UPDATE  -  Application Work Group  Recommendations  -   Sept 2014
LTC Certificate of Need Rules

Section 1125.540  -  SERVICE DEMAND – ESTABLISHMENT OF GENERAL LONG-



   TERM CARE
 
“The debate at the full committee continues. Comments have reflected the belief that referral letters provide useful information; comments also indicate that this type of referral information is virtually worthless. We need to find a route through the swamp.

For projects with historical data, the utility of the referral letters is suspect. The applicant has historical data and it is easy to determine the facility’s occupancy levels and, therefore, its degree of support in the community. A rule change may be required to eliminate referral letters for this “historical” group, but that seems to be a realistic request.

We already have historical data and can readily see what’s up with a facility’s occupancy. What’s the harm in keeping the referral letters? The requirement calls for the following items:


· Resident origin by zip code

· Name and specialty of referring physician (or other referral source)

· Name and location of recipient LTC facility (i.e., the applicant?)


All existing facilities have this information. Have them provide this data in the application rather than utilize the referral letter method currently required. 


Projected referrals (item d in the rule) strike the work group as problematical. It is unlikely that the requirements of the current rule are being met now:


· Number of prospective residents by zip code who have received care at existing LTC facilities located in the area during the 12-month period prior to submission of the application

· An estimated number of projected referrals to be referred annually for 24 months after project completion

Historical data for a group of facilities in a market area is likely obtainable 
from the hospitals. Physician practices are unlikely to be able to comply. The hospital data is good for Medicare, perhaps an additional amount where observation stays have occurred. However, there will be a large number of admits unaccounted for
, i.e., those direct admits from families, hospices, and other agencies working with their attending physicians. So, while the data is easily obtainable from the hospitals, its utility is questionable because its universe of residents is limited.


The estimated number of projected referrals is also suspect as it is nothing more than guesswork. There is merit in showing provider support 
for a project. The work group recommends characterizing such letters as support letters and dropping the use of referral letters. 
For new projects involving additional beds, the work group recommends using the bed need methodology as the determinant of need. It is possible that additional effort will have to be placed on the bed need methodology; eliminating activities that yield little useful information will help bolster this effort.
 There should be little incentive to approve additional beds in over-bedded areas. 

Section 1125.580  -   MALDISTRIBUTION/UNNECESSARY DUPLICATION 

Continuing:   

1. Let’s consider splitting the applicant markets into urban and rural. An urban market could be any County with a population over 200k or any primary service area with a population of 200k or more. The last description is important as it takes into account potential service areas that overlap adjoining counties.

Applicants from urban markets will provide the details on their primary service areas including:

· Primary zip codes served and admissions from each for the last 3 years

· Total population within the primary service area for the last 3 years by age cohort … 65-74, 75-84, 85+
· The use rate in terms of resident days utilized per thousand population (65+, 75+, 85+) for each of the past three years

· Provide the forecast population by zip code for the next five years using a recognized demographic forecast (Woods & Poole, Scan USA, Claritas, for example)

· Forecast the use rate in terms of utilization per thousand (65+,75+,85+) for the next five years

2. Do the same for the Secondary Service Area.

At this point the staff can verify the calculated use rates and compare them to the bed need formula. (The bed need formula may be correct; it could also be incorrect if it uses out of date population data.) If the calculated and forecast use rates are realistic (and probably headed south), then it is difficult to make a case for Maldistribution. If the use rates are up and are contrary to other legitimate data, then the applicant may be out of synch with the market.

3. We doubt much can be done to resolve Maldistribution or Duplication when there is such an excess number of beds in Illinois. What can be done is to limit further disparity by requiring realistic planning.

For rural markets, provide the option of using the above method or of doing the same calculations using the 30-minute drive standard.
Section 1125.660  -  MODERNIZATION

The work group continues to recommend that the occupancy standard for all modernization projects be dropped throughout the application including 1125.210( c ). If an objective is to encourage modernization, renovation, and innovation, a prescribed occupancy standard does not foster such behavior; rather, it limits competition and assures that achieving the objective is thwarted. If 1125.210 (c ) is not consistent with this section, there will be a conflict in the application.”
�It is UNLIKELY that a hospital will provide information about other providers.


�Hospitals, through discharge planning, have all information related to the disposition of patients.


�Support from community providers and organizations is part of Section 1125.)))).


�The bed need formula contains the most basic elements used by most CON states.  


�  PLEASE SEE DEFINITIONS OF “MALDISTRIBUTION” and “UNNECESSARY DUPLICATION”
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