facility Type
1 Academic Medical Center Teaching Hospitals
Hospitals reporting more than 40,000 surgical hours
Hospitals reporting 15,000 to 40,000 surgical hours
Hospitals reporting less than 15,000 surgical hours
Separately licensed ambulatory surgical facilities that perform at least 50% of their
procedures in either ophthalmology or otolaryngology, or a combination of the two
specialties.
6 All separately licensed ambulatory surgical facilities not in Group 5.

(O NS LOS R\

For purposes of the SMFP, the average OR is anticipated to be staffed based on its group
membership and utilized at least 75% of the available time. Assumptions regarding hours per day
and days per year of availability are shown in the table below. Multiply the Hours per Day by the
Days Per Year. Then multiply by 75% to obtain the Standard Hours per OR per Year (Column M).
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Group | Hours per Day Days per Year Standard Hours per OR per Year
1 10 260 1,950
2 10 260 1,950
3 9 260 1,755
4 8 250 1,500
5 7 250 1,312
6 7 250 1,312

Step 4: Project Future OR Requirements Based on Growth of OR Hours (exclusive of QUASFs; Table 6B,

Columns D through K)

For Groups 2 through 6, use the Adjusted Case Time from Step 2 to calculate the average (mean)
inpatient and ambulatory case times for each group. If the Adjusted Case Time exceeds one
standard deviation above the mean case time for its group, substitute the value equivalent to the
mean plus one standard deviation of the Adjusted Case Time to obtain the Final Inpatient Case
Time (Column E) and Final Ambulatory Case Time (Column G), as applicable. Otherwise use the
Adjusted Case Time from Step 2 as the final case times. The Average Final Inpatient and
Ambulatory Case Times for each group are as follows for the current plan:

Group Average Final Inpatient Case Average Final f&mbulatory Case
Time Time
in Minutes in Hours in Minutes in Hours
1 219.7 3.66 136.2 2.27
2 189.8 3.16 119.4 1.99
3 162.7 2.71 109.2 1.82
4 105.6 1.76 71.4 1.19
5 -- -- 31.3 0.52
6 -- -- 51.5 0.86

For each facility, multiply the inpatient surgical cases reported on the LRA (Column D) by the Final
Inpatient Case Time in minutes (Column E), and multiply the ambulatory surgical cases reported
on the LRA (Column F) by the Final Ambulatory Case Time in minutes (Column G). Sum these
amounts for each facility and divide by 60 to obtain the Total Adjusted Estimated Surgical Hours
(Column H).

For each service area with a projected population increase, calculate the Growth Factor based on
each service area’s projected population change between the reporting year and the projection year
[Column I: Growth Factor = (projection year service area population - reporting year service area
population) / reporting year service area population.]. If the calculated population growth is
negative, the Growth Factor is zero.

Multiply each facility’s Total Adjusted Estimated Surgical Hours (Column H) for the most recent
reporting year by each service area’s Growth Factor (Column I). Then add the product to the Total
Adjusted Estimated Surgical Hours to determine the Projected Surgical Hours for the projection
year [((Column H x Column 1) / 100) + Column H = Column J].

Divide each facility’s Projected Surgical Hours for the projection year by the Standard Hours per
OR per Year (based on group assignment) to determine the Projected Surgical ORs Required in the
projection year (Table 6B, Column J/ Table 64, Column M = Table 6B, Column K).
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Step 5: Determination of Health System Deficit/Surplus (exclusive of QUASFs; Table 6B, Columns L - M)

a. Sum the ORs, adjustments, and exclusions (Table 64, Columns D through J) for each facility to
obtain the Adjusted Planning Inventory (Table 6B, Column L).

b. Subtract the Adjusted Planning Inventory from the Projected Surgical ORs Required to obtain the
surpluses and deficits for each facility (Column M). (Note: In Column M, projected deficits appear
as positive numbers indicating that the methodology projects that more ORs will be needed in the
projection year than are in the current inventory.) Then for each health system, sum the deficits
and surpluses of each facility to arrive at the Projected OR Deficit/Surplus for the health system
(Column K — Column L = Column M).

Step 6: Determination of Service Area OR Need (Table 6B, Column N)
a. Round the health system deficits according to the rounding rules, below:

If a health system located in an OR service area with more than 10 ORs in the Adjusted
Planning Inventory has a projected fractional deficit of 0.50 or greater, round the deficit to the
next highest whole number. For each health system in an OR service area with more than 10
ORs and a projected deficit less than 0.50 or in which there is a projected surplus, there is no
need.

If a health system located in an OR service area with six to 10 ORs in the Adjusted Planning
Inventory has a projected fractional deficit of 0.30 or greater, round the deficit to the next
highest whole number. For each health system in an OR service area with six to 10 ORs and a
projected deficit less than 0.30 or in which there is a projected surplus, there is no need.

If a health system located in an OR service area with five or fewer ORs in the Adjusted Planning
Inventory has a projected fractional deficit of 0.20 or greater, round the deficit to the next
highest whole number. For each health system in an OR service area with five or fewer ORs
and a projected deficit less than 0.20 or in which there is a projected surplus, there is no need.

b. Add all rounded health systems deficits. Then adjust for any placeholders for need determinations
in previous SMFPs to calculate the Service Area Need (Column N).

c. Forthe current plan, the Service Area Need must be at least two to show an OR Need Determination
in Table 6C.

Unless otherwise specified by the methodology, calculations do not use rounded values. However,
fractional values are rounded automatically when displayed.
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NOTE: The need methodology excludes Dedicated C-Section ORs and associated cases from the
calculation of need determinations.

A dedicated C-section OR shall only be used to perform C-sections and other procedures performed
on the patient in the same visit to the C-section operating room, such that a patient receiving another
procedure at the same time as the C-section would not need to be moved to a different OR for the
second procedure.

Hospitals proposing to add a new OR for use as a dedicated C-section OR must obtain a CON but may
apply for a CON without regard to the need determinations in this chapter.
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Figure 6.1
Operating Room Service Areas
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Table 6A: Operating Room Inventory and Grouping (Combined Data for Hospitals and Ambulatory Surgical Facilities)

Case data for 10/1/2023 through 9/30/2024 as reported on the 2025 Hospital and Ambulatory Surgical Facility License Renewal Applications

A B C D E F G H 1 J K L M
CON:s for Total Standard
Service Area License Facility Inpatient |[Ambulatory | Shared | Excluded | Excluded CON Excluded | Surgical Group |Hours per
ORs ORs ORs | C-Section | Trauma/ | Adjustments | c_goction | Hours for OR per
ORs Burn ORs ORs | Grouping Year
Alamance H0272 Alamance Regional Medical Center 2 3’ 9 -2 0 0 0| 16,265.6 3 1,755
Alamance Total 2 3 9 ) 0 0 0
Alexander ‘H0274 ‘Alexander Hospital (closed) 0 o‘ 2 o‘ 0 0 0 0.0
Alexander Total 0 0‘ 2 0‘ 0 0 0
Alleghany ‘HOIOS ‘Alleghany Memorial Hospital 0 o‘ 2 0‘ 0 0 0 1294 4 1,500
Alleghany Total 0 0\ 2 0\ 0 0 0
Anson H0082  [Atrium Health Anson 0 0| 1 0| 0 0 0 473 4 1,500
Anson Total 0 0 1 0 0 0 0
Ashe ‘H0099 ‘Ashe Memorial Hospital 0 o‘ 2 0‘ 0 0 0 14735 4 1,500
Ashe Total 0 0 2 0 0 0 0
Avery H0037 Charles A. Cannon, Jr. Memorial Hospital 0 0 2 0 0 0 0 544.0 1,500
Watauga HO0077 Watauga Medical Center 1 0 6 -1 0 0 0 5,150.7 1,500
Appalachian Regional Healthcare System Total 1 0 8 -1 0 0 0
Avery/Watauga Total 1 0 8 -1 0 0 0
Beaufort HO0188 ECU Health Beaufort Hospital, A campus 1 0 5 -1 0 0 0 5,909.4 4 1,500
of ECU Health Medical Center
Beaufort Total 1 0 5 -1 0 0 0
Bertie ‘H0268 ‘ECU Health Bertie Hospital 0 o‘ 2 o‘ 0 0 0 3144 4 1,500
Bertie Total 0 0 2 0 0 0 0
Bladen ‘H0154 ‘Cape Fear Valley-Bladen County Hospital 0 O‘ 2 0’ 0 0 0 281.2 4 1,500
Bladen Total 0 0 2 0 0 0 0
Brunswick HO0250 Novant Health Brunswick Medical Center 1 4 -1 0 0 0 9,042.7 4 1,500
Brunswick HO150 J. Arthur Dosher Memorial Hospital 0 2 0 0 0 0 2,427.0 1,500
Brunswick Total 1 0 6 -1 0 0 0
Buncombe ‘HOO36 ‘Mission Hospital 8 9 30 -2 -1 0 0] 52,9528 2 1,950
Buncombe/Madison/Yancey Total 8 9 30 -2 -1 0 0
Burke Blue Ridge Surgery Center 0 0 0 0 4 0 0.0
Burke AS0040  |Surgery Center of Morganton Eye 0 0 0 1,281.0 5 1,312

Physicians
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Table 6A: Operating Room Inventory and Grouping (Combined Data for Hospitals and Ambulatory Surgical Facilities)

Case data for 10/1/2023 through 9/30/2024 as reported on the 2025 Hospital and Ambulatory Surgical Facility License Renewal Applications

A B C D E F G H 1 J K L M
Service Area License Facility Inpatient |[Ambulatory | Shared | Excluded | Excluded CON (I;xOCIIdef:; Sjlfgilal Group I_SI::::;.T:;.
ORs ORs ORs | C-Section | Trauma/ | Adjustments | c_goction | Hours for OR per
ORs Burn ORs ORs | Grouping Year

Burke H0062 UNC Health Blue Ridge 1 0 -1 0 -4 0 8,148.4 4 1,500
Burke Total 1 2 9 -1 0 0 0
Cabarrus HO0031 Atrium Health Cabarrus 4 0‘ 15 -2 0 2 0] 31,867.0 3 1,755
Cabarrus Total 4 0 15 -2 0 2 0
Caldwell AS0168 Prime Surgical Suites 0 3 0 0 0 0 0 2,359.1 1,312
Caldwell HO0061 Caldwell UNC Health Care 1 0 4 -1 0 0 0 4,220.9 4 1,500
UNC Health Total 1 3 4 -1 0 0 0
Caldwell Total 1 3 4 -1 0 0 0
Carteret AS0061  |The Surgical Center of Morehead City 0 2 0 0 0 0 0 1,777.8 1,312
Carteret H0222 Carteret General Hospital 1 0 5 -1 0 0 0 6,285.2 4 1,500
Carteret Total 1 2 5 -1 0 0 0
Catawba HO0053 Frye Regional Medical Center 2 4 15 0 0 0 0| 12,2389 4 1,500
Catawba H0223 Catawba Valley Medical Center 1 0 12 -1 0 0 1 17,370.7 1,755
Catawba Total 3 4 27 -1 0 0 1
Chatham ‘H0007 ‘Chatham Hospital 0 0] 2 0] 0 0 0 13541 4 1,500
Chatham Total 0 0 2 0 0 0 0
Cherokee ‘H0239 ‘Erlanger Murphy Medical Center 0 o‘ 4 o‘ 0 0 0 3,969.4| 4 1,500
Cherokee/Clay Total 0 0‘ 4 0‘ 0 0 0
Chowan ‘HOO63 ‘ECU Health Chowan Hospital 0 o\ 3 0\ 0 0 0 888.0, 4 1,500
Chowan Total 0 0 3 0 0 0 0
Cleveland AS0062  |Atrium Health Surgery Center Shelby 0 0 0 0 0 0 688.3 1,312
Cleveland H0024 Atrium Health Cleveland 1 8 -1 0 0 0 9,046.3 4 1,500
Atrium Health Total 1 4 8 -1 0 0 0
Cleveland ‘ASOO49 ‘Eye Surgery Center of Shelby 0 2‘ 0 0‘ 0 0 0  1,360.9
Cleveland Total 1 6‘ 8 -1 0 0 0
Columbus ‘HOO45 ‘Columbus Regional Healthcare System 1 0‘ 5 -1 ’ 0 0 0
Columbus Total 1 0 5 -1 0 0 0
Craven ‘HOZO 1 ‘CarolinaEast Medical Center 3 6 ‘ 9 -1 0 0 0




Table 6A: Operating Room Inventory and Grouping (Combined Data for Hospitals and Ambulatory Surgical Facilities)

Case data for 10/1/2023 through 9/30/2024 as reported on the 2025 Hospital and Ambulatory Surgical Facility License Renewal Applications

A B C D E F G H 1 J K L M
CON:s for Total Standard
Service Area License Facility Inpatient |[Ambulatory | Shared | Excluded | Excluded CON Excluded | Surgical Group |Hours per
ORs ORs ORs | C-Section | Trauma/ | Adjustments | c_goction | Hours for OR per
ORs Burn ORs ORs | Grouping Year
Craven/Jones/Pamlico Total 3 6 9 -1 0 0 0
Cumberland HO0213 Cape Fear Valley Medical Center 5 0 14 -3 0 1 0| 27,703.1 3 1,755
Cumberland HO0275 Highsmith-Rainey Specialty Hospital 0 0 3 0 0 0 0 2,410.8 4 1,500
Cape Fear Valley Health System Total 5 0 17 -3 0 1 0
Cumberland Total 5 0‘ 17 -3 0 1 0
Dare HO0273 The Outer Banks Hospital 1 O‘ 3 -1 0 0 0 1,197.5 4 1,500
Dare Total 1 0 3 -1 0 0 0
Davidson HO0027 Lexington Medical Center 0 0 4 0 0 2 0 5,601.9 4 1,500
Davidson HO112 Novant Health Thomasville Medical Center 1 0 5 -1 0 0 0 4,124.3 4 1,500
Davidson Total 1 0 9 -1 0 2 0
Davie [HO171  |Davie Medical Center 0 0) 3 0| 0 0 0 44101 4 1,500
Davie Total 0 0 3 0 0 0 0
Duplin ‘H0166 ‘ECU Health Duplin Hospital 0 o‘ 3 0‘ 0 0 0 18139 4 1,500
Duplin Total 0 0 3 0 0 0 0
Durham HO0015 Duke University Hospital* 6 9 50 -1 2 0| 135,755.7 1 1,950
Durham H0233 Duke Regional Hospital 2 0 13 -2 0 0 0] 19,999.6 3 1,755
Duke University Health System Total 8 9 63 -2 -1 2 0
Durham HO0075 North Carolina Specialty Hospital 0 0 4 0 0 9,724.2 4 1,500
Durham UNC Hospitals Cary Campus 0 0 0 0 2 0 0.0
Durham/Warren Total 8 9 67 -2 -1 4 0
Edgecombe ‘H0258 ‘ECU Health Edgecombe Hospital 1 0 5 -1 0 0 0 2,193.3 4 1,500
Edgecombe Total 1 0 5 -1 0 0 0
Forsyth H0209 Novant Health Forsyth Medical Center 6 26 -3 0 4 0] 58,270.1 2 1,950
Forsyth H0229 Novant Health Medical Park Hospital 0 10 0 0 0 0] 15,8234 3 1,755
Novant Health Total 6 4 36 -3 0 4 0
Forsyth ‘HOOI 1 ‘Atrium Health Wake Forest Baptist* 4 8‘ 35 o] 2 11 0 89,9914 1 1,950
Forsyth/Yadkin Total 10 12‘ 71 -3 -2 15 0
Franklin [H0267-B | Maria Parham-Franklin** 0 0 3 0| 0 -1 0




Table 6A: Operating Room Inventory and Grouping (Combined Data for Hospitals and Ambulatory Surgical Facilities)

Case data for 10/1/2023 through 9/30/2024 as reported on the 2025 Hospital and Ambulatory Surgical Facility License Renewal Applications

A B C D E F G H 1 J K L M
. . . . CONs for |  Total Standard
Service Area License Facility Inpatient |Ambulatory | Shared Exclud.ed Excluded .CON Excluded | Surgical Group |Hours per
ORs ORs ORs | C-Section | Trauma/ | Adjustments | c_goction | Hours for OR per
ORs Burn ORs ORs | Grouping Year
Franklin Same Day Surgery Center 0 0 0 0 0 2 0 0.0
Franklin Total 0 0 3 0 0 1 0
Gaston ‘HOIOS ‘CaroMont Regional Medical Center 5 o‘ 18 -4 0 0 0 229156/ 3 1,755
Gaston Total 5 0 18 -4 0 0 0
Granville ‘HOO98 ‘Granville Health System 0 o\ 3 0\ 0 0 01,7140 4 1,500
Granville Total 0 0 3 0 0 0 0
Guilford Atrium Health Wake Forest Baptist 0 0 0 2 0 0.0
Greensboro Medical Center
Guilford HO0052 Atrium Health Wake Forest Baptist - High 3 0 8 -1 0 -2 0 11,1473 4 1,500
Point Medical Center
Atrium Health Total 3 0 8 -1 0 0 0
Guilford HO159 Cone Health 4 13 29 0 -1 -5 0 61,936.7 1,950
Guilford H0073 Kindred Hospital - Greensboro 0 0 1 0 0 0 145.0 4 1,500
Guilford/Caswell Total 7 13 38 -1 -1 -5 0
Halifax ‘H0230 ‘ECU Health North Hospital 0 o‘ 6 0‘ 0 0 o 27913 4 1,500
Halifax/Northampton Total 0 0‘ 6 0‘ 0 0 0
Harnett ‘H0224 ‘Cape Fear Valley Betsy Johnson Hospital 0 0‘ 7 0‘ 0 0 0 4,631.8 4 1,500
Harnett Total 0 0 7 0 0 0 0
Haywood ‘HOOZS ‘Haywood Regional Medical Center 0 0‘ 7 0‘ 0 0 o 72772 4 1,500
Haywood Total 0 0 7 0 0 0 0
Henderson AS0177  |Western Carolina Surgery Center 0 1 0 0 0 0 0 661.5 1,312
Henderson HO0019 AdventHealth Hendersonville 1 0 5 -1 0 0 0 8,176.5 4 1,500
Adventist Health Total 1 1 5 -1 0 0 0
Henderson AS0186  |The Surgery Center at Mills River 0 1 0 0 0 1 0 915.0 1,312
Henderson HO161 Margaret R. Pardee Memorial Hospital 0 0 9 0 -1 1] 10,901.5 4 1,500
UNC Health Total 0 1 9 0 0 0 1
Henderson Total 1 2 14 -1 0 0 1
Hertford H0001 ECU Health Roanoke-Chowan Hospital 1 0 5 -1 0 0 0 916.9 4 1,500
Hertford Total 1 0 5 -1 0 0 0
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Table 6A: Operating Room Inventory and Grouping (Combined Data for Hospitals and Ambulatory Surgical Facilities)

Case data for 10/1/2023 through 9/30/2024 as reported on the 2025 Hospital and Ambulatory Surgical Facility License Renewal Applications

A B C D E F G H 1 J K L M
CON:s for Total Standard
Service Area License Facility Inpatient |[Ambulatory | Shared | Excluded | Excluded CON Excluded | Surgical Group Hours per
ORs ORs ORs | C-Section | Trauma/ | Adjustments | c_goction | Hours for OR per
ORs Burn ORs ORs | Grouping Year
Hoke H0288 Cape Fear Valley Hoke Hospital 1 2 -1 0 1,879.5 4 1,500
Hoke HO0287 FirstHealth Moore Regional Hospital - 0 0 2 0 0 0 490.6 1,500
Hoke Campus
Hoke Total 1 0 4 -1 0 0 0
Iredell H0248 Iredell Davis Regional Medical Center** 1 0 5 -1 0 -1 0 0.0
Iredell HO0259 Duke Health Lake Norman Hospital 1 2 7 -1 0 0 0 6,693.3 4 1,500
Community Health Systems Total 2 2 12 -2 0 -1 0
Iredell ‘H0164 ‘Iredell Memorial Hospital 1 0 9 -1 0 0 0 11,375.7 4 1,500
Iredell Total 3 2 21 -3 0 -1 0
Swain H0069 Swain Community Hospital 0 0 1 0 0 0 0 0.0
Jackson HO0087 Harris Regional Hospital 1 0 6 -1 0 0 0 6,086.5 4 1,500
Dutke LifePoint Total 1 0 7 -1 0 0 0
Jackson/Graham/Swain Total 1 0 7 -1 0 0 0
Johnston ‘HOISI ‘UNC Health Johnston 2 0 8 2 0 0 0 81266 4 1,500
Johnston Total 2 0\ 8 2 0 0 0
Lee ‘H0243 ‘Central Carolina Hospital 1 o‘ 6 -1 0 0 0 23110 4 1,500
Lee Total 1 0‘ 6 -1 0 0 0
Lenoir ‘H0043 ‘UNC Lenoir Health Care 1 o‘ 9 -1 0 0 0 42985 4 1,500
Lenoir Total 1 0\ 9 -1 0 0 0
Lincoln ‘H0225 ‘Atrium Health Lincoln 1 1 \ 3 -1] 0 0 0 50337 4 1,500
Lincoln Total 1 1 3 -1 0 0 0
Macon H0034 Angel Medical Center 0 0 3 0 0 0 0 1,230.6 4 1,500
Macon H0193 Highlands-Cashiers Hospital 0 0 2 0 0 0 0 36.3 1,500
Mission Health Total 0 0 5 0 0 0 0
Macon Total 0 0 5 0 0 0 0
Martin ‘HOO78 ‘Martin General Hospital (closed) 0 0 2 0 0 0 0 0.0
Martin Total 0 0\ 2 0\ 0 0 0
McDowell ‘HOO97 ‘Mission Hospital McDowell 1 o] 3 -1 ] 0 0 0 12153 4 1,500
McDowell Total 1 0‘ 3 -1 0 0 0




Table 6A: Operating Room Inventory and Grouping (Combined Data for Hospitals and Ambulatory Surgical Facilities)

Case data for 10/1/2023 through 9/30/2024 as reported on the 2025 Hospital and Ambulatory Surgical Facility License Renewal Applications

A B C D E F G H | J K L M
CON:s for Total Standard
Service Area License Facility Inpatient |[Ambulatory | Shared | Excluded | Excluded CON Excluded | Surgical Group |Hours per
ORs ORs ORs | C-Section | Trauma/ | Adjustments | c_goction | Hours for OR per
ORs Burn ORs ORs | Grouping Year
Mecklenburg H0042 Atrium Health Pineville 0 12 -2 0 0 1| 26,194.1 3 1,755
Mecklenburg HO0071 Carolinas Medical Center/Center for 9 11 44 -4 -1 0] 134,356.3 1 1,950
Mental Health
Mecklenburg HO0255 Atrium Health University City 1 0 7 -1 0 1 1 7,794.5 4 1,500
Atrium Health Total 13 11 63 -7 -1 10 2
Mecklenburg Novant Health Steele Creek Medical Center 0 0 0 0 0 2 1 0.0
Mecklenburg HO0010 Novant Health Presbyterian Medical Center 6 6 28 -3 0 -2 0] 62,011.5 2 1,950
Mecklenburg H0270 Novant Health Matthews Medical Center 2 0 6 -2 0 1 0| 10,4213 4 1,500
Mecklenburg H0282 Novant Health Huntersville Medical Center 2 0 7 -2 0 0 0 9,701.6 4 1,500
Mecklenburg H0290 Novant Health Mint Hill Medical Center 1 0 3 -1 0 0 0 2,696.8 4 1,500
Mecklenburg H0292 Novant Health Ballantyne Medical Center 1 0 2 -1 0 0 0 2,613.6 4 1,500
Novant Health Total 12 6 46 -9 0 1 1
Mecklenburg ‘ ‘2025 Need Determination 0 0‘ 0 0‘ 0 5 0 0.0
Mecklenburg Total 25 17 109 -16‘ -1 16 3
Mitchell ‘H0169 ‘Blue Ridge Regional Hospital 0 o‘ 3 o‘ 0 0 0 609.1 4 1,500
Mitchell Total 0 3 0 0
Montgomery H0003 FirstHealth Montgomery Memorial 0 0 2 0 0 0 0 134.3 4 1,500
Hospital
Montgomery Total 0 2 0
Moore HO0100 FirstHealth Moore Regional Hospital and 0 15 0 0 1| 23,829.1 3 1,755
Pinehurst Treatment Center
Moore AS0022  |The Eye Surgery Center of the Carolinas 0 3 0 0 0 0 2,208.3 5 1,312
Moore Southern Pines Surgery Center 0 0 0 0 0 2 0 0.0
Moore AS0069 Surgery Center of Pinehurst 0 6 0 0 0 -2 0 6,659.0 6 1,312
Surgery Center of Pinehurst Health Total 0 6 0 0 0 0 0
Moore Total 2 9 15 0 0 0 1
Nash Carolina Vascular Care 0 0 0 0 0 1 0 0.0
Nash HO0228 Nash General Hospital 1 0 13 -1 0 0 0| 17,661.1 3 1,755
Nash Total 1 0 13 -1 0 1 0




Table 6A: Operating Room Inventory and Grouping (Combined Data for Hospitals and Ambulatory Surgical Facilities)

Case data for 10/1/2023 through 9/30/2024 as reported on the 2025 Hospital and Ambulatory Surgical Facility License Renewal Applications

A B C D E F G H 1 J K L M
CON:s for Total Standard
Service Area License Facility Inpatient |[Ambulatory | Shared | Excluded | Excluded CON Excluded | Surgical Group |Hours per
ORs ORs ORs | C-Section | Trauma/ | Adjustments | c_goction | Hours for OR per
ORs Burn ORs ORs | Grouping Year
New Hanover HO0221 Novant Health New Hanover Regional 5 4 33 -3 -1 0 0| 56,208.7 2 1,950
Medical Center
New Hanover Total 5 4 33 -3 -1 0 0
Onslow H0048  |Onslow Memorial Hospital 1 4 5 -1 0 0 0 83216 4 1,500
Onslow Total 1 4‘ 5 -1 0 0 0
Orange ‘H0157 ‘University of North Carolina Hospitals 3 6‘ 37 -3 -2 11 0] 70,596.8 1 1,950
Orange Total 3 6‘ 37 3 2 11 0
Pasquotank ‘H0054 ‘Sentara Albemarle Medical Center 2 0] 8 -2] 0 0 0 90852 4 1,500
Pasq-Cam-Cur-Gates-Perq Total 2 0‘ 8 -2 0 0 0
Pender [HO115  Novant Health Pender Medical Center 0 0) 2 0| 0 0 0 876.5| 4 1,500
Pender Total 0 0 2 0 0 0 0
Person ‘HOO66 ‘Person Memorial Hospital 1 o‘ 4 -1 0 0 0 605.6| 4 1,500
Person Total 1 0 4 -1 0 0 0
Pitt HO0104 ECU Health Medical Center 7 26 -4 -1 3 0] 72,349.5 1 1,950
Pitt 2025 Need Determination 0 0 0 0 5 0 0.0
Pitt/Greene/Hyde/Tyrrell Total 7 0 26 -4 -1 8 0
Polk [H0079  [AdventHealtlh Polk 0 0| 3 0| 0 0 0 7103 4 1,500
Polk Total 0 0 3 0 0 0 0
Randolph ‘HOOB ‘Randolph Hospital 1 2‘ 5 -1‘ 0 0 0 45710 4 1,500
Randolph Total 1 2 5 -1 0 0 0
Richmond HO0158 FirstHealth Moore Regional Hospital - 1 0 3 -1 0 0 0 2,461.9 4 1,500
Richmond
Richmond Total 3 -1 0
Robeson AS0150  |The Surgery Center at Southeastern Health 0 4 0 0 0 70.5 5 1,312
Park
Robeson H0064 Southeastern Regional Medical Center 2 0 5 -1 0 0 0 5,397.5 4 1,500
UNC Health Total 2 4 5 -1 0 0 0
Robeson Total 2 4 5 -1 0 0 0
Rockingham ‘HOO72 ‘UNC Rockingham Hospital 1 0 5 -1 0 0 0 802.1 4 1,500




Table 6A: Operating Room Inventory and Grouping (Combined Data for Hospitals and Ambulatory Surgical Facilities)

Case data for 10/1/2023 through 9/30/2024 as reported on the 2025 Hospital and Ambulatory Surgical Facility License Renewal Applications

A B C D E F G H I J K L M
CON:s for Total Standard
Service Area License Facility Inpatient |[Ambulatory | Shared | Excluded | Excluded CON Excluded | Surgical Group Hours per
ORs ORs ORs | C-Section | Trauma/ | Adjustments | c_goction | Hours for OR per
ORs Burn ORs ORs | Grouping Year
Rockingham H0023 Annie Penn Hospital 0 0 4 0 0 0 0 2,787.1 4 1,500
Rockingham Total 1 0‘ 9 -1 0 0 0
Rowan ‘H0040 ‘Novant Health Rowan Medical Center 2 3‘ 8 2 0 0 0 162360/ 3 1,755
Rowan Total 2 3‘ 8 2 0 0 0
Rutherford ‘H0039 ‘Rutherford Regional Medical Center 0 o‘ 5 0‘ 0 0 0 30187 4 1,500
Rutherford Total 0 0\ 5 0\ 0 0 0
Sampson ‘HOO67 ‘Sampson Regional Medical Center 0 o‘ 8 0‘ 0 0 o 21175 4 1,500
Sampson Total 0 0‘ 8 0‘ 0 0 0
Scotland ‘H0107 ‘Scotland Memorial Hospital 1 o‘ 5 -1 0 0 0 559.4 4 1,500
Scotland Total 1 0‘ 5 -1 0 0 0
Stanly ‘HOOOS ‘Atrium Health Stanly 1 o‘ 5 -1 0 0 o 27714 4 1,500
Stanly Total 1 0\ 5 -1 0 0 0
Stokes ‘H0165 ‘LifeBrite Community Hospital of Stokes 0 2‘ 2 0‘ 0 0 0 2164 4 1,500
Stokes Total 0 2 2 0 0 0 0
Surry H0049 Hugh Chatham Memorial Hospital 1 5 -1 0 0 0 5,061.2 4 1,500
Surry HO0184 Northern Regional Hospital 1 4 -1 0 0 0 3,488.3 1,500
Surry Total 2 0 9 -2 0 0 0
Transylvania ‘HOI 11 ‘Transylvania Regional Hospital 0 0‘ 4 0‘ 0 0 0 10152 4 1,500
Transylvania Total 0 0‘ 4 0‘ 0 0 0
Union ‘HOOSO ‘Atrium Health Union 2 o‘ 7 2 0 0 0 109649 4 1,500
Union Total 2 0‘ 7 2 0 0 0
Vance ‘H0267-A ‘Maria Parham Health 0 o\ 5 0\ 0 0 0 3,897 4 1,500
Vance Total 0 0 5 0 0 0 0
Wake H0238 Duke Raleigh Hospital 0 0 15 0 -1 0] 25,694.7 3 1,755
Wake WakeMed Garner Hospital 0 0 0 0 2 0 0.0
Wake HO199  |[WakeMed 8 0 19 -4 -1 0 0 49,463.6 1,950
Wake H0276 WakeMed Cary Hospital 2 0 10 -2 0 1 0] 14,204.8 4 1,500
WakeMed Health & Hospitals Total 10 0 29 -6 -1 3 0




Table 6A: Operating Room Inventory and Grouping (Combined Data for Hospitals and Ambulatory Surgical Facilities)

Case data for 10/1/2023 through 9/30/2024 as reported on the 2025 Hospital and Ambulatory Surgical Facility License Renewal Applications

A B C D E F G H 1 J K L M
CON:s for Total Standard
Service Area License Facility Inpatient |[Ambulatory | Shared | Excluded | Excluded CON Excluded | Surgical Group |Hours per
ORs ORs ORs | C-Section | Trauma/ | Adjustments | c_goction | Hours for OR per
ORs Burn ORs ORs | Grouping Year
Wake HO0065 UNC Health Rex 27 -5 1 1| 59,1414 2 1,950
Wake 2024 Need Determination 0 0 0 0 4 0 0.0
Wake Total 15 0 71 -11 -1 7 1
Washington ‘HOOO6 ‘Washington Regional Medical Center 0 o‘ 2 0‘ 0 0 0 0.0
Washington Total 0 0‘ 2 0‘ 0 0 0
Wayne ‘H0257 ‘Wayne UNC Health Care 1 2‘ 11 -1 0 0 0 11,2647 4 1,500
Wayne Total 1 2\ 11 -1 0 0 0
Wilkes H0153  |Wilkes Medical Center 1 1| 4 -1 0 0 0 33678 4 1,500
Wilkes Total 1 1 4 -1 0 0 0
Wilson Wilson Surgery Center 0 0 0 0 4 0 0.0
Wilson AS0005 Wilson Medical Center*** 0 4 0 0 0 -4 0 0.0
Wilson HO0210 Wilson Medical Center 1 0 9 -1 0 0 0 3,965.5 4 1,500
Duke LifePoint Total 1 4 9 -1 0 0 0
Wilson AS0007  |Wilson OB-GYN 0 1 0 0 0 0 0 48.0 6 1,312
Wilson Total 1 5 9 -1 0 0 0
Grand Total 157 133 944 -102 -11 62 7

*  Duke University Hospital has 16 licensed operating rooms (ORs) approved under Policy AC-3 (J-008030-07). Atrium Health Wake Forest Baptist has certificates of need
(G-008460-10 & G-011519-18) for 11 ORs approved under Policy AC-3. These 27 ORs are counted when determining OR need.

**  The facilitiy's licensed ORs were not operational during the reporting year.

*** Facility ORs were under development during the reporting year.
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‘Alamance H0272 |Alamance Regional Medical Center 1,679 138.6 7,750 95.9 16,266 ‘ 443 16,986 9.68 12 -2.32
‘Alamance Total**** 0
‘Alexander ‘H0274 ‘Alexander Hospital (closed)** 0 0.0 0 0.0 0 ‘ 0 0.00 2 22.00
‘Alexander Total 0
‘Alleghany ‘HOI 08 ‘Alleghany Memorial Hospital /41 0 0.0 79 92.2 121 ‘ 0.88 122 0.08 2 -1.92
‘Alleghany Total 0
’Anson ‘HOOSZ ‘Atrium Health Anson™/{++ 0 0.0 28 92.2 43 ‘ -1.19 43 0.03 1 -0.97
‘Anson Total 0
‘Ashe ‘H0099 ‘Ashe Memorial Hospital*/f 155 134.4 732 90.0 1,445 ‘ 0.83) 1,445 0.96 2 -1.04
Ashe Total 0
Avery HO0037 |Charles A. Cannon, Jr. Memorial 17 68.8 635 49.6 544 0.15 545 0.36 2 -1.64
Hospital 71/11++
Watauga HO0077 |Watauga Medical Centert /17t 718 74.5 5,035 50.8 5,151 0.15 5,159 3.44 -2.56
Appalachian Regional Healthcare System Total 3.80 -4.20
Avery/Watauga Total 0
Beaufort HO0188 |ECU Health Beaufort Hospital, A campus 515 121.0 3,280 89.1 5,909 -0.23 5,909 3.94 5 -1.06
of ECU Health Medical Centerf/{7¥
Beaufort Total 0
Bertie ‘H0268 ‘ECU Health Bertie Hospital 0 0.0 524 36.0 314 -2.87 314 0.21 2 -1.79
Bertie Total 0
Bladen HO0154 |Cape Fear Valley-Bladen County 2 105.7 244 68.3 281 4.68 294 0.20 2 -1.80
Hospital{1/11t
Bladen Total 0
Brunswick HO0250 |Novant Health Brunswick Medical 848 119.0 4,355 92.2 8,373 14.22 9,563 6.38 4 2.38
Center™/t1+
Brunswick HO0150 |J. Arthur Dosher Memorial Hospital 133 108.0 2,188 60.0 2,427 14.22 2,772 1.85 2 -0.15
Brunswick Total**** 2.38 3
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Buncombe HO0036 |Mission Hospital t1f 11,802 138.4 17,532 88.1 52,953 4,10 55,125 28.27 44 -15.73
Buncombe/Madison/Yancey Total**** 0
Burke Blue Ridge Surgery Center 0.0 0 0.0 0 0 0.00 4 -4.00
Burke AS0040 |Surgery Center of Morganton Eye 0 0.0 2,562 30.0 1,281 1.21 1,296 0.99 -1.01
Physicians
Burke H0062 |UNC Health Blue Ridge 1,269 110.2 5,008 69.7 8,148 1.21 8,247 5.50 5 0.50
Burke Total 0
Cabarrus ‘H0031 ‘Atrium Health Cabarrus™/""* 5,391 194.4 6,547 130.4 31,697 7.40 34,044 19.40 19 0.40
Cabarrus Total**** 0
Caldwell AS0168 |Prime Surgical Suites 0 0.0 2,722 52.0 2,359 0.84 2,379 1.81 3 -1.19
Caldwell HO0061 |Caldwell UNC Health Care¥ 914 79.4 3,276 55.2 4,221 0.84 4,256 2.84 4 -1.16
UNC Health Total 4.65 7 -2.35
Caldwell Total 0
Carteret AS0061 |The Surgical Center of Morehead City 0 0.0 1,641 65.0 1,778 2.75 1,827 1.39 2 -0.61
Carteret H0222 |Carteret General Hospital™* 982 109.0 2,728 92.2 5,975 2.75 6,140 4.09 5 -0.91
Carteret Total 0
Catawba HO0053 |Frye Regional Medical Center/"/1/111 2,114 134.4 4,211 92.2 11,205 4.43 11,702 7.80 21 -13.20
Catawba H0223 |Catawba Valley Medical Center 2,063 141.5 7,072 106.1 17,371 4.43 18,140 10.34 12 -1.66
Catawba Total**** 0
’Chatham ‘H0007 ‘Chatham Hospital M/4+ 17] 1200 781 92.2 1,234 ‘ 6.59 1,315 0.88 2 112
‘Chatham Total 0
‘Cherokee ‘H0239 ‘Erlanger Murphy Medical Center/ /1 /4++ 158 1344 2,122 92.2 3,614 ‘ 3700 3,748 2.50 4 -1.50
‘Cherokee/Clay Total 0
‘Chowan ‘H0063 ‘ECU Health Chowan Hospital 11 359 67.0 671 43.6 888 \ 20.18 888 0.59 3 241
‘Chowan Total 0
’Cleveland ‘ASOO62 ‘Atrium Health Surgery Center Shelbyt11+ 0 0.0 1,475 35.2 865 ] 2.53 887 0.68 4 332
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‘Cleveland H0024 |Atrium Health Cleveland™/ {1} 1,098 129.6 3,949 92.2 8,439 ‘ 2.53 8,653 5.77 8 -2.23
Atrium Health Total 6.44 12 -5.56
‘Cleveland ‘ASOO49 ‘Eye Surgery Center of Shelby 0 0.0 2,634 31.0 1,361 ‘ 253 1,395 1.06 2 0.94

‘Cleveland Total 0
‘Columbus ‘H0045 ‘Columbus Regional Healthcare System 732 95.7 2,893 55.6) 3,848 ‘ 457 4,024 2.68 5 232

Columbus Total 0
’Craven ‘HOZOI ‘CarolinaEast Medical Center 2,608)  111.0 12,478 475 14,703 ‘ 020 14,732 9.82 17, 7.8

Craven/Jones/Pamlico Total 0
Cumberland [H0213 |Cape Fear Valley Medical Center 4,893 162.3 6,848 126.8 27,703 0.00, 27,703 15.79 17 -1.21
Cumberland [H0275 |Highsmith-Rainey Specialty Hospital 41 92.1 2,001 70.4 2,411 0.00 2,411 1.61 3 -1.39
Cape Fear Valley Health System Total 17.39 20 -2.61

‘Cumberland Total**** 0
’Dare ‘H0273 ‘The Outer Banks Hospital{/{t+ 144 82.5 1,239 48.4 1,197 2.27 1,225 0.82 3 -2.18

Dare Total 0
Davidson H0027 [Lexington Medical Center™/"/4/+1+ 467 134.4 2,677 92.2 5,159 3.79 5,355 3.57 6 -2.43
Davidson HO112 |Novant Health Thomasville Medical 447 127.1 4,081 46.7 4,124 3.79 4,281 2.85 5 -2.15

Centerf/T+1+

Davidson Total**** 0
‘Davie ‘H0171 ‘Davie Medical Center/4/++ 79 134.4 3,384 74.8 4,396 ‘ 501 4,616 3.08 3 0.08

‘Davie Total 0
‘Duplin ‘H0166 ‘ECU Health Duplin Hospital 335 66.1 1,548 56.0 1,814 \ 473 1,900 127 3 -1.73

Duplin Total 0
Durham HO0015 |Duke University Hospital* 17,374 272.0 23,984 142.6| 135,756 4,51 141,875 72.76 66 6.76
Durham H0233 |Duke Regional Hospital"/{++ 2,980 187.0 4,473 130.4 19,011 4.51 19,868 11.32 13 -1.68
Duke University Health System Total 84.08 79 5.08
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Durham HO0075 |North Carolina Specialty 559 134.4 4,952 92.2 8,861 4.51 9,260 6.17 4 2.17
Hospital "/ 1/+ 1+
Durham UNC Hospitals Cary Campus 0 0.0 0 0.0 0 0 0.00 2 -2.00
Durham/Warren Total**** 7.25 7
Edgecombe ‘HOZSS ‘ECU Health Edgecombe Hospital 445 112.0 1,460 56.0 2,193 0.34 2,201 1.47 5 -3.53
Edgecombe Total 0
Forsyth H0209 |Novant Health Forsyth Medical Center 9,403 153.4 21,724 94.5 58,270 2.87 59,942 30.74 37 -6.26
Forsyth H0229 |Novant Health Medical Park Hospital 478 193.1 9,357 91.6 15,823 2.87] 16,277 9.27 10 -0.73
Novant Health Total 40.01 47 -6.99
Forsyth ‘HOOI 1 ‘Atrium Health Wake Forest Baptist* 14,107 230.0 15,729 137.0 89,991 2.87 92,573 47.47 56 -8.53
Forsyth/Yadkin Total**** 0
Franklin H0267-B|Maria Parham-Franklin** 0 0.0 0 0.0 0 0 0.00 -2.00
Franklin Same Day Surgery Center 0.0 0.0 0.00 -2.00
Franklin Total 0
(Gaston [HO105  |CaroMont Regional Medical Center 4,639 102.0 11,272 800/ 22916 449 23945 13.64 190 -536
‘Gaston Total**** 0
‘Granville ‘H0098 ‘Granville Health System®/+++ 436 72.5 2,048 34.8 1,714 ‘ 409 1,784 1.19 3 -1.81
Granville Total 0
Guilford Atrium Health Wake Forest Baptist 0 0.0 0 0.0 0 0 0.00 2 -2.00
Greensboro Medical Center
Guilford HO0052 |Atrium Health Wake Forest Baptist - High 2,109 130.9 3,873 92.2 10,552 4.57 11,034 7.36 8 -0.64
Point Medical Center™/{/1+1
Atrium Health Total 7.36 10 -2.64
Guilford HO159 |Cone Healtht 8,583 159.7 18,546 126.5 61,937 4.57 64,769 33.21 40 -6.79
Guilford HO0073 |Kindred Hospital - Greensboro 129 59.0 17 64.0 145 4.57 152 0.10 1 -0.90
Guilford/Caswell Total**** 0
Halifax ‘H0230 ‘ECU Health North Hospital 717 82.0 1,937 56.1 2,791 -3.06 2,791 1.86 6 -4.14
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‘Halifax/Northampton Total 0
Harnett H0224 |Cape Fear Valley Betsy Johnson 755 108.9 2,404 81.4 4,632 7.13 4,962 3.31 7 -3.69
Hospital /11T
Harnett Total**** 0
‘Haywood ‘HOOZS ‘Haywood Regional Medical Center 1,099 1155 3,814 81.2 7,277 2,66 7,470 4.98 7 2.02
Haywood Total 0
Henderson AS0177 |Western Carolina Surgery Center"” 0 0.0 567 68.5 647 4.66 677 0.52 1 -0.48
Henderson HO0019 |AdventHealth Hendersonville 1,020 100.0 5,113 76.0 8,176 4.66 8,557 5.70 5 0.70
Adventist Health Total 6.22 6 0.22
Henderson AS0186 |The Surgery Center at Mills River{{+t 0 0.0 915 31.9 486 4.66 509 0.39 2 -1.61
Henderson HO161 |Margaret R. Pardee Memorial Hospital 2,006 115.0 5,800 73.0 10,902 4.66 11,409 7.61 8 -0.39
UNC Health Total 7.99 10 -2.01
Henderson Total 0
Hertford H0001 |ECU Health Roanoke-Chowan 442 50.7 1,007 324 917 -3.74 917 0.61 5 -4.39
Hospital /111
Hertford Total 0
Hoke H0288 |Cape Fear Valley Hoke Hospital ™/t 53 89.4 1,116 92.2 1,794 5.20 1,887 1.26 -0.74
Hoke HO0287 |FirstHealth Moore Regional Hospital - 0 0.0 669 44.0 491 5.20 516 0.34 2 -1.66
Hoke Campus
Hoke Total 0
Iredell H0248 |Iredell Davis Regional Medical Center** 0 0.0 0 0.0 0 0 0.00 4 -4.00
Tredell HO0259 |Duke Health Lake Norman Hospitalt/11+ 1,350 101.2 5,476 48.4 6,693 7.31 7,183 4.79 9 -4.21
Community Health Systems Total 4.79 13 -8.21
Iredell ‘H0164 ‘Iredell Memorial Hospital*/+1/1++ 1,111 104.5 5,710 92.2 10,708 7.31 11,490 7.66 9 -1.34
Iredell Total**** 0
Swain H0069 |Swain Community Hospital** 0 0.0 0 0.0 0 0 0.00 1 -1.00
Jackson HO0087 |Harris Regional Hospital 756 105.4 4,406 64.8 6,087 0.71 6,130 4.09 6 -1.91
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Duke LifePoint Total 4.09 7 -2.91
‘J ackson/Graham/Swain Total 0
[Johnston [HO151 |UNC Health Johnston 1,398 95.4 5,709 62.1 8127 1143 9,056 6.04 8 -1.96
‘J ohnston Total**** 0
‘Lee ‘H0243 ‘Central Carolina Hospital /1 235 110.2 1,593 70.8 2,311 ‘ 6.54 2,462 1.64 6 436
‘Lee Total 0
’Lenoir ‘HOO43 ‘UNC Lenoir Health Care 916 104.8 3,543 45.7 4,299 ‘ 0.06 4,301 2.87 9 -6.13
‘Lenoir Total 0
[Lincoln [H0225  [Atrium Health Lincoln™ 524 1159 2,389 922 4683 795 5055 337 4 -0.63
Lincoln Total 0
Macon H0034 |Angel Medical Centerft¥ 167 130.9 785 66.2 1,231 3.76 1,277 0.85 3 -2.15
Macon HO193 |Highlands-Cashiers Hospital /{7t 5 134.4 20 70.7 35 3.76 36 0.02 -1.98
Mission Health Total 0.88 5 -4.12
‘Macon Total 0
‘Martin ‘HOO78 ‘Martin General Hospital (closed)t/11++ 0 0.0 0 0.0 0 ‘ 0 0.00 2 -2.00
‘Martin Total 0
‘McDowell ‘H0097 ‘Mission Hospital McDowell$/11++ 185 92.2 852 65.6 1,215 \ 032 1219 0.81 3 2.19
McDowell Total 0
Mecklenburg |[H0042 |Atrium Health Pineville®/" 3,534 194.4 6,649 130.4 25,903 6.38| 27,555 15.70 13 2.70
Mecklenburg |[HO071 |Carolinas Medical Center/Center for 19,565 235.0 24,221 143.0] 134,356 6.38| 142,929 73.30 68 5.30
Mental Health
Mecklenburg |[H0255  |Atrium Health University City”/1/11+ 1,020 1344 4,043 79.0 7,608 6.38 8,094 5.40 8 -2.60
Atrium Health Total 94.39 89 5.39
Mecklenburg Novant Health Steele Creek Medical Center 0 0.0 0 0.0 0 0 0.00 2 -2.00
Mecklenburg [HO010 |Novant Health Presbyterian Medical 7,413 175.0 24,754 97.9 62,012 6.38 65,968 33.83 35 -1.17
Centerf
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Mecklenburg |[H0270 |Novant Health Matthews Medical 1,428 119.0 4,490 922 9,731 6.38) 10,352 6.90 7 -0.10
Center™/+1+
Mecklenburg |H0282 |Novant Health Huntersville Medical 1,181 107.3 4,829 92.2 9,532 6.38 10,140 6.76 7 -0.24
Center™
Mecklenburg |[H0290 |Novant Health Mint Hill Medical 133 1344 1,408 922 2,461 6.38 2,618 1.75 3 -1.25
Center™/"/+1+
Mecklenburg |H0292 |Novant Health Ballantyne Medical 112 68.2 1,471 92.2 2,387 6.38 2,540 1.69 2 -0.31
Center™//11+
Novant Health Total 50.93 56 -5.07
‘Mecklenburg ‘ ‘2025 Need Determination 0 0.0 0 0.0 0 ‘ 0 0.00 5 -5.00
‘Mecklenburg Total**** 0
‘Mitchell ‘H0169 ‘Blue Ridge Regional Hospital 46 75.0 591 56.0 609 \ -1.10 609 0.41 3 259
Mitchell Total 0
‘Montgomery ‘H0003 ‘FirstHealth Montgomery Memorial Hospital 0 0.0 155 52.0 134 ‘ 0.66 135 0.09 2 -1.91
Montgomery Total 0
Moore HO0100 |FirstHealth Moore Regional Hospital and 5,089 131.1 8,253 92.4 23,829 8.62 25,882 14.75 17 -2.25
Pinehurst Treatment Center
Moore AS0022 |The Eye Surgery Center of the Carolinast ¥ 0.0 6,625 19.4 2,138 8.62 2,322 1.77 3 -1.23
Moore Southern Pines Surgery Center 0.0 0 0.0 0 0 0.00 2 -2.00
Moore AS0069 |Surgery Center of Pinehurst 0 0.0 6,659 60.0 6,659 8.62 7,233 5.51 4 1.51
Surgery Center of Pinehurst Health Total 5.51 6 -0.49
Moore Total 0
Nash Carolina Vascular Care 0 0.0 0 0.0 0 0 0.00 1 -1.00
Nash HO0228 |Nash General Hospital /1t 1,895 162.6 7,333 102.5 17,661 2.14| 18,039 10.28 13 -2.72
Nash Total 0
New Hanover |H0221 |Novant Health New Hanover Regional 10,656 142.4 20,709 89.6 56,209 543 59,261 30.39 38 -7.61
Medical Center
New Hanover Total**** 0
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‘Onslow H0048 |Onslow Memorial Hospital 824 108.9 5,893 69.5 8,322 ‘ 4.62 8,706 5.80 9 -3.20
‘Onslow Total**** 0
‘Orange ‘H0157 ‘University of North Carolina Hospitalst 11 12,688  156.0 19,916 1133] 70,597 ‘ 3.86 73,320 37.60 52 -14.40
‘Orange Total**** 0
‘Pasquotank ‘H0054 ‘Sentara Albemarle Medical Center"/11+ 853 134.4 5,041 83.6 8,934 ‘ 3.26 9,225 6.15 8 -1.85
‘Pasq—Cam—Cur-Gates-Perq Total 0
[Pender HO115  Novant Health Pender Medical Center 0 0.0 1,753 30.0 877 486 919 0.61 20 -139
‘Pender Total 0
‘Person ‘H0066 ‘Person Memorial Hospital®/4/1++ 74| 1344 622 41.1 592 ‘ 1.70 602 0.40 4 -3.60
Person Total 0
Pitt HO0104 |ECU Health Medical Centert/{1+ 11,490 205.7 13,619 145.2 72,350 1.97) 73,777 37.83 31 6.83
Pitt 2025 Need Determination 0 0.0 0 0.0 0 0 0.00 5 -5.00
Pitt/Greene/Hyde/Tyrrell Total**** 1.83 2
‘Polk ‘H0079 ‘AdvcntHcaltlh Polk it 52 91.0 523 724 710 \ -0.01 710 0.47 3 -2.53
‘Polk Total 0
‘Randolph ‘H0013 ‘Randolph Hospital 478 119.2 2,885 75.3 4,571 ‘ 2.31 4,677 3.12 7 -3.88
Randolph Total**** 0
Richmond HO158 |FirstHealth Moore Regional Hospital - 112 76.0 2,175 64.0 2,462 -2.34 2,462 1.64 3 -1.36
Richmond
Richmond Total 0
Robeson AS0150 |The Surgery Center at Southeastern Health 0 0.0 94 39.1 61 -0.19 61 0.05 4 -3.95
Park™/+1+
Robeson H0064 |Southeastern Regional Medical Centerf/{1+ 880 92.2 2,988 81.2 5,398 -0.19 5,398 3.60 6 -2.40
UNC Health Total 3.65 10 -6.35
‘Robeson Total 0
’Rockingham ‘H0072 ‘UNC Rockingham Hospital 1 194 60.0 584 62.5 802 0.00 802 0.53 5 -4.47
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‘Rockingham H0023 |Annie Penn Hospital™/{/1 11+ 347 134.4 1,809 64.8 2,731 ‘ 0.00 2,731 1.82 4 -2.18
‘Rockingham Total 0
[Rowan [H0040 [Novant Health Rowan Medical Center 1,629 144.0 8,701 850 16236 140 16463 9.38 11 -1.62
‘Rowan Total**** 0
‘Rutherford ‘H0039 ‘Rutherford Regional Medical Center 931 95.0 1,426 65.0 3,019 ‘ 1.12 3,053 2.04 5 -2.96
Rutherford Total 0
’Sampson ‘HOO67 ‘Sampson Regional Medical Center 441 90.0 1,120 78.0 2,118 ‘ 236 2,167 1.44 8 6.56
‘Sampson Total 0
‘Scotland ‘H0107 ‘Scotland Memorial Hospitalf+ 1,335 75.8 3,503 67.0 5,596 ‘ 247 559 3.73 5 127
‘Scotland Total 0
’Stanly ‘H0008 ‘Atrium Health Stanly 311 130.3 1,572 80.0 2,771 ‘ 1.81 2,821 1.88 5 3.12
Stanly Total 0
Stokes HO165 |LifeBrite Community Hospital of 0 0.0 356 36.5 216 1.08 219 0.15 4 -3.85
Stokest 1t

Stokes Total 0
Surry H0049 |Hugh Chatham Memorial Hospital 717 120.0 3,109 70.0 5,061 0.00 5,061 3.37 -1.63
Surry HO184 |Northern Regional Hospital 530 78.0 2,666 63.0 3,488 0.00 3,488 2.33 4 -1.67
Surry Total 0
‘Transylvania ‘HOl 11 ‘Transylvania Regional Hospital {1+ 217 98.6 778 50.8 1,015 ‘ 1.56 1,031 0.69 4 331
‘Transylvania Total 0
‘Union ‘HOOSO ‘Atrium Health Union/M/4/4++ 1,376 134.4 4,515 922 10,019 \ 10.79) 11,101 7.40 7 0.40
‘Union Total**** 0
‘Vance ‘H0267-A Maria Parham Health 652 120.0 2,191 71.0 3,897 ‘ -0.04 3,897 2.60 5 -2.40
Vance Total 0
Wake HO0238 |Duke Raleigh Hospital®/{/17+ 3,032 194.4 7,600 124.3 25,567 7.70 27,536 15.69 14 1.69
Wake WakeMed Garner Hospital 0 0.0 0 0.0 0 0 0.00 2 -2.00
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Wake HO199 |WakeMed 9,264 170.5 10,862 127.8 49,464 7.70, 53,272 27.32 22 5.32
Wake H0276 |WakeMed Cary Hospital*/{/1++ 2,674 1344 5,174 89.6 13,716 7.70 14,772 9.85 11 -1.15
WakeMed Health & Hospitals Total 37.17 35 2.17|
Wake H0065 |UNC Health Rex"/f 7,011 234.6 14,638 127.4 58,505 7.70, 63,010 32.31 28 431
Wake 2024 Need Determination 0 0.0 0 0.0 0 0 0.00 4 -4.00
Wake Total**** 4.17 4
’Washington ‘H0006 ‘Washington Regional Medical Center** 0 0.0 0 0.0 0 ‘ 0 0.00 2 -2.00
‘Washington Total 0
‘Wayne ‘HO257 ‘Wayne UNC Health Caret+ 1,528 94.8 6,975 76.1] 11,265 ‘ 125 11,406 7.60 13 -5.40
‘Wayne Total 0
’Wilkes ‘H0153 ‘Wilkes Medical Centert/11t 495 91.3 2,593 60.5 3,368 ‘ 1.00 3,402 2.27 5 -2.73
Wilkes Total 0
Wilson Wilson Surgery Center 0 0.0 0 0.0 0 0 0.00 4 -4.00
Wilson AS0005 |Wilson Medical Center*** 0 0.0 0 0.0 0 0 0.00 0 0.00
Wilson H0210 [Wilson Medical Center 565 90.0 3,118 60.0 3,966 0.37 3,980 2.65 9 -6.35
Duke LifePoint Total 2.65 13 -10.35
[Wilson AS0007 [Wilson OB-GYN 0 0.0 96 30.0 48] 037 48 0.04 1 -0.96
‘Wilson Total 0
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Service Area | License Facility Inpatient | Final |Ambulatory Final Total |Growth |Projected | Projected Adjusted OR Service
Cases |Inpatient Cases  |Ambulatory | Adjusted | Factor | Surgical | Surgical | Planning | Deficit/ Area
Case Case Time Estimated Hours for ORs Inventory | Surplus Need
Time Surgical 2028 | Required (Surplus
Hours in 2028 Shof""s'f)‘s a
Grand Total 226,733 559,275 16

*  Duke University Hospital has 16 licensed operating rooms (ORs) approved under Policy AC-3 (J-008030-07). North Carolina Baptist Hospital has certificates of need (G-008460-10 &
G-011519-18) for 11 ORs approved under Policy AC-3. These 27 ORs are counted when determining OR need.

**  The facilitiy's licensed ORs were not operational during the reporting year.

**%  Facility ORs were under development during the reporting year.

***% Pursuant to SL 2023-7, licensed ambulatory surgical facilities within this service area are QUASFs and have been removed from the service area’s inventory. Any need determination generated
in this service area is for informational purposes only.

" Inpatient case time substitution: Current year's reported case time is greater than 1 standard deviation (SD) above group average. Substituted average inpatient case time plus 1 SD for group

(see Step 4a of the Methodology).

A Ambulatory case time substitution: Current year's reported case time is greater than 1 SD above group average. Substituted average ambulatory case time plus 1 SD for group

(see Step 4a of the Methodology).

1 Inpatient case time substitution: Current year’s reported case time is greater than 110% of previous year. Substituted previous year’s average inpatient case time plus 10% (see Step 2a.1.
of the Methodology).

1  Inpatient case time substitution: Current year’s reported case time is less than 80% of previous year. Substituted previous year’s average inpatient case time minus 20% (see Step 2a.2. of
the Methodology).

11 Ambulatory case time substitution: Current year’s reported case time is greater than 110% of previous year. Substituted previous year’s average ambulatory case time plus 10%
(see Step 2a.1. of the Methodology).

71T Ambulatory case time substitution: Current year’s reported case time is less than 80% of previous year. Substituted previous year’s average ambulatory case time minus 20%
(see Step 2a.2. of the Methodology).
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Table 6C: Operating Room Need Determination

Certificate of Certificate of Need
Need Application Beginning
Deadline Review Date

Operating Room

Service Area ..
Need Determination

It is determined that there is no need anywhere in the state and no reviews are scheduled.

Inventory of Endoscopy Rooms in Licensed Facilities
Endoscopy procedure rooms are not ORs. For information purposes only, Table 6D provides a listing of
licensed endoscopy procedure rooms and their associated procedures for the current reporting year.

77



Table 6D: Endoscopy Room Inventory

Case and Procedure Data for 10/01/2023 - 9/30/2024 as reported on 2025 Hospital and Ambulatory Surgical Facility License Renewal Applications

License Endoscopy |Adjustments | Endoscopy | Endoscopy
Number Facility Name County Rooms for CONs Cases Procedures
HO0272 Alamance Regional Medical Center Alamance 4 0 6,609 6,619
AS0128 |Pioneer Ambulatory Surgery Center Alamance 1 0 1,800 2,083
‘ Alamance Total 5 0 8,409 8,702 ‘
H0099 ‘Ashe Memorial Hospital Ashe 1 0 694 995
| Ashe Total 1 0 694 995
H0037 ‘Charles A. Cannon, Jr. Memorial Hospital Avery 1 0 426 952
Avery Total 1 0 426 952
HO188 ‘ECU Health Beaufort Hospital, A campus of ECU Health Medical |Beaufort 1 0 1,334 1,437
‘ Beaufort Total 1 0 1,334 1,437 ‘
McLeod Health Brunswick ASC * Brunswick 0 1 0 0
HO0150 J. Arthur Dosher Memorial Hospital Brunswick 2 0 1,092 1,283
ASO0158 |Novant Health Brunswick Endoscopy Brunswick 2 0 3,143 3,739
HO0250 |Novant Health Brunswick Medical Center Brunswick 1 0 2,051 2,084
‘ Brunswick Total 5 1 6,286 7,106 ‘
HO0036 Mission Hospital Buncombe 6 0 5,574 7,269
AS0051 |Digestive Health Partners Buncombe 8 0 16,541 19,305
| Buncombe Total 14 0 22,115 26,574
Blue Ridge Surgery Center * Burke 0 2 0 0
AS0145 | Carolina Digestive Care Burke 2 0 3,367 6,378
H0062 | UNC Health Blue Ridge Burke 3 -2 1,668 2,110
Burke Total 5 0 5,035 8,488
AS0104 | Northeast Digestive Health Center Cabarrus 2 0 6,307 8,971
AS0192 |Northeast Digestive Health Center - Poplar Tent Cabarrus 0 1 0 0
HO0031 Atrium Health Cabarrus Cabarrus 6 0 3,844 5,968
AS0070 | Gateway Surgery Center Cabarrus 2 0 5,610 6,634
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Table 6D: Endoscopy Room Inventory

Case and Procedure Data for 10/01/2023 - 9/30/2024 as reported on 2025 Hospital and Ambulatory Surgical Facility License Renewal Applications

License Endoscopy |Adjustments | Endoscopy | Endoscopy
Number Facility Name County Rooms for CONs Cases Procedures
| Cabarrus Total 10 1 15,761 21,573
AS0168 | Prime Surgical Suites Caldwell 0 1 0 0
H0061 Caldwell UNC Health Care Caldwell 2 -1 611 711
| Caldwell Total 2 0 611 711
H0222 | Carteret General Hospital Carteret 2 0 379 391
AS0061 |The Surgical Center of Morehead City Carteret 1 0 2,019 2,291
| Carteret Total 3 0 2,398 2,682
HO0223 Catawba Valley Medical Center Catawba 2 0 2,820 3,334
H0053 | Frye Regional Medical Center Catawba 2 0 2,043 3,107
AS0077 | Gastroenterology Associates of Catawba Valley-A Catawba 3 3 7,922 9,109
| Catawba Total 7 3 12,785 15,550
HO0007 \ Chatham Hospital Chatham 1 0 1,017 1,145
| Chatham Total 1 0 1,017 1,145
H0239 ’Erlanger Murphy Medical Center Cherokee 2 0 2,820 3,705
| Cherokee Total 2 0 2,820 3,705
H0063 ‘ECU Health Chowan Hospital Chowan 1 0 520 619
| Chowan Total 1 0 520 619
H0024 | Atrium Health Cleveland Cleveland 5 0 2,966 4,389
AS0062 | Atrium Health Surgery Center Shelby Cleveland 4 0 2,340 3,073
‘ Cleveland Total 9 0 5,306 7,462 ‘
H0045 ‘ Columbus Regional Healthcare System Columbus 3 0 2,183 2,817
| Columbus Total 3 0 2,183 2,817
AS0096 | CarolinaEast Gastroenterology Craven 3 0 2,042 2,104
H0201 CarolinaEast Medical Center Craven 2 0 3,150 4,562
AS0078 |CCHC Endoscopy Center Craven 3 1 5,619 7,476
Craven Total 8 1 10,811 14,142
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Table 6D: Endoscopy Room Inventory

Case and Procedure Data for 10/01/2023 - 9/30/2024 as reported on 2025 Hospital and Ambulatory Surgical Facility License Renewal Applications

License Endoscopy |Adjustments | Endoscopy | Endoscopy
Number Facility Name County Rooms for CONs Cases Procedures
H0213 | Cape Fear Valley Medical Center Cumberland 4 0 4,133 6,415
AS0123 |Digestive Health Endoscopy Center Cumberland 2 0 6,074 6,849
AS0006 | Fayetteville Ambulatory Surgery Center Cumberland 3 0 0 0
AS0071 |Fayetteville Gastroenterology Endoscopy Center Cumberland 4 0 10,069 10,214
H0275 | Highsmith-Rainey Specialty Hospital Cumberland 3 0 0 0
| Cumberland Total 16 0 20,276 23478
H0273 ‘The Outer Banks Hospital Dare 2 0 968 969
| Dare Total 2 0 968 969
AS0146 |Digestive Health Specialists Davidson 2 0 2,447 2,742
H0027 Lexington Medical Center Davidson 2 0 1,383 1,629
HO112 | Novant Health Thomasville Medical Center Davidson 1 0 555 565
| Davidson Total 5 0 4,385 4,936
HO171 Davie Medical Center Davie 1 0 1,458 1,617
AS0139 |Digestive Health Specialists Davie 1 0 2,365 2,716
| Davie Total 2 0 3,823 4,333
Duke GI at North Durham * Durham 0 4 0 0
H0233 | Duke Regional Hospital Durham 4 0 5,182 6,553
HO015 | Duke University Hospital Durham 11 0 12,620 18,747
AS0085 |Triangle Endoscopy Center Durham 4 0 5,303 5,580
| Durham Total 19 4 23,105 30,880
H0258 | ECU Health Edgecombe Hospital Edgecombe 2 0 410 411
AS0127 |Vidant Endoscopy Center Edgecombe | 0 972 1,076
| Edgecombe Total 3 0 1,382 1,487
Triad Surgery Center * Forsyth 0 1 0 0
AS0144 | Digestive Health Endoscopy Center of Kernersville Forsyth 2 0 3,383 3,720
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Table 6D: Endoscopy Room Inventory

Case and Procedure Data for 10/01/2023 - 9/30/2024 as reported on 2025 Hospital and Ambulatory Surgical Facility License Renewal Applications

License Endoscopy [Adjustments | Endoscopy | Endoscopy
Number Facility Name County Rooms for CONs Cases Procedures
AS0099 |Digestive Health Specialists Forsyth 2 1 6,160 7,053
AS0074 | Gastroenterology Associates of the Piedmont Forsyth 4 0 11,244 13,245
AS0044 | Gastroenterology Associates of the Piedmont Forsyth 4 2 4,324 5,021
AS0181 | Kernersville Endoscopy Center Forsyth 2 0 1,354 1,603
HOO011 | Atrium Health Wake Forest Baptist Forsyth 10 0 12,295 14,593
H0209 | Novant Health Forsyth Medical Center Forsyth 4 0 2,777 3,063
ASO0125 |Wake Forest Baptist Health Outpatient Endoscopy Forsyth 0 2,535 2,922
Forsyth Total 30 0 44,072 51,220
AS0151 |Greater Gaston Endoscopy Center Gaston -2 0 0
AS0135 |CaroMont Endoscopy Center Gaston 0 5,155 6,233
HO0105 CaroMont Regional Medical Center Gaston 6 2 4,801 7,280
| Gaston Total 10 0 9,956 13,513
Granville Health System * Granville 0 2 0 0
HO0098 Granville Health System Granville 1 0 1,684 2,056
| Granville Total 1 2 1,684 2,056
HO0159 Cone Health Guilford 6 0 5,133 5,164
AS0075 |Eagle Endoscopy Center Guilford 4 0 8,621 8,621
AS0009 |Greensboro Specialty Surgical Center Guilford 2 0 0 0
AS0113 | Guilford Endoscopy Center Guilford 2 0 2,640 3,163
H0052 | Atrium Health Wake Forest Baptist - High Point Medical Center | Guilford 2 0 2,248 2,849
AS0052 |LeBauer Endoscopy Center Guilford 5 0 16,696 17,283
AS0076 | Peters Endoscopy Center Guilford 2 0 3,852 3,852
AS0059 |Wake Forest Baptist Health Outpatient Endoscopy-Quaker Lane Guilford 3 0 6,480 8,773
Guilford Total 26 0 45,670 49,705
AS0141 ‘ Halifax Gastroenterology Halifax 2 0 1,734 1,734
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Table 6D: Endoscopy Room Inventory

Case and Procedure Data for 10/01/2023 - 9/30/2024 as reported on 2025 Hospital and Ambulatory Surgical Facility License Renewal Applications

License Endoscopy |Adjustments | Endoscopy | Endoscopy
Number Facility Name County Rooms for CONs Cases Procedures
H0230 |ECU Health North Hospital Halifax 1 0 526 539
| Halifax Total 3 0 2,260 2,273
H0224 ‘ Cape Fear Valley Betsy Johnson Hospital Harnett 2 0 0 0
‘ Harnett Total 2 0 0 0 ‘
HO0025 ’Haywood Regional Medical Center Haywood 3 0 3,745 4,546
| Haywood Total 3 0 3,745 4,546
HO0019 | AdventHealth Hendersonville Henderson 1 0 636 636
AS0106 |Carolina Mountain Gastroenterology Endoscopy Center Henderson 2 1 7,602 8,795
HO161 | Margaret R. Pardee Memorial Hospital Henderson 3 0 2,205 2,286
‘ Henderson Total 6 1 10,443 11,717 ‘
HO0001 ‘ ECU Health Roanoke-Chowan Hospital Hertford 1 0 1,018 1,129
| Hertford Total 1 0 1,018 1,129
H0248 Iredell Davis Regional Medical Center Iredell 2 0 0 0
HO164 Iredell Memorial Hospital Iredell 3 0 3,416 4,171
HO0259 Duke Health Lake Norman Hospital Iredell 2 0 1,833 1,833
AS0169 |Langtree Endoscopy Center Iredell | 1 3,469 4,139
AS0126 |Piedmont HealthCare Endoscopy Center Iredell 3 1 5,552 8,034
| Iredell Total 11 2 14270 18,177
H0087 ‘ Harris Regional Hospital Jackson | 0 997 1,716
‘ Jackson Total 1 0 997 1,716 ‘
AS0153 | Clayton Endoscopy Center Johnston 2 0 3,231 3,283
AS0190 |Johnston Endoscopy Center Johnston 2 0 0 0
HO151 UNC Health Johnston Johnston 3 -1 4,670 5,610
AS0183 |Jordan Digestive Diagnostic Center Johnston 2 0 3,201 3,201
Johnston Total 9 -1 11,102 12,094
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Table 6D: Endoscopy Room Inventory

Case and Procedure Data for 10/01/2023 - 9/30/2024 as reported on 2025 Hospital and Ambulatory Surgical Facility License Renewal Applications

License Endoscopy |Adjustments | Endoscopy | Endoscopy
Number Facility Name County Rooms for CONs Cases Procedures
HO0243 | Central Carolina Hospital Lee 1 0 495 495
AS0094 |Mid Carolina Endoscopy Center Lee 2 0 3,421 5,233
Lee Total 3 0 3,916 5,728
AS0156 |AMG Endoscopy Center ** Lenoir 2 0 0 1,638
AS0122 |ECU Health Endoscopy Center - Kinston Lenoir 2 0 1,552 1,659
H0043 | UNC Lenoir Health Care Lenoir 2 0 0 0
| Lenoir Total 6 0 1,552 3,297
Denver Surgery Center * Lincoln 0 1 0 0
HO0225 Atrium Health Lincoln Lincoln 2 0 3,063 4,458
| Lincoln Total 2 1 3,063 4,458
H0034 | Angel Medical Center Macon 1 0 341 402
HO0193  Highlands-Cashiers Hospital Macon 2 0 135 143
AS0097 |Western Carolina Endoscopy Center Macon 2 0 2,882 3,459
| Macon Total 5 0 3,358 4,004
H0097 ‘Mission Hospital McDowell McDowell 1 0 497 497
| McDowell Total 1 0 497 497
AS0081 |Atrium Health Endoscopy Center Ballantyne Mecklenburg 4 0 9,464 13,006
AS0080 |Atrium Health Endoscopy Center Kenilworth Mecklenburg 3 0 6,566 8,494
HO0042 Atrium Health Pineville Mecklenburg 2 0 4,183 6,281
HO0255 | Atrium Health University City Mecklenburg 1 0 1,104 1,848
AS0092 | Carolina Digestive Endoscopy Center Mecklenburg 2 0 10,194 10,194
AS0108 |Carolina Endoscopy Center-Huntersville Mecklenburg 2 0 6,908 6,995
AS0088 |Carolina Endoscopy Center-Pineville Mecklenburg 2 0 4,726 4,830
AS0089 |Carolina Endoscopy Center-University Mecklenburg 2 0 5,261 5,335
HO0071 Carolinas Medical Center/Center for Mental Health Mecklenburg 12 0 12,514 19,609
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Table 6D: Endoscopy Room Inventory

Case and Procedure Data for 10/01/2023 - 9/30/2024 as reported on 2025 Hospital and Ambulatory Surgical Facility License Renewal Applications

License Endoscopy |Adjustments | Endoscopy | Endoscopy
Number Facility Name County Rooms for CONs Cases Procedures
AS0109 | Charlotte Gastroenterology & Hepatology, PLLC-Endo Div Mecklenburg 4 0 9,424 11,254
AS0110 ' CGH-Rea Farms Mecklenburg 2 3 6,153 7,158
AS0084 | Endoscopy Center of Lake Norman Mecklenburg 2 0 5,058 6,040
H0292 | Novant Health Ballantyne Medical Center Mecklenburg 1 0 436 448
AS0098 |Novant Health Ballantyne Outpatient Surgery Mecklenburg | 0 719 719
H0282 Novant Health Huntersville Medical Center Mecklenburg 3 0 2,699 2,756
H0270 | Novant Health Matthews Medical Center Mecklenburg 3 0 1,633 1,682
H0290  Novant Health Mint Hill Medical Center Mecklenburg 1 0 223 231
HO0010 | Novant Health Presbyterian Medical Center Mecklenburg 9 -1 2,388 2,420
AS0165 | Tryon Endoscopy Center Mecklenburg 4 0 9,428 12,742
‘ Mecklenburg Total 60 2 99,081 122,042 ‘
HO0169 ‘Blue Ridge Regional Hospital Mitchell | 0 228 228
| Mitchell Total 1 0 228 228
HO0100 FirstHealth Moore Regional Hospital and Pinehurst Treatment Cent | Moore 2 0 4711 4711
AS0073 |Pinehurst Medical Clinic Endoscopy Center Moore 5 0 11,843 15,551
| Moore Total 7 0 16,554 20,262
AS0105 |Boice-Willis Clinic Endoscopy Center Nash 2 0 3,331 6,543
HO0228 Nash General Hospital Nash 4 0 2,129 2,808
| Nash Total 6 0 5,460 9,351
AS0194 | Wilmington Health on Silver Stream Lane New Hanover 0 4 0 0
HO0221 Novant Health New Hanover Regional Medical Center New Hanover 4 0 8,932 10,493
AS0100 |Novant Health Wilmington Endoscopy Center, LLC New Hanover 3 0 7,360 9,772
AS0091 | Wilmington Gastroenterology New Hanover 4 0 9,220 12,065
AS0045 | Wilmington Health New Hanover 3 -3 0 0
New Hanover Total 14 1 25,512 32,330
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Table 6D: Endoscopy Room Inventory

Case and Procedure Data for 10/01/2023 - 9/30/2024 as reported on 2025 Hospital and Ambulatory Surgical Facility License Renewal Applications

License Endoscopy |Adjustments | Endoscopy | Endoscopy
Number Facility Name County Rooms for CONs Cases Procedures
AS0079 | East Carolina Gastroenterology Endoscopy Center Onslow 1 0 2,500 2,630
H0048 | Onslow Memorial Hospital Onslow 3 0 280 376
| Onslow Total 4 0 2,780 3,006
HO0157 ‘ University of North Carolina Hospitals Orange 9 0 16,076 18,076
| Orange Total 9 0 16,076 18,076
H0054 ‘ Sentara Albemarle Medical Center Pasquotank 3 0 0 0
‘ Pasquotank Total 3 0 0 0 ‘
HO115 ‘Novant Health Pender Medical Center Pender 1 0 631 669
| Pender Total 1 0 631 669
AS0086 |Atlantic Gastroenterology Endoscopy Center Pitt 2 0 4,265 4,629
AS0118 |Carolina Digestive Diseases Pitt 2 0 4,794 4,895
ASO0117 |Carolinas Endoscopy Center Pitt 3 1 13,975 13,975
AS0119 | East Carolina Endoscopy Center Pitt 2 0 2,262 2,640
HO104 ECU Health Medical Center Pitt 4 2 7,553 12,277
AS0060 | Quadrangle Endoscopy Center Pitt 6 0 6,710 6,763
| Pitt Total 19 3 39559 45,179
HO0013 ‘ Randolph Hospital Randolph 2 0 1,892 2,840
| Randolph Total 2 0 1,892 2,840
HO158 ‘ FirstHealth Moore Regional Hospital - Richmond Richmond 2 0 1,572 1,572
| Richmond Total 2 0 1,572 1,572
AS0147 | Robeson Digestive Diseases Robeson 1 0 1,818 1,889
AS0107 | Southeastern Gastroenterology Endoscopy Center Robeson | 0 187 193
H0064 | Southeastern Regional Medical Center Robeson 1 0 2,648 2,709
ASO0150 |The Surgery Center at Southeastern Health Park Robeson 2 0 44 54
Robeson Total 5 0 4,697 4,845
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Table 6D: Endoscopy Room Inventory

Case and Procedure Data for 10/01/2023 - 9/30/2024 as reported on 2025 Hospital and Ambulatory Surgical Facility License Renewal Applications

License Endoscopy |Adjustments | Endoscopy | Endoscopy
Number Facility Name County Rooms for CONs Cases Procedures
H0023 | Annie Penn Hospital Rockingham 3 0 4,493 4,497
H0072 | UNC Rockingham Hospital Rockingham 2 0 420 429
‘ Rockingham Total 5 0 4,913 4,926 ‘
H0040 | Novant Health Rowan Medical Center Rowan 4 0 661 696
AS0182 |Rowan Endoscopy Center Rowan 2 0 4,379 5,146
| Rowan Total 6 0 5,040 5,842
H0039 ‘Rutherford Regional Medical Center Rutherford 2 0 2,711 3,451
| Rutherford Total 2 0 2,711 3,451
HO0107 ‘ Scotland Memorial Hospital Scotland 2 0 2,792 2,843
| Scotland Total 2 0 2,792 2,843
HO0008 ‘Atrium Health Stanly Stanly 2 0 0 0
‘ Stanly Total 2 0 0 0 ‘
HO0165 | LifeBrite Community Hospital of Stokes Stokes | 0 0 0
AS0163 |Digestive Health Specialists Stokes 1 0 2,257 2,547
Stokes Total 2 0 2,257 2,547 ‘
AS0154 | Rockford Digestive Health Endoscopy Center (closed) Surry 1 0 0 0
H0049  |Hugh Chatham 