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EXECUTIVE SUMMARY 

An Analysis and Evaluation of Certificate of Need in Georgia 
An Executive Summary 

 The Commission has been able to reach consensus on a number 
of ways to improve upon Georgia’s Certificate of Need Program.  
However, sharp disagreement remains with regard to a number of 
areas of regulation, most notably, regulation of ambulatory surgery 
centers and free-standing imaging centers.   
 
Although the Commission’s deliberations have been informed by 
data, previous research and the experiences of other states, the 
particular areas of disagreement are linked tightly to the financial 
operating environment for both physicians and hospitals in 
Georgia at the present time.  For this reason, experiences of other 
states or at different points in time in which the operating 
environment was and are different from that experienced by 
providers in Georgia at present can only provide a certain amount 
of guidance.  
 
The following Executive Summary outlines the key 
recommendations of the Commission. 
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Legal & Regulatory:  Administration and Organization 

Recommendation 1.0  (Unanimous) Recommendation 1.2  (Unanimous) 

Move the healthcare-related licensing functions of the Office of 
Regulatory Services from the Department of Human 
Resources to the Department of Community Health. 

Add a statutory provision allowing the Department of 
Community Health to place moratoria on new and emerging 
services for a time period not to exceed 6 months, which may 
be renewed once for an additional 3 months. 

In order to consolidate inter-related functions, the Commission 
recommends that the healthcare-related licensing functions of 
the Office of Regulatory Services be relocated from the 
Department of Human Resources to the Department of 
Community Health.  Non-healthcare-related licensing functions 
of ORS, such as the licensure of childcare facilities should 
remain with the Department of Human Resources. 

Because of the substantial delay in the rule-making process 
from the time that a new health care service is identified and a 
final rule is adopted, many entities, upon learning that the 
Department is developing a new rule, rush to develop services 
before the Department has defines standards or review 
criteria. As a result, this means that by the time a final rule is 
adopted, any party wishing to offer a service may have already 
developed the service.  For this reason, the Commission 
recommends that the Department be empowered by statute to 
issue temporary moratoria during the development of rules and 
standards.  Any such moratorium should be issued by the 
Commissioner of the Department of Community Health with 
the authorization of the Board of Community Health.  Upon the 
expiration of the moratorium, if the Department of Community 
Health had not finalized detailed standards, any project which 
had been subject to the moratorium would be reviewable 
under the general statutory considerations. 

Recommendation 1.1  (Unanimous) 

Amend the licensure statute to permit detailed licensure 
standards on a clinical service level. 

Current licensure standards in Georgia are developed and 
applied at a facility level.  The Commission recommends that 
the licensure statute be amended to permit the development 
and application of detailed licensure standards on a clinical 
service level.  This recommendation would improve the quality 
of care, and in certain instances where the Commission has 
recommended the removal of Certificate of Need regulation 
(for example, Level 1 perinatal services and diagnostic cardiac 
catheterization), implementation of this recommendation will 
ensure a level of regulatory oversight of the service.  
Implementation of this recommendation will provide the 
licensing agency with the authority to preclude a facility from 
offering a particular service if quality standards are not met.  
Currently, the licensing agency has no recourse on a service 
level; rather, the agency must take action against a facility as a 
whole. 

Recommendation 1.3  (Unanimous) 

Revise the statutory functions of the Health Strategies Council 
to make the Council advisory in nature. 

The Health Strategies Council’s statutory functions should be 
revised to provide that the Health Strategies Council’s role 
from a rule making perspective is only advisory in nature.  The 
Health Strategies Council would not be responsible for 
updating the component parts of the State Health Plan nor 
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would it be responsible for reviewing and approving the 
Department’s health planning rules.  Rather, the Health 
Strategies Council would serve as an advisory body.  As an 
advisory body, the Department would seek input of the Council 
whenever it is interested in updating rules and regulations and 
the state health plan components.  However, the development 
of such rules and components would not rely on the actions of 
the Council.  The Commission feels that the implementation of 
this regulation will allow for more proactive and timely 
development of rules and standards. 

• Healthcare Needs of Disabled and Elderly 

• Healthcare Needs of Indigent 

• Mental Healthcare Needs 

• Business 

The statute should provide that with the addition of 
congressional districts to the state, additional members should 
be added representing local or county governments. 

 

Recommendation 1.4  (Unanimous) Recommendation 1.5  (Unanimous) 

Amend the statute to require meetings of the Health Strategies 
Council at least once bi-monthly.   Decrease the statutory membership of the Health Strategies 

Council. 
Currently, the Health Strategies Council meets at least once 
quarterly as required by statute.  However, health care is a 
quickly changing market, and quarterly meetings do not 
provide for the timely advisement of the Department in regards 
to rules and policy.  Therefore, the Commission recommends 
that the statute be amended to require meetings of the Council 
at least once bi-monthly. 

The current size of the Health Strategies Council (27 
gubernatorial appointees) is unwieldy because it is difficult to 
obtain consensus amongst the various representatives.  
Rather than 27, the Commission recommends that the 
membership of the Council consist of one member from each 
congressional district.  In addition to representing a district, 
each Council member should represent one of the following 
groups: 

Recommendation 1.6  (Unanimous) 
• Urban Hospital Amend the statute to alter provisions relating to the removal of 

Health Strategies Council members. • Rural Hospital 

Currently, the Certificate of Need Statute proscribes certain 
circumstances that would result in the removal of a Council 
member by the Governor, such as incompetence or neglect of 
duty.  Members of the Commission believe the Governor 
should be allowed to remove members for any reason without 
cause.  In addition, the statute should be amended to provide 
for the automatic removal (without an action by the Governor) 
of any member who is absent from more than ¾ of the 
meetings in any calendar year. 

• Private Insurance Industry 

• Primary Care Physician 

• Physician in a Board Certified Specialty 

• Freestanding Ambulatory Surgery Center 

• Nursing Home 

• Home Health Agency 

• Healthcare Needs of Women and Children 
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Recommendation 1.7  (Unanimous) 

Increase the statutory fine for failure to obtain a Certificate of 
Need to $5,000 per day for the first month, $10,000 per day for 
the second month, and $25,000 per day for subsequent 
months. 

There has been substantial testimony that entities that fail to 
obtain a certificate of need frequently view the maximum fine 
of $5,000 per day as a cost of doing business.  Amending the 
current statutory language to allow for a progressively 
increasing fine will serve as more of a deterrent for those who 
begin offering new institutional health services without first 
obtaining a certificate of need. 

Recommendation 1.8  (Unanimous) 

Permit the Department to levy fines of $500 per day for the first 
month and $1,000 per day for subsequent months and to 
revoke Certificates of Need for failure to provide annual and 
periodic data surveys. 

Currently, there are no sanctions that the Department may 
pursue if an entity fails to submit annual data.  Incomplete data 
has a negative impact on the projections the Department 
issues for service needs because the Department relies on 
utilization and other data from annual surveys to calculate 
projections for future needs.  There is evidence that a number 
of providers fail to provide basic information to the Department 
through submission of annual surveys.  Therefore, the 
Commission recommends that the Certificate of Need statute 
be amended to empower the Department to levy fines and to 
revoke certificates of need/authorization to offer health care 
services (for those facilities which have been grandfathered) 
when an entity fails to provide data accurately and timely.  The 
fine for failure to submit data timely and accurately should be 
$500 per day for every day that data is not timely and 
accurately submitted, increasing to $1,000 per day for every 
day that data is not timely and accurately submitted beyond 

the 30th day.  The Department should have statutory authority 
to revoke a certificate of need/authorization to offer health care 
services once data is more than 180 days late.   

Recommendation 1.9  (Unanimous) 

Amend the statute to allow the Department the authority to 
issue conditional Certificates of Need and to revoke CONs 
when such conditions are not met by the certificate holder. 

Currently, the Certificate of Need Statute only specifically 
authorizes the Department to place two conditions on 
Certificates:  (1) that the applicant will provide indigent and 
charity care and (2) that the applicant will participate in the 
Medicaid program.  Violation of either of these conditions 
currently does not result in revocation of the Certificate of 
Need; rather, the Statute only authorizes the Department to 
levy a fine for such violations. The Commission recommends 
that the Statute be revised to specifically allow the Department 
by rule and by application to place conditions on a Certificate 
of Need, such as minimum volumes, quality standards, 
limitations on services, etc.  The Department should have the 
ability to revoke Certificates of Need if such conditions are not 
met.  The Commission recommends that the authority to 
revoke be limited to those instances where substantial 
compliance has not been met.  To implement this 
recommendation, the statute should authorize the Department 
to develop rules defining “substantial compliance.”  

Recommendation 1.10  (Unanimous) 

Permit the Department to have the authority to revoke parts of 
Certificates of Need. 

Certificates of Need are often issued for units of service, such 
as hospital beds or operating rooms, some of which are never 
put into service or built. Applicants who have been approved 
for more than they ultimately implement have the potential to 
create access problems for because of the adverse effect this 
skewed inventory has on planning area need projections.  If 
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the Department had the authority to revoke CON approval for 
those units of service that are not timely implemented, they 
could be potentially awarded to another applicant who is willing 
to develop and offer the service.  For this reason, the 
Commission recommends that the statute specifically 
empower the Department to revoke parts of Certificates of 
Need.  This provision should only be applied to Certificates of 
Need issued after the effective date of the statutory change 
and should not be applied retroactively. 

 

Legal & Regulatory:  Process and Procedure 

Recommendation 2.0  (Unanimous) 

Batch applications by clinical health service. 

Under current statutory provisions, CON applications may be 
submitted at any time, and there are only two methods of 
comparative review:  the batching of nursing home and home 
health applications and joinder of closely-related applications filed 
and deemed complete within a 30-day period.  Other than home 
health and nursing home services, this submission and review 
process may lead to mal-distribution of health care services 
because the current process is one of “first come, first served.”  
Therefore, the Commission recommends that all applications for 
clinical health services be competitively reviewed through a 
batching process. Under this recommended approach, the 
application process would begin with the filing of letters of intent, in 
which all intended applicants announce their proposed project.  
Applications would then be submitted at least twice annually for 
any particular clinical health service, whether the application is to 
fulfill a predetermined calculated need or not (e.g. the application 
is for an exception to need).  The applications would be reviewed 
to determine the best applicant(s) and to ensure the best 
distribution and access to health care services.  Additionally, the 
Department would determine set times during the year when 
applications would be due for capital projects (those projects which 

are being reviewed solely because they are over the capital or 
equipment thresholds).  The statute should provide for the 
Department to create rules to define the appropriate times during 
the year for submission of applications. 

Recommendation 2.1  (Unanimous) 

Increase the review timeframe to 120 days and allow the 
Department of Community Health to develop rules and regulations 
defining the intermediate review time periods.  

With the change to a batching approach to application submission, 
the application review time frame should be extended to 120 days.  
The statute should be amended to this effect and should also 
delineate the following intermediate review steps: Submission of 
Written Opposition, Applicant Review Meeting (currently “60-day 
meeting”), Submission of Supplemental Information, Submission 
of Supplemental Written Opposition, and Opposition Meeting (as 
discussed in Recommendation 2.2).  The statute should authorize 
the Department, by rule, to define the appropriate time frame 
during the 120-day review process for each of these intermediate 
review steps. 
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Recommendation 2.2  (Unanimous) 

Provide for opposition meetings during the review cycle. 

Currently opposing parties may submit written documentation to 
the Department in opposition to projects but are not given the 
opportunity to formally present their opposition arguments to the 
Department in a public forum.  The recommendation of the 
Commission is to allow an opposition meeting for those who are 
opposed to projects.  Attendance and participation in an opposition 
meeting would be required to have standing to appeal a project. 

Recommendation 2.3  (Unanimous) 

Abolish the Health Planning Review Board and model the appeals 
process on the Administrative Procedure Act. 

There has been substantial testimony that the current 
administrative appeals process is lengthy and costly.  Currently, 
the Health Planning Review Board, a body separate and apart 
from the Department of Community Health, is composed of 9 
gubernatorial appointees who have no direct interest in health care 
entities.  The Review Board Chair or Vice Chair is responsible for 
assigning hearing officers to oversee initial administrative hearings 
regarding whether or not a Certificate of Need should have been 
issued by the Department.  Once a Hearing Officer has made a 
decision, the Hearing Officer’s Order can be appealed to the full 
Health Planning Review Board, which issues a final administrative 
order after brief oral arguments.  There has been consensus 
among all participants during the Commission’s deliberations that 
the arguments before the entire Health Planning Review Board 
rarely result in a change to a hearing officer’s order and are 
therefore unnecessary.  For this reason, the Commission 
recommends that the current structure of the Health Planning 
Review Board be modified using a modified APA-like appeals 
process.  Under this process, requests for appeals of Certificates 
of Need either issued or denied will be addressed to the 
Commissioner of the Department.  The Commissioner would be 

responsible for assigning a Hearing Officer to hold a de novo 
hearing.  (The Department should not be required to use the Office 
of State Administrative Hearings for Certificate of Need appeals 
because there already exists a body of knowledge relating to 
Certificate of Need and health planning in the hearing officers who 
have currently been appointed by the Health Planning Review 
Board).  At the conclusion of the initial administrative hearing, the 
Hearing Officer assigned to the case by the Commissioner would 
make an initial order.  Any party to the hearing, including the 
Department, who disputes the initial order, would have the right to 
request review of the initial order by the Commissioner, or his/her 
designee, within 30 days of the initial order of the Hearing Officer.   
Furthermore, the Department should be statutorily authorized to 
create rules and regulations regarding the conduct of its 
administrative hearings.   

Recommendation 2.4  (Unanimous) 

Require appellants to contribute to a Hearing Funds Pool at the 
time of requesting an initial administrative appeal.   

Currently, the State pays all hearing officer costs and 
administrative costs of appeals, except for preparation of 
transcripts and the administrative record, the costs for which are 
divided equally amongst the parties.  In order to maintain a degree 
of separation from the Department, Hearing Officers are paid from 
dedicated funds from the Department of Administrative Services.  
The funds allocated for such appeals routinely expire long before 
the beginning of the next fiscal year.  For this reason, the 
Commission recommends that appellants contribute to a Hearing 
Funds Pool at the time of their requests for initial administrative 
appeal.  The statute should empower the Department to develop 
rules to establish an appropriate fee schedule for such appeals. 
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The case so appealed may then be brought by 
either party upon ten days’ written notice to the 
other before the superior court for a hearing 
upon such record, subject to an assignment of 
the case for hearing by the court; provided, 
however, if the superior court does not hear the 
case within 60 days of the date of docketing in 
the superior court, the decision of the board 
shall be considered affirmed by operation of 
law unless a hearing originally scheduled to be 
heard within the 60 days has been continued to 
a date certain by order of the court. 

Recommendation 2.5  (Unanimous) 

Require losing parties in appeals to pay for the entire cost of the 
appeal, including hearing officer fees and preparation of the 
record, etc.   

The Commission has reviewed documentation that the 
success rate for most appeals is extremely low.  Yet, the 
number of appeals sought belies this fact.  Therefore, the 
Commission recommends that the statute be amended to 
provide that the losing party pay the entire cost of the appeal 
including hearing officer fees and preparation of the record.  In 
combination with Recommendation 2.4, this would mean that if 
the actual costs of the hearing exceeded the costs contributed 
into the Hearing Funds Pool by the appellant(s), the losing 
appellant would be required to pay additional funds up to the 
total cost of the appeal. In addition, at the judicial level, losing 
parties would be required to pay all administrative fees. 

In addition, if the superior court does not enter an order on the 
merits within 20 days of the date of the hearing, the decision of 
the Board of Worker’s Compensation is considered affirmed by 
operation of law.  In the event a decision of the Board is 
affirmed by operation of law under this provision, subsection 
(d) provides that a party may seek an appeal to the court of 
appeals through O.C.G.A. § 5-6-35. Recommendation 2.6  (Unanimous) 
 

Amend provisions of the statute relating to judicial appeal in a 
fashion similar to Workers’ Compensation Statute.  

The Commission voted in favor of amending the statutory 
provisions relating to judicial review of final agency decisions 
on Certificate of Need applications.  In particular, the 
Commission recommended the adoption of a process similar 
to the appeal of final awards from the Board of Worker’s 
Compensation set forth in O.C.G.A. § 34-9-105(b), which was 
designed to expedite the disposition of worker’s compensation 
claims that have been appealed to the courts of this state.  

 

 

 

 

See Felton Pearson Co. v. Nelson, 260 Ga. 513 (1990).  
Section 34-9-105(b) provides that a party to a worker’s 
compensation dispute may appeal a final award within 20 days 
from the date of the final order of the Board of Worker’s 
Compensation to superior court.  Once the Board of Worker’s 
Compensation has transmitted the record to the superior court, 
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Legal & Regulatory:  Exemptions 

Currently, the dollar amount applicable to expenditures on 
equipment is $823,934 as adjusted annually.  After reviewing 
similar equipment expenditure thresholds in comparison 
states, the Commission recommends maintaining the existing 
dollar threshold for such equipment. 

Recommendation 3.0  (Unanimous) 

Authorize the Department to require Notification of Items Exempt 
from Review for certain exemptions. 

The Commission has heard testimony from the Department 
and other stakeholders that occasionally a provider will 
undertake a task that it believes to be exempt from CON but 
later learns that a CON was required.  In order to prevent such 
occurrences, the Commission recommends that the statute 
specifically authorize the Department to have the ability to 
determine (by rule) which exemptions rise to a level that would 
require notification to the Department and/or advance approval 
by the Department.  Specifically, the Commission recommends 
that once so empowered, the Department require advance 
notification and approval for exemptions related to exempt 
ambulatory surgery centers (if the exemption remains) and 
equipment purchased below threshold. 

Recommendation 3.3  (Unanimous) 

Modify the existing list of exempt projects and activities to 
exempt non-clinical projects, such as parking decks, medical 
office buildings, and improvements of physical plant 
infrastructure, etc., and modify or delete certain current 
exemptions. 

Certain projects currently require Certificates of Need even 
though they do not involve clinical health services and are 
routinely approved.  The review of these projects requires time 
and resources that would otherwise be available to focus on 
clinical health services.  Therefore, the Commission 
recommends that the list of statutory exemptions be modified 
by adding the following:  parking lots, parking decks, or parking 
facilities; computer systems, software, and other information 
technology; medical office buildings, both construction and 
addition of space; state mental health facilities; and renovation 
of physical infrastructure where clinical health services are not 
being added or affected.  In addition, the Commission 
recommends that the current exemption relating to repair of 
physical plant be modified.  Currently, the exemption is limited 
to repairs of physical plant which do not cost more than the 
capital expenditure threshold.  Any repair of physical plant 
should be exempt regardless of cost.    

Recommendation 3.1  (Unanimous) 

Raise the capital expenditure threshold from the current $1.495 
million to $1.75 million and maintain the provision relating to an 
annual adjustment of this dollar amount.  

After thoroughly reviewing the dollar thresholds of other CON 
states and neighboring southern states, the Commission 
recommends that the dollar threshold for capital expenditures be 
increased to $1,750,000.  In addition, the Commission 
recommends that the statute continue to provide for annual 
adjustments to this dollar threshold. 

Recommendation 3.2  (Unanimous) The Commission also recommends removing the exemption 
for “Christian Science Sanatoriums.” 

Maintain the existing provisions relating to the amount of the 
Equipment Expenditure threshold.  
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 Recommendation 3.4  (Unanimous) 

Add a statutory exemption for relocation of an existing facility 
within a limited distance.   

Currently, there is no exemption from Certificate of Need 
regulation regarding the relocation of an existing facility.  This 
has proved a hardship on entities that may need to relocate for 
reasons beyond their control, such as a fire or expiration of a 
lease.  This is also a particular concern for older facilities, 
which are in need of being replaced and which are otherwise 
prevented from replacing or expanding on site.  Therefore, the 
Commission recommends that the list of statutory exemptions 
be modified to add “replacement of existing facilities within a 
defined distance and which would have no adverse impact on 
other existing providers.”   

Legal & Regulatory:  Miscellaneous 

Recommendation 4.0  (Unanimous) 

Add a review criterion regarding the quality of health care services 
to be offered or which are offered in the health care facility.   

Currently, the Department’s rules for specific services mandate 
minimum quality standards, such as JCAHO accreditation, 
minimum volumes, quality improvements and assurance 
practices, utilization review practices, etc.  Therefore, the 
Commission recommends that a specific general review 
consideration be added to the statute relating to quality.  In 
addition, the Commission recommends that the statutory goals of 
the program be redefined to include “ensuring access to quality 
services.” 

Recommendation 4.1  (Unanimous) 

Statutorily provide for the Department to give favorable 
consideration to projects and applicants where the applicant 

agrees to provide an underrepresented service in addition to the 
service for which application was made. 

The Commission has heard evidence regarding the under-
representation of certain services in the state, largely because of 
lack of funding sources.  As a means to encourage the offering of 
such services, the Commission recommends the addition of a 
specific review criterion relating to the potential for the project to 
provide or enhance the provision of an underrepresented service, 
e.g. inpatient psychiatric care, trauma, etc.  The Department would 
create rules relating to this criterion such that it would annually 
define the underrepresented services for the upcoming year and 
would also develop rules to allow an advantage to equally qualified 
applicants who agree to provide an underrepresented service in 
addition to the project for which it has applied. 
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 Recommendation 4.2  (Unanimous) 

Recommend that the Department’s Health Planning functions be 
adequately staffed and supplied with the appropriate resources. 

Many of the recommendations of the Commission require that the 
Division of Health Planning increase staffing and resources in 
order to plan proactively and to monitor health care facilities and 
services that have been awarded certificates of need.  Therefore, 
the Commission recommends that the budget and staffing of the 
Division of Health Planning be reviewed to ensure that the 
appropriate resources are available for these additional activities. 

Recommendation 4.3  (Unanimous) 

Recommend that the Department adopt and follow a proactive 
and prospective approach to need methodologies and emerging 
technologies by addressing such factors annually in its annual 
report. 

Currently, the CON statute requires the Health Strategies Council 
to submit an annual report concerning health planning.  Because 
the Commission has recommended that the Health Strategies 
Council’s role be advisory in nature, the Commission recommends 
that the responsibility for an annual report be delegated to the 
Department of Community Health.  The Commission further 
recommends that the Department adopt a proactive and 
prospective approach to need methodologies and access to health 
care services by undertaking an annual analysis of such issues in 
the annual report.  
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Acute Care Services:  General Hospitals 

NOTE:  The Commission did not reach consensus on the regulation 
of general, short stay, acute care hospitals. 

Recommendation 5.1     (3 Agree, 4 Disagree, 3 Abstain) 

Deregulate Short Stay General Hospital Beds by not requiring 
a Certificate of Need for the expansion of Short-Stay beds, but 
still requiring a CON for the establishment of new hospitals. 

 
Recommendation 5.0    (3 Agree, 2 Disagree, 5 Abstain) 

Maintain existing CON regulation of Short Stay General 
Hospital Beds. The members who agree with this recommendation disagreed 

with Recommendation 5.0 and for similar reasons.  The 
members who disagree with this recommendation agree with 
Recommendation 5.0 and for the same reasons. 

Because data shows that there is a surplus of nearly 5,600 too 
many medical/surgical beds at the State’s hospitals, some 
members of the Commission believe that CON regulation of 
medical and surgical beds should be maintained, particularly 
given the high costs of medical construction.  These members 
maintain that the current regulation of short stay general 
hospital beds is effective and ensures access for those 
needing these services. 

Recommendation 5.2     (4 Agree, 2 Disagree, 4 Abstain) 

Amend the exemption for the addition of beds to short stay 
hospitals to allow expansion of such facilities without obtaining 
a CON when the facility has reached a utilization of 75% for 
the prior 12 months.  Under the amended exemption, the 
facility would be able to expand by 10 beds or 10%, whichever 
is greater, once every two years. 

Other members of the Commission disagree.  These members 
of the Commission feel that there is no need to regulate the 
addition of beds to established facilities as it hinders the 
delivery of health care when a facility has to wait for the 
completion of the review process in order to expand. 
Furthermore, the current manner in which the Department’s 
rules forecast need for new beds is institution specific (i.e. the 
forecast relies on an institution’s own historic utilization). They 
also feel that money that should be used to deliver health 
services is taken out of the system if money has to be 
dedicated to resources (i.e. attorneys, consultants, etc.) 
needed to file and/or fight an appeal if the project is denied by 
the Department or opposed by another party.   

Currently, the statute has an exemption allowing a short stay 
hospital to increase its beds once every two years when it has 
demonstrated an 85% utilization rate for the prior twelve 
months.  If this utilization is achieved, the facility may expand 
by 10 beds or ten percent, whichever is less, without obtaining 
a Certificate of Need.   

The members of the Commission who agree with this 
recommendation feel that because of the cost of construction 
involved with adding additional beds and because of seasonal 
fluctuations in utilization rates, the statutory exemption should 
be broadened.  Such members maintain that the utilization rate 
should be lower because a facility may have an average 
annual utilization rate of 75%, but that the facility may still 
exceed 100% utilization during seasonal periods such as 
winter.  In addition, these members support increasing the 
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 number of beds by which hospitals who have obtained the 
utilization can expand.  Such members support such a 
recommendation based on the economies of scale.  
Oftentimes it may be cost prohibitive to expand a facility to add 
10 beds or fewer, the limit of the current statutory exemption.  
For this reason, these members recommend that the 
exemption permit the addition of up to 10% more beds. 

Those members who are opposed to this recommendation are 
so opposed because they believe that exemptions which allow 
existing facilities to expand may have a tendency to promote 
monopolies in the healthcare market. 

 

Acute Care Services:  Cardiovascular Services 

NOTE:  The Commission did not reach consensus on the regulation 
of cardiac catheterization, but did achieve consensus on the 
regulation of open heart surgery. 

One member of the Commission disagrees.  This member feels 
that this service should continue to be regulated by Certificate of 
Need.  Because cardiac catheterization is such a specialized 
service, certain quality standards must be met to achieve the best 
possible outcomes.  Because the American College of Cardiology 
recommends that minimum volumes be maintained to ensure the 
quality of the service, this member feels the Certificate of Need 
process ensures that there will not be a proliferation of low volume 
providers who won’t maintain the same quality as high volume 
providers. 

 
Recommendation 6.0     (4 Agree, 1 Disagrees, 5 Abstain) 

Deregulate diagnostic cardiac catheterization and require 
therapeutic catheterizations to be performed only by providers 
approved to offer open heart surgery. 

The members of the Commission who support the 
deregulation of adult diagnostic cardiac catheterization 
maintain that deregulating diagnostic cardiac catheterization 
will allow for the proliferation of these services in the market 
assuring access to residents in all areas of the state.  Such 
members feel that this service is a valuable service to the 
citizens of the state and has been shown to save lives, 
particularly in states such as Georgia with high rates of 
coronary disease.  These members feel that the regulation of 
the quality of this service could be managed by Licensure. 

Several members of the Commission report that this 
recommendation should only apply to hospital-based cardiac 
catheterization and not to freestanding cath programs. 

Recommendation 6.1  (Unanimous) 

Maintain existing CON regulation of open heart surgery. 

Members of the Commission agree that open heart surgery 
services should continue to be regulated by CON because of 
the technical nature of the service and the highly-skilled labor 
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force that is required to perform the service.  They also agreed 
that licensure standards should be added to routinely monitor 
the quality of open heart surgical programs. 

 

Recommendation 6.2  (Unanimous) 

Maintain existing CON regulation of pediatric cardiac 
catheterization and open heart surgery. 

The Commission unanimously agrees that Certificate of Need 
regulation of pediatric cardiovascular services be maintained 
because of the complex and highly-skilled nature of these 
services and the concentrated demographic that utilizes these 
services. 

Acute Care Services:  Perinatal Services 

NOTE:  The Commission did not reach full consensus on the 
regulation of perinatal and obstetrical services. 

One member of the Commission made the recommendation to 
maintain existing CON regulation for this service. This member 
believes that maintaining Certificate of Need regulation of 
Level I perinatal services will address the problem of large 
fixed costs incurred by facilities that provide these services 
and the shortage of skilled workforce. 

 
Recommendation 7.0    (6 Agree, 1 Disagrees, 3 Abstain) 

Deregulate Level I perinatal services and continue regulation 
of Level II and Neonatal Intensive Care. Several members of the Commission report that this 

recommendation should be limited to Level 1 perinatal 
services at hospitals and should not be construed as a 
recommendation regarding freestanding facilities. 

Most members of the Commission recommend that Level I 
perinatal services be deregulated because these services are 
already provided by most hospitals in the state and do not 
require specialized labor.  These members believe that access 
to perinatal and obstetrical care will be enhanced by their 
recommendation.  The fact that federal law already requires a 
facility to treat a woman in active labor further supports this 
recommendation.  The members who make this 
recommendation maintain that Level II and Level III services 
should continue to be regulated by CON because of the highly- 
skilled nature of these services and the workforce that is 
required to support them.  One member of this group further 
believed that Level II should be deregulated in addition to 
Level I. 
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Acute Care Services:  Inpatient Psychiatry and Substance Abuse 

 Recommendation 8.0 

Maintain existing CON regulation of inpatient psychiatric and 
substance abuse services. 

The Commission members agree that inpatient psychiatric and 
substance abuse services should continue to be regulated by 
Certificate of Need. 

Long Term Care Services:  Skilled Nursing 

Recommendation 9.0  (Unanimous) Recommendation 9.1  (Unanimous) 

Maintain existing CON regulation of skilled nursing facilities.  Deregulate CCRCs as long as the nursing beds remain 
sheltered. 

The members of the Commission unanimously recommend 
maintaining CON regulation of skilled nursing facilities.  As the 
state’s population of elderly citizens grows, there will be an 
increased need for skilled nursing services.  CON works to 
ensure that there will be an adequate number of services to 
meet that need.  CON also serves as a gatekeeper to ensure 
the quality of skilled nursing service market entrants.   

Commission members agreed unanimously to exempt Continuing 
Care Retirement Communities (CCRC) from Certificate of Need 
regulation because these facilities have been routinely approved 
by the Department in large part because they have already been 
approved by the Department of Insurance before applying for a 
Certificate of Need.  The Commission recommends that CCRCs 
continue to comply with Department rules that their skilled nursing 
beds remain sheltered to prevent any inaccuracies in projecting 
need for other skilled nursing beds throughout the State.  
Therefore, the Commission recommends that only CCRCs that 
maintain sheltered nursing beds be added to the list of statutorily-
exempt services and facilities. 
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Long Term Care Services:  Home Health 

 Recommendation 10.0  (Unanimous) 

Maintain existing CON regulation of home health services. 

The Commission unanimously recommends that home health 
services continue to be regulated by CON.  Members of the 
Commission believe that CON regulation adequately 
determines need and assesses quality in this area.  Committee 
members considered the concerns expressed by home health 
agency stakeholders regarding indigent and charity care 
commitment stated in the service-specific rules.  They decided 
to leave the issue of determining the proper indigent and 
charity care requirement to the Department and its rulemaking 
authority. 

Long Term Care Services:  Assisted Living 

 Recommendation 11.0  (Unanimous) 

Deregulate personal care homes except for Medicaid-Certified 
personal care homes. 

The Commission unanimously recommends that CON 
regulation of personal care homes be discontinued except for 
those personal care homes that seek Medicaid certification. 
This recommendation requires that all Medicare-certified 
personal care homes, including those with 24 or fewer beds, 
be regulated by CON because they receive reimbursement 
from the State.  In order to encourage personal care homes as 
an alternative to skilled nursing facilities, the Commission 
recommends that all non-Medicaid personal care homes be 
exempt from the Certificate of Need process and regulation. 
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Long Term Care Services:  Rehabilitation 

Recommendation 12.0  (6 Agree, 1 Disagrees, 3 Abstain) 

 Maintain existing CON regulation of Comprehensive Inpatient 
Physical Rehabilitation. 

A majority of the Commission recommends that 
comprehensive inpatient physical rehabilitation (CIPR) 
services continue to be regulated by CON.  In addition, these 
members of the Commission recommend that the need 
methodology for CIPR services be based on set-up-and- 
staffed beds and not on authorized beds. Such members 
agreed that this change to the need methodology will allow the 
Department to accurately project need and allow new 
providers to enter the market, increasing access to CIPR 
services.  Such members did not recommend the deregulation 
of this service because they felt that the service required a 
highly-skilled workforce and that deregulation may drain the 
workforce from existing facilities, thereby lowering quality of 
care. 

One member of the Commission disagreed with this 
recommendation.  This member supports the deregulation of 
CIPR services to promote access and competition. 

Long Term Care Services:  Rehabilitation Services 

Recommendation 13.0  (Unanimous) 

n injury fa s detailed 

orts the deregulation from 

Evidence demonstrates that there have been no applications 

Deregulate traumatic brai cilities as long a
licensure standards are developed. 

The Commission unanimously supp
Certificate of Need of Traumatic Brain Injury facilities.  

for new or expanded facilities in recent years.  In addition 
Licensure already has detailed licensure standards for such 
services as Traumatic Brain Injury Facility is a specific 
licensure classification.  Therefore, as long as these service-
specific licensure standards are maintained, the Commission 
supports the deregulation of these facilities. 
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Special and Other Services:  Ambulatory Surgery 

NOTE:  The Commission did not reach full consensus on the 
regulation of ambulatory surgery, except for the current regulation of 
freestanding multi-specialty centers. 

 

Recommendation 14.0  (Unanimous) 

Maintain existing CON regulation of freestanding multi-specialty 
ambulatory surgery services. 

The Commission recommends that the existing regulation of 
freestanding multi-specialty ambulatory surgery services should be 
maintained. 

Recommendation 14.1  (5 Agree, 1 Disagrees, 4 Abstain) 

Treat General Surgery in a consistent manner as all other single 
specialties. 

The majority of the Commission recommends that General 
Surgery be treated in a manner consistent with all other singe 
specialties, regardless of the regulatory requirement for single 
specialty facilities. 

One member disagrees and maintains that general surgery should 
be treated as a multi-specialty because of the complex nature of 
the cases that a general surgeon may perform. 

Recommendation 14.2    (5 Agree, 3 Disagree, 2 Abstain) 

Abolish entirely the exemption for freestanding single specialty, 
office-based, physician-owned ambulatory surgery centers and 
require physician-owned limited purpose ambulatory surgery 
centers to obtain a Certificate from the Department.  Upon 
application, such applicants would not be required to address 

need criteria but would be required to make indigent and charity 
care commitments, to accept Medicaid, to supply data to the 
Department of Community Health, and to verify that all its 
physicians are members of a hospital staff and are willing to 
accept emergency room coverage. 

The membership of the Commission was sharply divided on 
the issue of physician-owned single specialty ambulatory 
surgery centers, which are currently exempt from Certificate of 
Need if the center can be established for a dollar amount less 
than approximately $1.6 million.  One contingent of the 
Commission agrees with the recommendation that the current 
exemption be abolished and that limited-purpose, physician- 
owned ambulatory surgery centers (“ASC”) obtain a 
Certificate, although such centers would be free from an 
objective need methodology.  Such ASCs would be required to 
commit to the provision of indigent and charity care at a level 
of 3 percent of adjusted gross revenues.  In addition, this 
contingent recommends that these ASCs agree to accept 
Medicaid, if at all possible, and provide services as a minimum 
community standard, that such facilities agree to provide 
annual data to the Department, and that all physicians who 
perform procedures at the facility be required to hold hospital 
staff privileges, if possible, and to accept ER coverage.    The 
members who agree with this recommendation do so because 
freestanding single-specialty ambulatory surgery centers have 
been shown to be high quality and low cost alternatives. These 
members who argue for less regulatory control contend that to 
artificially restrain these services raises costs reduces 
efficiency, and prevents physicians from billing facility fees.  

Other members disagreed with this recommendation and 
maintain that the exemption for physician-owned ambulatory 
surgery centers should be abolished and that such centers 
should be required to obtain a Certificate of Need addressing 
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The Commission recommends unanimously that all providers of 
ambulatory surgical services share the burden of caring for those 
who have the inability to pay for services.  The Commission further 
recommends that it is in the best interest of the state’s health 
planning efforts to have complete data regarding ambulatory 
surgical services, regardless of the level of CON regulation. 

all applicable review criteria including a determination of need.  
These members are concerned that if ambulatory surgery 
centers are allowed to proliferate significantly, hospitals will not 
have a financially sustainable business model.  Mainly, these 
members maintain that ambulatory surgery centers take low 
acuity, paying patients, and leave hospitals to treat the 
complex cases and individuals without the ability to pay.  

The CON Commission has been unable to reach consensus 
with regard to the best policy to address this difficult issue 
because its root causes involve complex factors relating to 
reimbursement and costs that are beyond the CON program’s 
purview. A real and sustainable solution to this dilemma will 
require a health policy approach that corrects the cost and 
payment problems for both professional services and hospital-
based services, particularly with respect to the under-insured 
and uninsured. 

Recommendation 14.3    (3 Agree, 3 Disagree, 4 Abstain) 

Abolish the exemption for physician-owned, office-based, single 
specialty ambulatory surgery centers and require such facilities to 
obtain a Certificate of Need under the exact same standards as all 
other ambulatory surgery centers. 

The original recommendation of the Specialized Services Sub-
Committee was to abolish the current ASC exemption and 
require all ASCs to obtain a Certificate of Need without 
exception.  The full Commission discussed this 
recommendation, but was sharply divided and no final 
conclusion was reached on the recommendation.  

Recommendation 14.4  (Unanimous) 

Require all providers of ambulatory surgical services to make 
indigent and charity care commitments, to accept Medicaid 
patients, and to supply data to the Department (even if some 
remain exempt). 
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Special and Other Services:  Radiation Therapy 

Recommendation 15.0  (Unanimous) 

Maintain existing CON regulation of radiation therapy services. 

on of 

 

All Commission members agree that the existing regulati
radiation therapy services is sufficient and should be maintained 
because of the cost of the equipment used to deliver the services 
and the complex nature and highly-skilled workforce required to 
deliver radiation therapy. 

Special and Other Services:  Imaging Services 

NOTE:  The Commission did not reach full consensus on the 

 
ecommendation 16.0     (4 Agree, 3 Disagree, 3 Abstain) 

 the Commission recommends that Certificate of 

er portion of the Commission maintains that PET services 

In relation to other neighboring states, Georgia has fewer PET 

Re 6.1  (Unanimous) 

t p viders herapeutic 
m ent to indige ity care as 

 diagnostic imaging should provide 

Re imous) 

Require statutorily exempt providers of diagnostic or therapeutic 
equipment to provide data to the Department as a condition of the 
exemption. 

regulation of imaging services.  The equipment expenditure 
threshold is addressed in Recommendation 3.2. 

R

Maintain existing CON regulation of Positron Emission 
Tomography. 

A majority of
Need regulation of Positron Emission Tomography (PET) services 
be maintained.  These members maintain that the high cost of 
PET equipment necessitates a higher degree of regulation.  PET 
also requires a trained workforce such as dosimetrists, physicists, 
etc.  

Anoth
should be deregulated.  These members maintain that PET 
services have great potential in saving lives and that the 
deregulation of the service would improve access to the citizens of 
the state.  In addition, these members have concern about the 
perceived accessibility problems in Georgia associated with PET.  

scanners per capita. 

commendation 1

 Require statutorily-exemp ro of diagnostic or t
equipment to make a com itm nt and char
a condition of the exemption. 

Members of the Commission unanimously recommend that 
freestanding providers of
indigent and charity care.  Therefore, the Commission 
recommends that the statutory exemption be modified to 
specifically require providers to make an indigent and charity care 
commitment as a condition of the exemption. 

commendation 16.2  (Unan
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 The lack of data from al  provid of healthcare in 
adversely impacts the stat ealth planning

l ers the state 
e’s h  functions.  

Re

h 

hat such facilities would be permitted to 

 Therefore, the Commission unanimously recommends that all 
exempt providers of diagnostic imaging services commit to provide 
data to the Department annually as a condition of being exempt.  

 commendation 16.3    (5 Agree, 1 Disagree, 4 Abstain) 

Modify the exemption for equipment below threshold to require all 
freestanding diagnostic imaging centers to obtain a Certificate of 
Need for equipment regardless of costs, except for de minimis x-
ray equipment.  Physician offices and hospitals and other healt

 

 

care facilities would still be able to obtain equipment under 
threshold, bur freestanding imaging centers would require a 

 

Certificate of Need. 

A majority of the Commission recommends that the exemption for 
equipment below threshold should not apply to Freestanding 
Imaging Centers.  Under this recommendation, Freestanding 
Imaging Centers would need to obtain a Certificate of Need 
regardless of the cost of the equipment being acquired and used 
in the facility, except t

 

 

 

 
obtain de minimis x-ray equipment without obtaining a Certificate 
of Need.  The members who make this recommendation do so 
because of concerns over the quality of freestanding imaging 
centers and the potential for over-utilization of imaging services at 
freestanding imaging centers, which has been substantially 
documented. 

Those who oppose this recommendation maintain that the 
equipment threshold should be applicable to freestanding imaging 
centers as for all other providers of imaging services because the 
cost of freestanding imaging centers to the patient and to insurers 
is substantially less than the cost of hospital-based imaging. 
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Final CON Commission Recommendations Matrix 

In general, the 3 ex officio members of the Commission abstained from voting on all issues except Ambulatory Surgery. 
 

LEGAL AND REGULATORY OPTIONS Yes No Abstain* 
Licensure 

Move the healthcare-related licensing functions of the Office of Regulatory Services from the Department of 
Human Resources to the Department of Community Health forming a consolidated licensure and Certificate of 
Need unit. 

7 0 3 

7 0 3 Amend the Licensure statute to permit detailed licensure standards on a clinical service-level. 

Rule Making Process 
Recommend the addition of a statutory provision allowing the Department of Community Health to place 
moratoria on new and emerging services for a time period not to exceed 6 months, which may be renewed 
once for an additional 3 months. 

7 0 3 

Health Strategies Council 

7 0 3 Revise the functions of the Health Strategies Council to make the Council advisory in nature. 

7 0 3 Decrease the membership of the Health Strategies Council. 

7 0 3 Amend the statute to require meetings of the Health Strategies Council more frequently than Quarterly. 

7 0 3 Amend the statute to alter provisions relating to the removal of members. 

Sanctions 
Increase the statutory fine for failure to obtain a Certificate of Need to $5,000 per day for the first month, 
$10,000 for the 2 7 0 3 nd month, and $25,000 subsequently. 
Permit the Department to levy fines and to revoke Certificates of Need for failure to provide annual and 
periodic data surveys. 7 0 3 

Amend the statute to allow the Department the authority to issue conditional Certificates of Need and to 
revoke CONs when such conditions are not met by the certificate holder. 7 0 3 

7 0 3 Permit the Department to have the authority to revoke parts of Certificates of Need. 

Review Competitiveness 

7 0 3 Batch applications by clinical health services. 
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Review Timeframe 

7 0 3 For batched reviews, increase the review timeframe to 120 days 
Allow the Department of Community Health to develop rules and regulations defining the time periods for review of 
applications within the 120 day review cycle. 7 0 3 

Opposition 

7 0 3 Provide for opposition hearings during the review cycle. 

Administrative Appeals 

7 0 3 Abolish the Health Planning Review Board and model the appeals process on the Administrative Procedure Act. 
Require appellants during the Administrative Process to pay into a Hearing Funds pool which will pay for hearing 
officers and other administrative costs. 7 0 3 

Require losing parties in appeals to pay for the entire cost of the appeal including hearing officer fees and preparation 
of the record, etc. 7 0 3 

Judicial Review 

7 0 3 Amend provisions relating to judicial appeal in fashion similar to Workers’ Comp Statute. 

Review Thresholds 
Raise the Capital Expenditure Threshold from the current $1.495 M to $1.75 million and maintain provision for annual 
adjustment. 7 0 3 

7 0 3 Maintain the existing provisions relating to the amount of the Equipment Expenditure Threshold--$823,934. 

Exemptions 

7 0 3 Authorize the Department to require Notification of Items Exempt from Review for certain exemptions. 
Modify the existing list of exempt projects and activities to exempt non-clinical projects, such as parking decks, 
medical office buildings, improvements to physical plant infrastructure. 7 0 3 

7 0 3 Add a statutory exemption for relocation of an existing facility within a limited distance. 

Review Criteria 
Add a review criterion regarding the quality of health care services to be offered or which are offered in the health 
care facility.   7 0 3 

Statutorily provide for the Department to give an advantage to projects and applicants under certain situations, such 
as the provision of an underrepresented service. 7 0 3 
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Miscellaneous 
Recommend to the General Assembly that the Department’s Health Planning functions be adequately staffed and 
supplied with the appropriate resources. 7 0 3 

Recommend that the Department follow a proactive and prospective approach to need methodologies and emerging 
technologies by addressing such factors annually in its annual report. 7 0 3 

ACUTE CARE OPTIONS Yes No Abstain* 
Short Stay General Hospitals 

3 2 5 Maintain existing CON regulation. 

3 4 3 Deregulate expansions but require CON for new hospitals. 
Amend the exemption for addition of beds to short stay hospitals to allow expansion of such facilities without 
obtaining a CON when the facility has reached a utilization of 75% for the prior 12 months.  Under the amended 
exemption, the facility would be able to expand by 10 beds or 10%, whichever is greater, once every two years. 

4 2 4 

Cardiac Catheterization 
Deregulate diagnostic cardiac catheterization and require therapeutic catheterizations to only be performed by 
providers approved to offer open heart surgery. 4 1 5 

Open Heart Surgery 

7 0 3 Maintain existing CON regulation of open heart surgery. 

Pediatric Cardiac Cath and Open Heart Surgery 

7 0 3 Maintain existing CON regulation of pediatric cardiac catheterization and open heart surgery. 

Perinatal Services 

6 1 3 Deregulate Level 1 perinatal services and maintain regulation of Levels 2 and 3. 

Inpatient Psychiatric Care 

7 0 3 Maintain existing CON regulation of inpatient psychiatric and substance abuse services. 

LONG TERM CARE OPTIONS Yes No Abstain* 
Skilled Nursing 

7 0 3 Maintain existing CON regulation of skilled nursing facilities. 

CCRC 

7 0 3 Deregulate CCRCs:   as long as the nursing beds remain sheltered, the facility would be exempt from CON. 
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Home Health 

7 0 3 Maintain existing CON regulation of home health. 

Personal Care Home 

7 0 3 Deregulate personal care homes:  Only Medicaid-Certified Personal Care Homes would require a Certificate of Need. 

Inpatient Physical Rehabilitation 

6 1 3 Maintain existing CON regulation of comprehensive inpatient physical rehabilitation services. 

Traumatic Brain Injury Facilities 
Deregulate traumatic brain injury facilities from Certificate of Need as long as detailed licensure standards are 
developed. 

3 7 0 

Hospice 
7 0 3 Increase licensure standards for these facilities but do not require a Certificate of Need. 

SPECIAL AND OTHER OPTIONS Yes No Abstain* 
Freestanding Multi-Specialty Ambulatory Surgery 

7 0 3 Maintain existing CON regulation of freestanding multi-specialty ambulatory surgery services. 

ASC Exemption 
Abolish entirely the exemption for freestanding single specialty office based physician-owned ambulatory surgery 
centers, and require physician-owned limited purpose ambulatory surgery centers to obtain a Certificate.  Upon 
application, such applicants would not need to address need criteria but would be required to make indigent and charity 
care commitments, to accept Medicaid, to supply data to the Department, and all physicians would be required to be 
on a hospital staff. 

5 3 2 

Abolish the exemption for physician-owned, office-based, single specialty ambulatory surgery centers and require 
such facilities to obtain a Certificate of Need under the exact same standards as all other ambulatory surgery 
centers. 

3 3 4 

5 1 4 Treat General Surgery in a consistent manner as all other single specialties. 
Require all providers of ambulatory surgical services (even if some remain exempt) to make indigent and charity care 
commitments, to accept Medicaid, and to supply data to the Department. 9 0 1 

Radiation Therapy 

7 0 3 Maintain existing CON regulation of radiation therapy services. 

Imaging 

4 3 3 Maintain existing CON regulation of PET. 
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Require statutorily exempt providers of diagnostic or therapeutic equipment to make a commitment to indigent and 
charity care as a condition on the exemption. 6 0 4 

Require statutorily exempt providers of diagnostic or therapeutic equipment to provide data to the Department as a 
condition of the exemption. 6 0 4 

Modify the exemption for equipment below threshold to require all freestanding imaging centers to obtain a CON for 
equipment regardless of cost, except for de minimis x-ray equipment.  The equipment threshold would still be 
available to physician offices and to hospitals and other health care facilities. 

5 1 4 
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Prologue 

A General Background of Certificate of Need 

General Background 
A Summary of the Certificate of Need Law 

Certificate of Need Overview 

Government involvement in enforced planning for health facilities 
has an extensive and well-documented history. As far back as 
1946, with the Hill-Burton Act, the federal government has 
provided the means for developing health planning agencies. 
Certificate of Need regulations, or "CON laws," were the pinnacle 
of federal and state legislation advocating government-mandated 
health planning efforts. Federal regulations provided enabling 
legislation and enforcement provisions, while program 
development and implementation generally took place on the state 
or local level. 

Development of Federal Regulations 

The Hill-Burton Act of 1946 was the first modern legislation to 
regulate the distribution of federal assistance to states through 
grants-in-aid. The Act was intended to assure adequate 
distribution of health service facilities in each state. In order to 
receive the funding, each state was required to develop plans (Hill-
Burton Plans) that established priorities for the allocation of these 
monies.  In addition, each state was required to provide a certain 
level of uncompensated care to people unable to pay. Healthcare 
facilities then had to meet state requirements to make certain that 

renovating or adding new facilities "fit" into the state plan, which 
then would be submitted to the federal level.  

In order to monitor this program of planning regulation, Congress 
passed the Comprehensive Health Planning and Public Service 
Amendments of 1966, which created a single federal agency to 
regulate and administer the health planning program.  

Two other pieces of federal legislation were essential to the growth 
of CON programs. Section 1122 of the 1972 Social Security Act 
Amendments and the National Health Planning and Resources 
Development Act (NHPRDA) of 1974 formed the framework for 
future CON programs. 

Similar to CON in many ways, Section 1122 forced states to 
review all capital expenditures when they exceeded $100,000, 
when bed capacity changed, or when a “substantial” change in 
services took place. States that failed to comply could be denied 
Medicare and Medicaid cost reimbursement. Hospitals could 
proceed with construction of new facilities without review, 
however, if another source of funding could be found. Professional 
Standards Review Organizations (PSROs) were also established 
by the 1972 Social Security Amendments to control utilization of 
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services and to review procedures according to professional 
standards. 

Then, in 1974, the National Health Planning and Resources 
Development Act pushed CON regulations to the forefront of 
government healthcare cost containment efforts. This legislation 
encouraged states to enact CON regulatory programs by 
guaranteeing federal funding for those states enacting CON 
review programs and tying certain healthcare funds to the 
enactment of those programs. State CON programs were required 
to meet federal guidelines in order to receive federal money. The 
law required development of comprehensive health plans in 
accordance with national health planning priorities and standards. 
The law required each state to designate health planning 
agencies. These agencies would be responsible for creating plans 
outlining the needs of different health services throughout the 
state. Each State Health Planning and Development Agency 
(SHPDA) performed certificate-of-need reviews and any facility 
seeking federal funding was required to first seek approval from 
the Agency. Because of this legislative structure, each of these 
Agencies became solely responsible for determining whether or 
not proposed projects "fit" within the state’s plan for providing 
health services. Federal legislation had firmly-established public 
sanctions for states that failed to comply with mandates for CON 
review programs. Correspondingly, most states dropped their 
Section 1122 review provisions and replaced them with a CON 
regulatory apparatus. By 1980 almost every state developed some 
form of CON review program under these guidelines. 

In 1979, the National Health Planning and Resource Development 
Act was amended to clarify Congress’ assertion that the 
healthcare industry had been suffering from a phenomenon 
described as “supply creating demand” and purported to address 
this concern through government intervention in the market. These 
comments explicitly expressed a lack of faith in market forces as a 
primary means of cost control in the healthcare industry.  Although 
some states had developed CON programs prior to the advent of 
national legislation, it is clear that these federal laws were the key 
stimulus for most state CON programs. States who later 

questioned the wisdom of CON still followed federal guidelines. 
Some states even reverted back to the voluntary review provisions 
in Section 1122 when their CON programs were allowed to expire. 

The primary driving force for the enactment of CON programs 
developed out of the perception of and growing concerns for 
rapidly increasing healthcare costs. In the 1980s, however, the 
politics of deregulation caught on and set the tone for the 
elimination of CON provisions on a federal level. The free market 
argument had begun to garner support among legislators, in the 
face of growing criticism of CON regulations as being ineffective in 
lowering costs as well as restricting delivery access and impeding 
quality enhancements for patient care.  The status of federal 
legislation advocating CON regulations changed dramatically in 
1986 when the National Health Planning and Resources 
Development Act of 1974 was repealed. States would no longer 
receive federal funding for their CON programs.  The Act had, 
however, already imparted a strong regulatory body in many 
states which kept their CON regulations intact.  Nevertheless, over 
the period of years from 1983 to 2001, sixteen states either 
repealed and abandoned CON, or modified the scope and extent 
of its application. 

Georgia's CON Experience 

Georgia began reviewing health care projects under Section 1122 
regulations in 1975.  The State Health Planning Agency (SHPA), 
then called the State Health Planning and Development Agency 
(SHPDA), was established to administer the program.   Section 
1122 reviews continued until 1987.  Georgia's CON program was 
established by the General Assembly in 1979 (O.C.G.A. Title 31, 
Chapter 6).  SHPDA began reviewing projects under the new 
CON regulations in that same year.  In 1999, Governor Roy 
Barnes signed legislation creating the Georgia Department of 
Community Health.  The State Health Planning Agency became 
the Division of Health Planning in the new department. 

The number of projects reviewed under the two health planning 
programs in Georgia is exhibited in Figure A-1. 
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FIGURE A-1 

 
Number of Program Time Period Projects 

Projects reviewed under 1122 
regulations only 1,081 1975-1987 

Projects reviewed under CON 
regulations only 2,469 1979-2006 

Projects reviewed under both 
programs 1,171 1979-1987 

 
Source:  Georgia Department of Community Health, Project Reporting and Management System (PRAMS) as of 12/8/2006. 

 

Initial Purpose and Goals of Certificate of Need Law 

The above-described history of CON legislation outlines how the 
regulation began, but a more important aspect is why it was 
enacted. There are three reasons for the original CON legislation 
and its continued existence in many states. The first and second 
reasons for the legislation are closely related. The first reason 
was to control the addition and duplication of facilities and services 
in a community. The second reason is an extension of the first 
and was to curtail escalating costs to the community (caused by 
unnecessary facilities and services). Specifically, the government 
was originally concerned about the development of health services 
and gradually changed its emphasis to planning to avoid 
overbuilding and the accompanying increase in health care 
service expenditures.  

In developing the legislation, the federal government assumed that 
in order to control the potential for escalating costs and to 
guarantee access, some regulatory measure was needed. This 
regulatory measure was to control the market "supply" with CON 

laws. The idea behind controlling the supply was tiered. The 
concept was to control the supply of healthcare construction (and 
technology) and healthcare services to the market, thereby limiting 
the additional construction/technology costs that providers would 
incur. Once these additional costs were controlled, there would be 
no additional costs to pass on to consumers. The end result would 
be that if no additional costs were passed on to the consumer, 
costs would not escalate.  

Another rationalization of the CON legislation was that if providers 
were allowed to build new buildings, purchase new technology, or 
provide new services, they would have to induce more need. 
Furthermore, if providers had to compete, they might provide 
"unnecessary services" to the community, thereby causing a 
community’s healthcare prices to escalate. By limiting the 
construction and services that healthcare providers could provide 
to the community, it was assumed that there would be less need 
to "compete" for patients. Therefore, if the state controlled who 
provided services, there would be no unnecessary duplication of 
services and thus, costs would not spiral out of control. In fact, as 
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technology improved, CON laws were helpful in curbing the 
‘technology arms race’ which occurred in many communities in 
which each provider felt it needed to have the latest medical 
equipment to compete, regardless of whether the particular market 
could support the addition of new service providers. 

The third reason for creation of the initial CON legislation was to 
achieve equal access to quality health care at a reasonable cost.  
Specifically, the government wanted to ensure that the distribution 
of health services was equitable to all regions of the states with a 
particular emphasis on rural areas. By controlling the market 
"supply" with CON laws, in addition to eliminating duplicate 
facilities and controlling costs, the government was also able to 
control the distribution of health services to different regions of the 
state. 

Once enacted, the CON laws were designed to achieve three 
goals, which were closely tied to the three reasons the laws were 
enacted. The three goals were:  (1) to measure and define need, 
(2) to control costs, and (3) to guarantee access. In order to 
accomplish these goals, CON laws focused on many of the 
"costly" projects, such as buildings and technology. 

The agencies responsible for issuing certificates of need are 
extremely involved with the entry of new competition into the 
healthcare market. In addition, the agencies are also highly 
involved in monitoring the current system. By maintaining this 
authority over facilities and projects, the theory is that the agencies 
are able to control costs and monitor need by deciding if services 
are needed or if services are duplicative of existing services in the 
market. Further expanding this theory, limitation on new or 
expanding services "controls" the additional costs added to the 
healthcare system, thereby attempting to ensure that healthcare 
costs remain low for the community. In addition, the agency has 
the ability to monitor patient access through the CON programs. 
Many state agencies have the authority to make certificate-of-need 
approvals conditional by requiring that the facility or service 
provide care to indigent patients or patients who may require 

specialized care.  In this way, the agencies accomplish the third 
goal of CON laws, which is to guarantee all individuals access to 
healthcare. 
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Prologue 

B General Background of Commission 

General Background 
A Summary of the Work of the State Commission on the Efficacy of the CON Commission  

Overview 

 
During the fiscal year 2005, the General Assembly passed a law, 
codified at OCGA § 31-6-90 through 95, which created the State 
Commission on the Efficacy of the Certificate of Need Program.  
The commission’s purpose is to study and collect data and 
information relating to the effectiveness of the Certificate of Need 
Program in the state of Georgia.  This goal is achieved by 
ensuring that adequate and cost effective health care services are 
available to meet the needs of all Georgians, develop services in 
an orderly and economical manner, and avoid unnecessary 
duplication of services. 
 

Statutory Duties  

The statutory duties of the Commission include studying and 
evaluating the effectiveness and efficiency of the Certificate of 
Need Program, undertaking a comprehensive review of the 
Certificate of Need Program to include the effectiveness in 
accomplishing original policy objectives, the program’s costs, the 
benefits of continuing or discontinuing the program, the financial 
impact of continuing or discontinuing the program, and the impact 
on quality, availability, and cost of health care if the program is 
either continued or discontinued.  Additionally, the Commission is 

responsible for evaluating and considering the experiences of 
other states which utilized the Certificate of Need Program, as well 
as those states which have abolished the Certificate of Need 
Program to identify findings and conclusions and make 
recommendations for proposed legislation. 
 

Commission Composition 

The Commission is comprised of eleven members: 
 

Chairman Daniel W. Rahn, MD 
President, Medical College of Georgia 
(Ex Officio) 
 
Vice-chairman Richard L. Holmes 
Chairman, Board of the Department of Community Health 
(Ex Officio) 
 
Senator Don Balfour 
Chair, Senate Rules Committee 
(Appointed by Senate President Pro Tempore) 
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Rhonda M. Medows, MD Melvin Deese, MD 
Commissioner, Department of Community Health Orthopedic Surgeon, Summit Sports Clinic 

(Appointed by House Speaker) (Ex Officio) 
  

Ronnie Rollins Donna Johnson, Esq. 
President and Chief Executive Officer, Community Health 
Systems 

President, Donna L. Johnson, P.C. 
(Appointed by Governor Perdue) 
 (Appointed by Governor Perdue) 

 Robert Lipson, MD (deceased) 
Joseph R. Ross, Esq. President and Chief Executive Officer, WellStar Health Systems, 

Inc. Senior Vice President and General Counsel, Memorial Health 
(Appointed by Senate President Pro Tempore) (Appointed by Governor Perdue) 
  
Representative Austin Scott Dan Maddock 
Chair, Government Affairs Committee President, Taylor Regional Hospital and Healthcare Group 
(Appointed by House Speaker) (Appointed by Governor Perdue) 

 
 
 

Work Plan 

 
The initial meeting of the State Commission on the Efficacy of the 
CON Program was held on June 27, 2005.  At that meeting, the 
Commission members were welcomed by Governor Sonny 
Perdue.  Governor Perdue thanked the members for their service 
and stressed that the decisions made by the Commission are to 
be in the best interest of the citizens of the state of Georgia.  Dr. 
Daniel Rahn, the Commission Chair, led the discussion regarding 
the charge of the Commission and the scope of their work.  This 
discussion and resulting points for further review laid the 
foundation for subsequent Commission meetings.   
 
Starting in August 2005, the Commission met on a monthly basis 
until the end of calendar year 2005.  During those meetings, the 
Commission heard testimony and presentations from several 
stakeholders in Georgia’s healthcare industry and Department of 

Community Health staff.  (A timeline of Commission meeting 
highlights follows.) Commission members engaged in discussion 
surrounding various aspects of the CON policy and its 
implications.  At each meeting, Commission members discussed 
the need for data from several sources to aid in their decision 
making process.  They frequently made data requests to 
Department staff and other entities and suggested the idea of 
retaining data consultants for external consultative support.  In 
November 2005, the Commission voted to approve the formation 
of a Data Subcommittee which would identify data the 
Commission could use in their deliberations.   
 
In 2006, the Commission continued receiving public comments 
and hearing stakeholder testimonies.  In April 2006, the 
Commission began to solidify its work plan and decided to 
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incorporate a subcommittee structure in order to streamline its 
work process.  At that time, the Commission agreed to issue a 
Request for Proposal (RFP) to consultants to provide additional 
data support.  

Adult cardiac catheterization • 
Open heart surgery • 
Pediatric catheterization and open heart surgery • 
Perinatal services • 
Freestanding birthing centers  • 
Psychiatric and substance abuse • 
Currently, non-regulated services include: • Sub-Committee Structure Organ transplant • 
Burn units • 

The statutory duties and mission of the Commission are 
addressed by four sub-committees, including the Acute Care 
Subcommittee, the Long Term Care Subcommittee, the Special 
and Other Services Subcommittee, and the Legal and Regulatory 
Issues Sub-committee.  The first three sub-committees focus on 
respectively defined health care services, whereas the Legal and 
Regulatory Issues Sub-Committee focuses on issues directly 
related to specific elements of the legislative and regulatory 
process and procedure.  The responsibility of overseeing the 
subcommittees’ functions and processes are designated among 
the various members of the CON Commission, who serve as co-
chairs of each subcommittee.  The sub-committees have met 
regularly since May 2006 to address any issues or concerns 
regarding their relevant health care services.  

 
The Long-Term Care Sub-Committee is under the supervision of 
co-chairs Deese and Rollins.  This particular sub-committee 
focuses entirely on issues relating to long term care services.  
Regulated services include the following: 

Skilled nursing • 
Home health • 
Personal care home • 
CCRCs • 
Traumatic brain injury facilities • 
Comprehensive inpatient physical rehabilitation • 
Long term care hospitals • 

 
Currently, hospice is a non-regulated service. 

  
The sub-committee structure is advantageous because it allows 
each sub-committee to focus on a defined area of services and it 
is a natural progression of the fashion in which the Commission 
has conducted its proceedings to date.  Additionally, the structure 
facilitates a review of some of the perceived shortcomings of the 
statute, regulations, and program inconsistencies, including but 
not limited to statutory confusion, content limitations, program 
redundancy, inconsistent treatment, lack of quality review 
standards, and bureaucratic concerns. 

The Special & Other Services Sub-Committee is under 
the supervision of co-chair Johnson and co-chair Ross.  
This sub-committee focuses on issues relating to special 
and other services.  Regulated services include: 

• 

Ambulatory surgery centers (CON & LNR) • 
Positron emission tomography • 
Radiation therapy services • 
Magnetic resonance imaging • 
Computed tomography • 

  
The Acute-Care Sub-Committee is under the supervision of co-
chair Maddock and co-chair Scott.  This sub-committee focuses 
entirely on issues relating to acute care services.  Regulated 
services include: 

Currently, non-regulated services include renal dialysis and 
refractive eye centers. 
 
The Legal & Regulatory Issues Sub-Committee is under the 
supervision of co-chairs Lipson and Balfour.  This sub-committee Short stay hospital beds • 
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focuses entirely on issues relating to legal and regulatory matters.  
These matters include: 

Appeals process • 
Advice and rule making process • 

• Definitions 
• Sanctions and enforcement 
• Statutory exemptions (other than ASC) 
• Statutory review considerations 
• Process and procedure 
• Thresholds 
• Indigent and charity care provisions 

 
Process 

The work of the CON Commission and its subcommittees is 
directed by a clearly defined work process.  The four-phase plan 
includes: plan and define, data collection and analysis, strategy 
and policy development, and recommendations and reporting. 
 
Phase I (Plan and Define) of the process consists of assessing 
data needs and requirements, identifying comparison pints, 
defining the scope of consultant engagement, developing RFP, 
selecting consultant(s), and developing a work plan with the 
consultant(s).  The ultimate outcome of this phase is the 
engagement of the economist/data consultant(s). 
 
Phase II (Data Collection and Analysis) of the process includes 
collecting external data, reviewing internal data, and analyzing in 
detail both internal and external data by service where applicable.  
At the conclusion of this phase, the sub-committees and the 
consultant(s) will have developed and finalized the following work 
products: utilization trends, economic trends, payment and 
reimbursement data, supply and distribution data, quality 
indicators, provider workforce trends, and provider financial status 
and trends. 
 
Phase III (Strategy and Policy Development) of the work plan 
allows for the sub-committees to develop strategies and policy 

options by taking into consideration the data collected and 
analyzed in Phase II.  This phase includes developing options and 
strategies for modification of legislation, regulation, and policy by 
service where applicable. 
 
Finally, Phase IV (Recommend and Report) of the process 
consists of adopting interim recommendations, drafting proposed 
legislation, recommending detailed modifications to regulations, 
and issuing a final report. 
 

Outside Data Assistance 

In June 2006, after narrowing down the responses to the RFP, 
and hearing presentations from the two finalists, the Commission 
chose to select the Georgia Health Policy Center as its data 
consultant.   
 
The Georgia Health Policy Center (GHPC) is a nonpartisan forum 
for consensus building among diverse interest groups.  GHPC’s 
fundamental mission is to improve the health status of all 
Georgians through research, policy development, and program 
design and evaluation.  GHPC frequently collaborates with 
Georgia State University faculty and other organization 
representatives to assist in formulating policy at the state and 
national levels on health care quality, access, and cost.  Dr. 
William Custer and Dr. Patricia Ketsche are GHPC’s principal 
researchers for its work with the Commission. 
 
Dr. William Custer is an expert in the areas of employee benefits, 
health care financing and health insurance. He ran his own 
research firm in Washington, D.C. and also has been the director 
of research at the Employee Benefit Research Institute (EBRI) in 
D.C., as well as serving as an economist in the Center for Health 
Policy Research at the American Medical Association. He 
authored numerous articles and studies on the health care 
delivery system, insurance, retirement income security, and 
employee benefits. Dr. Custer is the Director of the Center for 
Health Services Research and holds a joint appointment in the 
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 Department of Risk Management and Insurance at Georgia State 
University.  

  
 Dr. Patricia Ketsche has done extensive research work for various 

public and private organizations using the Census Bureau's 
Current Population Survey data and the Medical Expenditure 
Panel Survey data to evaluate the existing distribution of health 
insurance in the population and the effect of policy proposals on 
that coverage. She has also participated in projects relating to cost 
containment for Medicaid and assistance for rural health care 
providers by analyzing claims data and utilization patterns of 
various populations. She participated in early evaluation of health 
care quality and cost containment under Georgia Better Health 
Care for the Department of Medical Assistance, State of Georgia. 
Dr. Ketsche coordinated data collection and production of the 
national Institute of Health care Management's Health Care 
System DataSource, published in November 1998.  

 
 
 
 
 
 
 
 
 
 
 
 
 
  
 Dr. Custer and Dr. Ketsche, along with Glenn Landers, Program 

Director for GHPC attended subcommittee and full Commission 
meetings in an effort to collect and respond to data requests from 
Commission members.  The data consultants were charged with 
gathering data from various sources to analyze the effect of CON 
on the cost, quality, and access of health care.  In their research, 
the consultants compared CON in Georgia to regulatory 
mechanisms in ten other states (Colorado, Florida, Iowa, Maine, 
Massachusetts, Oregon, Utah, Washington, West Virginia, and 
Wisconsin).  In alignment with the Commission’s work plan 
schedule, the data consultants issued their findings in September 
2006, with a final report following in October.  The team at GHPC 
continues to work with the Commission to provide data support to 
aid the Commission in finalizing its recommendations to modify 
Georgia’s CON program. 
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Timeline 

 
2005 
 
June 27th – First Meeting 

Discussion of Commission’s charge and scope of 
work 
The Commission beings to request data from 
Department staff 

 
August 8th – The Commission hears presentations from: 

Kurt Stuenkel, FACHE of the Georgia Alliance of 
Community Hospitals 
C. Richard Dwozan of the Georgia Hospital 
Association 
Houston Payne, MD of the Georgia Society of 
Ambulatory Surgery Centers 
Deborah Winegard, JD of the Medical Association of 
Georgia 

 
September 13th – The Commission hears presentations from: 

Genia Ryan, Ex. Director of Georgia Assisted Living 
Federation of America 
Judy Adams, Ex. Director of Georgia Association for 
Home Health Agencies, Inc. 
Walter Coffey, President of Georgia Association of 
Homes and Services for the Aging, Inc. 
Fred Watson, President, Georgia Healthcare 
Association 

 
October 24th – The Commission hears presentations from the 

Department (Letters of Non-Reviewability and 
Mandamus actions) and from Dr. Thomas Gadacz, 
Governor of the Georgia Chapter of the American 
College of Surgeons, and Dr. Chris Smith, President 

of the Georgia Chapter of the Society of General 
Surgeons 

 
stNovember 21  – The Commission hears presentation from 

Department staff on the rules for Specialized 
Services and from James Connolly, Director of 
Reimbursement Services on the work of the 
Department’s Hospital Advisory Committee.  The 
Commission forms a Data Subcommittee to identify 
its data needs. 

 
December 14th – The Commission hears presentations from the 

Department on the rules for Specialized Services and 
the data collected by the Department  

 
 
2006 
 

thFebruary 27  – A recommendation is made to complete the 
Commission’s work by the end of calendar year 2006 
in time for consideration by the 2007 General 
Assembly 

 
The Commission agrees on a number consensus 
points, namely to modify rather than abolish the CON 
program 

 
April 27th –  The Commission forms four subcommittees, and 
outlines its four-phase work plan 
 

The Commission agrees to issue a Request for 
Proposal (RFP) for an external data consultant 
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June 12th -  In a closed session, the Commission hears 
presentations from the respondents to the RFP, and 
selects the Georgia Health Policy Center as its data 
consultant 

 
thJuly 28  -  The Commission hears presentations from Carie 

Summers, CFO of the Department of Community 
Health on Medicaid Reimbursement and from Martin 
Rotter of the Department of Human Resources on 
licensure 

  
The data consultants at GHPC give an update on 
their work plan; they plan to present their findings by 
October 

 
August 17th – The Commission hears presentations from: 

Ben Robinson, Ex. Director of the Ga. Board for 
Physician Workforce 
John Fox, President and CEO of Emory Healthcare 
James Peoples, Director of Health Policy and 
Strategy, DCH 
Jimmy Lewis, CEO, HomeTown Health 

 
thSeptember 20  – The Department presents topics for further 

discussion based on input from stakeholders and 
other external parties 

 
October 20th – The data consultants present their findings to the 
Commission 
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Prologue 

C The Existing Healthcare Environment 

Overview of Healthcare in Georgia 
A Summary of the Existing Healthcare Environment in Georgia and Issues Intertwined with CON 

Existing Healthcare Environment 
The healthcare industry is one of the nation’s largest economic 

Subsidization and Financing Issues 

A critical battleground in the ongoing conflict between regulation 

ith nearly 1.7 million uninsured people in the state, community 

driving forces.  It faces a number of issues that are unique among 
other industries in the economic landscape.  Some of those issues 
include shortages in its specialized workforce, the ongoing 
financial struggle between general hospitals and specialty 
physician-owned ambulatory centers, and the dilemma of 
delivering adequate trauma care in an increasingly precarious 
environment. 
 

Cross-

and markets as vehicles of reform in U.S. health care is the 
community hospital. The key to these hospitals’ financial viability is 
cross-subsidization. Patients with private insurance underwrite 
under- and uncompensated care for Medicaid patients and the 
indigent, and profits from well-compensated services, such as 
cardiac care and orthopedic surgery, support services operating at 
a loss, such as emergency rooms and substance abuse 
counseling. 
 
W
hospitals are dependent upon the financial balance brought in by 

privately insured patients, which helps to keep staffing and 
equipment dollars available. Over the past decade or more, 
hospital reimbursement for publicly insured patients (Medicare and 
Medicaid) has not kept pace with costs.  At the present time, 
Medicaid is based on 85.6% of costs for inpatient hospital 
services.  Hospitals collect on average 10% of charges (or 20% of 
cost for a typical hospital with a 50% cost to charge ratio) for care 
of the uninsured.  This is particularly problematic for trauma 
services. In order for a hypothetical hospital with a case mix of 
40% Medicare, 15% Medicaid, 10% uninsured, and 35% 
commercially insured patients to cover expenses, it must cross-
subsidize the care of the Medicare, Medicaid and uninsured 
patients from some other funding source.  Traditionally, two 
federal/state matching programs: the upper payment limit (UPL) 
and disproportionate share hospital (DSH) programs have 
provided funds to partially cover the losses associated with care of 
Medicaid and uninsured patients. The future of these programs 
has become uncertain at present.  This leaves cost shifting to 
privately or commercially insured patients as the primary means of 
maintaining financial stability.  This cost shifting has primarily 
involved the highest margin services, in particular imaging 
services and ambulatory surgery services.  Hospital leaders are 
concerned that if they lose their ability to cross-subsidize from 
these services, they will no longer be able to cover the fixed losses 
associated with inpatient Medicaid services and care of the 
uninsured.  
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For this reason, hospitals, whether nonprofit or proprietary, urban 
or rural, have wanted to see CON rules maintained or tightened in 
order to maintain regulatory control over the provision of these 
services in non-hospital-based settings. 
 
A concurrent change in the finances of professional practice has 
affected physicians significantly. Reimbursement for most 
professional services provided by physicians has been reduced or 
has not kept pace with inflation while practice-related expenses 
have increased. This has led physicians to take advantage of 
technological advances and seek to perform previously-hospital-
based services in practice-based settings (including ambulatory 
surgery and imaging studies), thus capturing the ability to bill for 
services that were previously the exclusive domain of hospitals. 
Services provided in practice-based settings can often be provided 
at lower cost and with greater efficiency for both patients and 
physicians than when provided in hospital-based settings.  At the 
present time in Georgia, there are 201 single-specialty ambulatory 
surgery centers, 46 CON-authorized ambulatory surgery centers 
(those which have obtained a Certificate of Need), and an 
unknown number of free-standing imaging centers. The current 
CON regulations permit the issuance of a letter of non-
reviewability for construction of a single-specialty ambulatory 
surgery center with a total cost that is below a specified cost 
threshold and operated by physicians from a specified set of single 
surgical/procedural specialties.  The list of allowable single 
specialties has excluded the specialty of General Surgery. The 
CON rules also allow free-standing imaging so long as the cost of 
equipment is below a specified cost threshold.  The Con program 
has not been directly linked to either the licensure of these centers 
or monitoring of the volume or quality of services provided through 
them. This has meant that health planning has proceeded with an 
incomplete set of data regarding services currently being provided 
in a planning region. Many physicians would like to see CON 
regulation of free-standing imaging centers and ambulatory 
surgery centers eliminated, arguing that it will improve access, 

reduce costs and be more patient-centered to allow these services 
to be provided in non-hospital settings. 
 
When viewed in a vacuum, analysis has shown a relatively weak 
effect of CON, but the CON program is being used as a regulatory 
device in an environment involving much stronger forces.  The 
hospital leadership concern is that if CON is changed significantly 
or if imaging and low intensity surgical services continue to migrate 
to non-hospital based settings, hospitals will not have a financially 
sustainable business model.  Physicians who advocate for less 
regulatory control argue that to artificially restrain where these 
services can be provided in a way the raises costs and reduces 
efficiency and leaves them with only the ability to bill for 
professional services creates an inefficient, high cost environment 
and leaves them with an unsustainable business model. 
 
The CON Commission has been unable to reach consensus 
with regard to the best policy to address this difficult issue 
because its root causes involve complex factors relating to 
reimbursement and costs that are beyond the CON program’s 
purview. A real and sustainable solution to this dilemma will 
require a health policy approach that corrects the cost and 
payment problems for both professional services and hospital-
based services, particularly with respect to the under-insured 
and uninsured. 

Healthcare Workforce Shortages 

Physicians.  
 
There has been recent growth of the physician workforce in 
Georgia which aids in removing the obstacles many Georgians 
face with getting quality healthcare. For example, between 2002 
and 2004 the number of new physicians obtaining licenses in the 
state and practicing was almost 40% than the previous license 
renewal cycle.  There is, however, growing evidence that concerns 
persist owing to the current capacity and growth trends in 
Georgia’s physician workforce.  These concerns also address the 
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future of the delivery of medical care in the state.  Some of those 
concerns are: 

• Expand research capacity 

  Non-Physician Workforce. 
• Georgia’s population is growing at a rapid rate and will 

require an equally rapid introduction of new physicians, 
just to maintain current capacity 

 
Georgia and the nation may be facing the worst shortage of non-
physician health care professionals in history. Evidence from 
numerous sources indicates that the system’s ability to meet 
current needs for health care services is in jeopardy. If trends in 
workforce dynamics are not addressed, the country could witness 
a substantial shrinkage in the number of nurses, allied health and 
behavioral health professionals while experiencing an explosion in 
the demand for health care services that is the product of 
substantial population growth and longevity. Vacancy rates in 
hospitals, nursing homes and public sector programs are ranging 
between 10% and 20%.  More disturbing is the outlook for the 
future.  

• Growth in important specialties (e.g. OB/GYN, General 
Surgery, etc.) is minimal or negative  

• Even as demand for physicians is expected to rise, their 
average work effort is expected to decline 

• Diversity in the workforce still lags the diversity seen in the 
population 

 
To create effective responses to these concerns, state leaders 
must understand the driving force behind them.  The Georgia 
Board for Physician Workforce suggests a multi-pronged 
approach to address and remedy these and other issues: 

 
In past shortages, a few factors could be isolated and addressed 
to provide for simple, quick and effective responses. The current 
shortage lacks this simplicity. As with previous shortages, demand 
is rising as the population grows in size and health care systems 
become more sophisticated and diverse. Further, the growth in 
population has additional components that complicate matters 
involving the workforce. More people are living longer, increasing 
the demand for health care services more markedly than pure 
population growth might suggest. In addition to demand factors, 
issues concerning the supply of health care professionals may 
have long-term impact.  Evidence shows that the workforce may 
already be staffed at levels too low to meet current demand.  
Adding to this problem is the fact that the current health care 
workforce is aging rapidly, and younger, potential replacements 
are seeking work outside of health care. The output of key health 
care professional education programs, with dropping numbers of 
new recruits and graduates, validates this concern. Finally, with 
decreasing revenues and staffing shortfalls, the workplace itself 
appears to be a growing liability and may be driving potential 
recruits as well as veteran health care professionals away from 
health care. 

 
• Understand the problem 

• Take the necessary steps to maintain current physician 
capacity 

• Promote increased physician productivity 

• Increase diversity of the workforce 

• Ensure practice in underserved areas 

• Increase the overall numbers of physicians practicing in 
the state 

• Right size the medical education system 

• Ensure adequate funding for medical education 

• Maintain a focus on Family Medicine 

• Build appropriate capacity in all levels of the medical 
education system, and 
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 Shortages in critical staff in the health care environment impact the 

quality of care. Low staffing levels will result in poor care, leading 
to increased complications, reduced benefits from successful 
interventions and, most importantly, increased mortality.  In a 
study that was issued by the Health Resources and Services 
Administration in February 2001, entitled Nurse Staffing and 
Patient Outcomes in Hospitals, researchers identified solid 
evidence that indicates that the quality of care is affected by nurse 
staffing levels. They identified a “strong and consistent relationship 
. . . between nurse staffing variables and . . . patient outcomes (in) 
pneumonia, length of stay, upper gastrointestinal bleeding, shock . 
. . and failure to rescue.” Better outcomes were associated with 
higher levels of nurse staffing.  Lower levels of staffing may be 
linked to poor outcomes. These outcomes can impact individual 
lives in increased discomfort and complications that result from 
inadequate care. Because length of stay appears to increase with 
lower staffing levels, the overall cost of providing care rises. Health 
care quality costs have long-term social and economic impact.  
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Chapter 

1 Legal and Regulatory Issues 

Administration and Organization 
An Analysis and Evaluation of the Administration and Organization of the Certificate of Need Program 
in Georgia 

Overview 

• to prepare and revise a draft State Health Plan for 
submission to the Health Strategies Council for 
adoption and submission to the Board of Community 
Health; 

Department of Community Health and Division of Health 
Planning 

The Department of Community Health, Division of Health Planning 
(DHP) is the division of state government responsible for 
administering the Certificate of Need Program, which evaluates 
proposals for new or expanded healthcare services or facilities 
under Georgia's Health Planning Statute, O.C.G.A. Title 31, 
Chapter 6.  The Department of Community Health was created in 
1999 and the administration of the CON Program was placed 
within the Department.  Prior to 1999, the Certificate of Need 
Program was administered by the State Health Planning Agency. 

• to assist the Health Strategies Council in its functions; 

• to adopt, promulgate, and implement rules and 
procedures necessary to carry out the provisions of 
O.C.G.A. § 31-6 in accordance with O.C.G.A. § 50-13, 
the ”Georgia Administrative Procedure Act.”  

• to define the form, content, schedules, fees, and 
procedures for submission of applications for 
Certificates of Need and periodic reports; The health planning functions of the Department include the 

following: 

• to establish time periods and procedures consistent 
with O.C.G.A. § 31-6 to hold hearings and to obtain 
the viewpoints of interested persons prior to issuance 
or denial of a Certificate of Need; 

• to conduct the health planning activities of the State 
and, within appropriations made available by the 
General Assembly and consistent with the laws of the 
State of Georgia, to implement such parts of the State 
Health Plan as may relate to State government; 
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• to provide for such payment as may be necessary to 
share the costs of preparing the record for Certificate 
of Need appeals before the Review Board; 

The Health Strategies Council and the Rule-Making 
Process   

The Health Strategies Council is responsible for developing 
Georgia's State Health Plan and addressing policy issues 
concerning access to health care services. The members of 
the Council are appointed by the Governor and represent a 
wide range of health care and consumer interests. The Council 
focuses on providing policy direction and health planning 
guidance for the Division of Health Planning and the 
Department of Community Health. 

• to provide for a reasonable and equitable fee schedule 
for Certificate of Need applications; and 

• to grant, deny, suspend, rescind, cancel, or revoke a 
Certificate of Need as applied for or as amended. 

• to impose civil penalties as permitted or required by 
law for violation of these Rules and O.C.G.A. § 31-6. 

According to O.C.G.A. 31-6-21, the functions of the Council 
are to: 

The day-to-day functions of administering the health planning 
laws are the responsibility of the Division of Health Planning.  
The Division of Health Planning’s day-to-day workload is 
divided into three main areas:  Data Services, Regulatory 
Review, and Planning.  Data Services is responsible for 
preparing annual surveys sent to health care providers.  The 
information obtained from such providers is crucial in assisting 
the Department of Community Health in determining whether 
additional services are needed.  Data Services uses the 
information obtained from these surveys to develop need 
projections for certain specialized health care services.  The 
functions of the Regulatory Review Section of the Division 
consist of the actual review of Certificate of Need applications.  
The Regulatory Review Section thoroughly reviews 
applications and recommends denial or approval of such 
applications, recommendations which are based on the rules 
and regulations in place at the time of the review.  The 
Planning Section of the Division is responsible for reviewing 
component plans and rules to ensure that they stay current 
with health care industry trends.  Planning works closely with 
the Health Strategies Council in developing the overall state 
health plan and the individual rules and regulations for 
specialized services. 

• Adopt the state health plan and submit it to the Board 
of Community Health for approval which include all of 
the council's functions and are regularly updated;  

• Review, comment on and make recommendations to 
the Department on the proposed rules for the 
administration of the law;  

• Conduct an ongoing evaluation of Georgia's existing 
health care resources for accessibility, including 
financial, geographic, cultural and administrative 
accessibility, quality, comprehensiveness and cost;  

• Study long-term comprehensive approaches to 
providing health insurance to the entire population; 
and  

• Perform other functions that the Department or Board 
may specify for the Council.  
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o 1 Representative for Small Business Health 
Care Needs 

By statute, the Council must be composed of the following 
members, with at least one member representing each 
congressional district: 

o 1 Representative for Large Business Health 
Care Needs 

• 1 Representative of County Governments 
o 1 Representative for Health Care Needs of 

Labor Organizations • 1 Representative of Private Insurance Industry 

• 11 Health Care Provider Representatives, including 
o 3 Representatives of Populations with Special 

Health Care Access Problems o 1 Rural Hospital Representative 

o 1 Urban hospital Representative • 3 At-Large Members  

o 1 Primary Care Physician The council holds quarterly public meetings.   
o 1 Specialty Physician 

The main function of the Health Strategies Council is to adopt 
the state health plan and submit it to the Board of Community 
Health; and to review, comment on and make 
recommendations to the department on proposed rules for the 
administration of the law.  In this regard, the Health Strategies 
Council plays a large role in the rule-making process.  While 
the Board of Community Health is the ultimate party 
responsible for the adoption of final rules and regulations 
relating to the Certificate of Need program, the Health 
Strategies Council plays a central role in updating and creating 
new rules and regulations, as well as component plans for 
specialized health care services.   

o 1 Registered Professional Nurse 

o 1 Certified Nurse Practitioner 

o 1 Nursing Home Representative 

o 1 Home Health Representative 

o 1 Primary Care Center Representative 

o 2 Primary Care Dentists 

• 11 Consumer Representatives who have no financial 
interest in the health care industry, including 

o 1 Representative for Women’s Health Care 
Needs The rule-making process generally is initiated during annual 

meetings of three standing committees of the Council:  Acute 
Care Services, Long Term Care, and Special and Other 
Services.  At the annual meeting of each standing committee, 
the Department reviews any issues that it has in implementing 
existing rules and regulations as well as whether it sees the 
need for any new regulations or rules.  In addition, an 
opportunity is given for public comment to ascertain whether 
any additional changes are needed.   

o 1 Representative for Children’s Health Care 
Needs 

o 1 Representative for Disabled Health Care 
Needs 

o 1 Representative for Elderly Health Care 
Needs 

o 1 Representative for Health Care Needs of 
Low-Income Persons 
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If the standing committees recommend new, additional or 
revised rules or regulations, the recommendation of the 
standing committee is made to the full Council at its next 
regularly scheduled quarterly meeting.   If the full Council 
agrees with the recommendation, the Department, with the 
assistance of Council members, identifies certain individuals 
who have knowledge of the specialized service at issue and 
who may be interested in serving on a Technical Advisory 
Committee (TAC).  Once an appropriate group of individuals 
has been identified, the full Council (at its next quarterly 
meeting) approved the TAC membership.  At this point, the 
TAC can begin meeting. Depending on the whether the 
existing rules are fairly current or whether a new rule must be 
created in its entirety, the work and deliberations of TACs can 
take anywhere from 3 months to 12 months.   

Once a TAC has made a final recommendation on proposed 
rules and regulations, the rules and regulations are presented 
to the Health Strategies Council at its next regularly scheduled 
quarterly meeting.  If a majority of the Council approved the 
rules, they are forwarded with the recommendation of the 
Council to the Board of Community Health.  The Board of 
Community Health may then adopt the rules as proposed and 
publish for public comment.  Once public comment is received, 
the Board will then either approve the rules for final adoption or 
send the rules back to the Council for additional work and 
deliberation. 

Sanctions

The Department of Community Health only has two sanctioning 
and/or enforcement opportunities relating to health planning.  If the 
Department determines that an entity is violating the statute by 
offering a new institutional health service without having obtained 
a certificate of need, the Department may issue cease and desist 
mandates and/or seek court injunctions to halt such violations.  In 
addition, the Department may impose maximum fines of $5,000 
per day for every day a violation to the CON law exists.  Any 

imposition of fines is subject to appeal pursuant to the 
Administrative Procedure Act, and a fine may not be collected until 
such appeal is resolved. 

In addition to the sanctioning abilities of the Department in relation 
to offering a health care service without having obtained a prior 
CON, the Department may also levy a fine of $500 for each date 
that a transfer notification is late.  The CON Statute requires any 
person who acquires a health care facility by stock or asset 
purchase, merger, consolidation, or other lawful means to notify 
the Department of such acquisition, the date thereof, and the 
names and address of the acquiring person. Such notification shall 
be made in writing to the Commissioner or his designee within 45 
days following the acquisition.   

There are no additional sanction or enforcement actions that are 
available to the Department under the existing CON Statute. 

Department of Human Resources and Licensure 

Licensure of Health Care facilities is the primary function of the 
Office of Regulatory Services (ORS) of the Department of Human 
Resources.  The Department of Human Resources is precluded 
by law from issuing a license to a health care facility offering a new 
institutional health service without having obtained a Certificate of 
Need and which has not been previously licensed as a health care 
facility.  Licensure does not license individual services within a 
health care facility.  For example, if a hospital seeks to offer open 
heart surgery, the ORS does not issue a license to the hospital to 
offer such a service.  

Many of the functions of the ORS and the Division of Health 
Planning are heavily dependent on the functions of the other.  For 
example, if a health care facility does not offer a clinical health 
service for 12 months, it no longer has a valid certificate of need.  
Licensure would then need to be notified to revoke the license of a 
facility to offer the service. 
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Comparison States 

Rule-Making Process Licensure 

A survey of a select group of states—Florida, Iowa, Maine, 
Massachusetts, Oregon, West Virginia, and Washington—
indicates that none of these states have external bodies from the 
agency that regulates health planning making rules and 
regulations.  Colorado, Utah, and Wisconsin do not have 
Certificate of Need laws per se.  Outside of these states, there 
may be a few states that have purely advisory bodies that provide 
guidance on rules and regulations, but such bodies are not 
responsible for the adoption and approval of the state health plan 
and/or rules and regulations. 

In many states of the survey states, including Florida, Maine, 
Massachusetts, West Virginia, Oregon, and Washington, licensure 
processes are contained in the same administrative agency as 
health planning and certificate of need.  This is generally the case 
as there is much interaction and overlap between licensure and 
health planning.   Wisconsin and Iowa do not license health care 
facilities.  Colorado and Utah do not have Certificate of Need 
programs. 

Options 

Option 1.0:  Licensure 

Maintain the existing organizational structure whereby the 

Option 1.1:  Licensure 

Move the healthcare-related licensing functions of the Office of 

In this option, the functions of licensing health care facilities 

two functions and may increase the accountability of health 

O

statute to permit detailed licensure 
standards on a clinical service-level. 

sing health care facilities 
and issuing Certificates of Need would fall within the same 

O s 

Maintain the existing rule making process identified by statute. 

licensure of health care facilities is the responsibility of the 
Office of Regulatory Services at the Department of Human 
Resources and the issuance of certificates of need is the 
responsibility of the Division of Health Planning at the 
Department of Community Health. 

Regulatory Services from the Department of Human 
Resources to the Department of Community Health. 

and issuing Certificates of Need would fall within the same 
state agency.  This would allow for better coordination of the 

care facilities throughout the state. 

ption 1.2:  Licensure 

Amend the licensure 

In this option, the functions of licen

state agency.  This would allow for better coordination of the 
two functions and may increase the accountability of health 
care facilities throughout the state. 

ption 1.3:  Rule Making Proces
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In this option, the current statutory 
would be maintained.  The Health Strategie

process for rule making 
s Council would 

continue to play a pivotal role in developing and revising health 

O

 the Health Strategies 

onsible 

Op

unity Health to place moratoria on new 
and emerging services for a time period not to exceed 6 
months, which may be renewed twice for an additional 3 
months. 

the rule making process 
re service is identified and a 

final rule is adopted, many entities, upon learning that the 

ady developed the service.  This option would 
preclude parties from rushing to get a service initiated prior to 

O

O

Abolish the Health Strategies Council and its functions. 

uncil would be entirely 

 the industry on an informal basis.  With the information 
eate and/or update 

Opt

Because of the substantial delay in 
from the time that a new health ca

planning rules for the Department. Department is developing a new rule, rush out to develop 
services for which the Department has no defined standards or 
review criteria.  Occasionally, this means that by the time a 
final rule is adopted, any party wishing to offer a service may 
have alre

ption 1.4:  Rule Making Process 

Revise the existing statutory process for rule making by 
reducing or eliminating the role of

having criteria and standards for a meaningful review by the 
Department. 

ption 1.6:  Health Strategies Council 

Maintain the existing configuration of the Health Strategies 
Council. 

ption 1.7:  Health Strategies Council 

Council in the process. 

In this option, the current statutory process for rule making 
would be revised to reduce or eliminate the role of the Health 
Strategies Council in one of the following ways: 

1.3A:  The Health Strategies Council’s statutory functions 
would be revised to state that the Health Strategies Council’s 
role from a rule making perspective is simply as an advisory 
body.  The Health Strategies Council would not be resp
for updating the component parts of the State Health Plan nor 
would it be responsible for reviewing and approving the 
Department’s health planning rules.  Rather, the Health 
Strategies Council would serve as an advisory body. 

1.3B:  The Health Strategies Council’s role in developing and 
approving rules and creating components of the state health 
plan would be eliminated. 

Under this option, the Health Strategies Co
abolished.  If the Department needed guidance in developing 
component plans or rules, the Department could seek the input of 
experts in
gathered, the Department would then cr
component plans and rules on its own initiative. 

tion 1.5:  Rule Making Process 

Recommend the addition of a statutory provision allowing the 
Department of Comm

ion 1.8:  Health Strategies Council 

Revise the functions of the Health Strategies Council. 

The Health Strategies Council’s statutory functions would be 
revised to state that the Health Strategies Council’s role from a 
rule making perspective is simply as an advisory body.  The 
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Health Strategies Council would not 
updating the component parts 

be responsible for 
of the State Health Plan nor 

would it be responsible for reviewing and approving the 
Health 

Strategies Council would serve as an advisory body. 

O

use each 
articular health care 

terest of their own facility 

Op

ncil meet quarterly. 

O

Maintain the existing limited statutory authority of the 
Department to sanction entities violating the CON laws. 

the Department the broad statutory 
s enforcing the Certificate of Need 

Opt

 fine for failure to obtain a Certificate of 
Need. 

increasing the fine, an additional recommendation could be 

Option 1.16:  Revocation 

Amend the statute to allow the Department the authority to 

Option 1.13:  Sanctions 

Amend the statute to provide for general and broad 
sanctioning authority of the Department of Community Health. Department’s health planning rules.  Rather, the 

This option would allow 
authority to develop ruleption 1.9:  Health Strategies Council 

Decrease the membership of the Health Strategies Council. 

The current structure of the Health Strategies Council (27 
gubernatorial appointees) may inhibit consensus in agreeing 
on component plans and rules.  Furthermore, beca

laws. 

ion 1.14:  Sanctions 

Increase the statutory

member serves as a representative of a p
segment, members may put the in The current fine limit is $5,000 per day.  In addition to 
above statewide interests. 

progressively increasing the fine amount based on continued 
violations. tion 1.10:  Health Strategies Council 

Amend the statute to require meetings of the Health Strategies 
Council more frequently than Quarterly. 

A timely rule making process is significantly inhibited by the 
current requirement that the Cou

Option 1.15:  Sanctions 

Permit the Department to levy fines and to revoke Certificates 
of Need for failure to provide annual and periodic data surveys. 

Currently, there are no sanctions which the Department may 
pursue if an entity fails to submit annual data.  Incomplete data 
has a negative impact on the projections the Department 
issues for service needs. 

Option 1.11:  Health Strategies Council 

Amend the statute to alter provisions relating to the removal of 
members. 

ption 1.12:  Sanctions 

issue conditional Certificates of Need and to revoke CONs 
when such conditions are not met by the certificate holder. 
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This option would allow the Department by rule and by 
application to place conditions on a Certificate of Need, e.g. 
minimum volumes, quality standards, limitations on services, 
etc.  The Department would have the ability to revoke CONs if 
such conditions are not met. 

 in Part 

 issued for more beds or 
committed to implementing 

in its application.  Under this option, the authorized capacity of 

have actually been implemented.  Such 
“revoked” beds or units would then be available to other 

 

Certificates of Need are frequently
units of service than an entity has 

such facilities would be amended to reflect the number of beds 
or units which 

entities that are willing to offer the services. Option 1.17:  Revocation

Permit the Department to have the authority to revoke parts of 
Certificates of Need. 

Recommendations 

Rec (Unanimous) 

Move the healthcare-related licensing functions of the Office of 
from the Department of Human 
ment of Community Health. 

inter elated mmission 
thcare-relate  functions of 

 functions 
of ORS, such as the licensure of childcare facilities should 

Re

Current licensure standards in Georgia are developed and 
applied at a facility level.  The Commission recommends that 
the licensure statute be amended to permit the development 
and application of detailed licensure standards on a clinical 
service level.  This recommendation would improve the quality 
of care, and in certain instances where the Commission has 

oval of Cert regulation 
rinatal service c cardiac 

ersight of the service.  
Implementation of this recommendation will provide the 

ommendation 1.0  

Regulatory Services 
Resources to the Depart

In order to consolidate -r functions, the Co
recommends that the heal d licensing

recommended the rem ificate of Need 
(for example, Level 1 pe s and diagnosti

the Office of Regulatory Services be relocated from the 
Department of Human Resources to the Department of 
Community Health.  Non-healthcare-related licensing

catheterization), implementation of this recommendation will 
ensure a level of regulatory ov

licensing agency with the authority to preclude a facility from 
offering a particular service if quality standards are not met.  
Currently, the licensing agency has no recourse on a service 
level; rather, the agency must take action against a facility as a 
whole. 

remain with the Department of Human Resources. 

commendation 1.1  (Unanimous) 

Amend the licensure statute to permit detailed licensure 
standards on a clinical service level. 
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Re

e of the substantial delay in the rule-making process 
w he lth care service is identified and a 
many entities,  that the 

e Commission 

Re

visory in nature.  The 
uncil would not be resp nsible for 

 Plan nor 

advisory body.  As an 

R

various representatives.  
Commissio that the 
ci nsis rom each 

congressional district.  In addition to representing a district, 

• Freestanding Ambulatory Surgery Center 

en and Children 

led and Elderly 

advisory body, the Department would seek input of the Council 
whenever it is interested in updating rules and regulations and 
the state health plan components.  However, the development 
of such rules and components would not rely on the actions of 
the Council.  The Commission feels that the implementation of 
this regulation will allow for more proactive and timely 
development of rules and standards. 

ecommendation 1.4  (Unanimous) 

Decrease the statutory membership of the Health Strategies 
Council. 

The current size of the Health Strategies Council (27 
gubernatorial appointees) is unwieldy because it is difficult to 
obtain consensus amongst the 

commendation 1.2  (Unanimous) 

Add a statutory provision allowing the Department of 
Community Health to place moratoria on new and emerging 
services for a time period not to exceed 6 months, which may 
be renewed once for an additional 3 months. 

Becaus
from the time that a ne a
final rule is adopted,  upon learning
Department is developing a new rule, rush to develop services 
before the Department has defines standards or review 
criteria. As a result, this means that by the time a final rule is 
adopted, any party wishing to offer a service may have already 
developed the service.  For this reason, th
recommends that the Department be empowered by statute to 
issue temporary moratoria during the development of rules and 
standards.  Any such moratorium should be issued by the 
Commissioner of the Department of Community Health with 
the authorization of the Board of Community Health.  Upon the 
expiration of the moratorium, if the Department of Community 
Health had not finalized detailed standards, any project which 
had been subject to the moratorium would be reviewable 
under the general statutory considerations. 

commendation 1.3  (Unanimous) 

Revise the statutory functions of the Health Strategies Council 
to make the Council advisory in nature. 

The Health Strategies Council’s statutory functions should be 
revised to provide that the Health Strategies Council’s role 
from a rule making perspective is only ad

Rather than 27, the n recommends 
membership of the Coun l co t of one member f

each Council member should represent one of the following 
groups: 

• Urban Hospital 

• Rural Hospital 

• Private Insurance Industry 

• Primary Care Physician 

• Physician in a Board Certified Specialty 

• Nursing Home 

• Home Health Agency Health Strategies Co o
updating the component parts of the State Health • Healthcare Needs of Wom
would it be responsible for reviewing and approving the 
Department’s health planning rules.  Rather, the Health 
Strategies Council would serve as an 

• Healthcare Needs of Disab

• Healthcare Needs of Indigent 
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• Mental Healthcare Needs 

• Business 

The st  that with the addition of 
con es ate, additional members should 

. 

 

Reco nanimous) 

Amend the gs of the Health Strategies 
Cou e bi-monthly.   

 do not 
provide for the timely advisement of the Department in regards 
to rules and policy.  Therefore, the Commission recommends 

nded to requ e Council 
at least once bi-monthly. 

Rec (Unanimous) 

Commission believe the Governor 
should be allowed to remove members for any reason without 

 stat e sho o provide 
for the automatic removal (without an action by the Governor) 

R

ntial testimo hat fail to 

offering new institutional health services without first 

Re

n ment may 

ds.  There is evidence that a number 

ecommendation 1.7  (Unanimous) 

Increase the statutory fine for failure to obtain a Certificate of 
Need to $5,000 per day for the first month, $10,000 per day for 
the second month, and $25,000 per day for subsequent 
months. 

 atute should provide
gr sional districts to the st

be added representing local or county governments

There has been substa ny that entities t
obtain a certificate of need frequently view the maximum fine 
of $5,000 per day as a cost of doing business.  Amending the 
current statutory language to allow for a progressively 
increasing fine will serve as more of a deterrent for those who 
begin 

mmendation 1.5  (U

statute to require meetin
ncil at least onc

Currently, the Health Strategies Council meets at least once 
quarterly as required by statute.  However, health care is a 
quickly changing market, and quarterly meetings

obtaining a certificate of need. 

commendation 1.8  (Unanimous) 

Permit the Department to levy fines of $500 per day for the first 
month and $1,000 per day for subsequent months and to 
revoke Certificates of Need for failure to provide annual and 
periodic data surveys. 

that the statute be ame ire meetings of th

ommendation 1.6  
Currently, there are no sanctio s that the Depart

Amend the statute to alter provisions relating to the removal of 
Health Strategies Council members. 

Currently, the Certificate of Need Statute proscribes certain 
circumstances that would result in the removal of a Council 
member by the Governor, such as incompetence or neglect of 
duty.  Members of the 

pursue if an entity fails to submit annual data.  Incomplete data 
has a negative impact on the projections the Department 
issues for service needs because the Department relies on 
utilization and other data from annual surveys to calculate 
projections for future nee
of providers fail to provide basic information to the Department 
through submission of annual surveys.  Therefore, the 
Commission recommends that the Certificate of Need statute 
be amended to empower the Department to levy fines and to 
revoke certificates of need/authorization to offer health care 
services (for those facilities which have been grandfathered) 
when an entity fails to provide data accurately and timely.  The 
fine for failure to submit data timely and accurately should be 
$500 per day for every day that data is not timely and 
accurately submitted, increasing to $1,000 per day for every 

cause.  In addition, the ut uld be amended t

of any member who is absent from more than ¾ of the 
meetings in any calendar year. 
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day that data is not timely and accurately submitted beyond 
the 30th day.  The Department should have statutory authority 
to revoke a certificate of need/authorization to offer health care 
services once data is more than 180 days late.   

commendation 1.9  (Unanimous) 

Amend the statute to allow the Department the authority to 
issue conditional Certificates of Need and to revoke CONs 
when such conditions are not met by the certificate holder. 

Re

Currently, the Certificate of Need Statute only specifically 
rtme  to p itions on 

licant wi igent and 

 of 

Re

rvice, such 
as hospital beds or operating rooms, some of which are never 
put into service or built. Applicants who have been approved 
for more than they ultimately implement have the potential to 

for ecause effect this 
 planning ctions.  If 

d to another applicant who is willing 

create access problems b  of the adverse 
skewed inventory has on  area need proje
the Department had the authority to revoke CON approval for 
those units of service that are not timely implemented, they 
could be potentially awarde
to develop and offer the service.  For this reason, the 
Commission recommends that the statute specifically 
empower the Department to revoke parts of Certificates of 
Need.  This provision should only be applied to Certificates of 
Need issued after the effective date of the statutory change 
and should not be applied retroactively. 

authorizes the Depa nt lace two cond
Certificates:  (1) that the app ll provide ind
charity care and (2) that the applicant will participate in the 
Medicaid program.  Violation of either of these conditions 
currently does not result in revocation of the Certificate
Need; rather, the Statute only authorizes the Department to 
levy a fine for such violations. The Commission recommends 
that the Statute be revised to specifically allow the Department 
by rule and by application to place conditions on a Certificate 
of Need, such as minimum volumes, quality standards, 
limitations on services, etc.  The Department should have the 
ability to revoke Certificates of Need if such conditions are not 
met.  The Commission recommends that the authority to 
revoke be limited to those instances where substantial 
compliance has not been met.  To implement this 
recommendation, the statute should authorize the Department 
to develop rules defining “substantial compliance.”  

commendation 1.10  (Unanimous) 

Permit the Department to have the authority to revoke parts of 
Certificates of Need. 

Certificates of Need are often issued for units of se
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Chapter 

2 Legal and Regulatory Issues 

Process and Procedure 
An Analysis and Evaluation of Procedural Issues Associated with the Administration of Certificate of 
Need in Georgia 

Overview 

Filing fees must be paid with certified cashier’s checks or money 
orders and are deposited into the State Treasury.  These fees are 
not refundable. 

Submission of Application 

The Georgia Certificate of Need process begins with the 
submission of an application.  An original and one (1) copy of the 
application must be submitted along with a certified check made 
payable to the State of Georgia for the appropriate filing fee.   The 
Department’s official application is available at the Department’s 
website and provides an instruction page for applicant’s 
convenience and assistance in preparation.  The Department’s 
application must be used.   Applications received after 3 P.M. are 
considered as accepted the following business day.  The amount 
of a filing fee is determined by the cost of a proposed project 
according to the following schedule: 

Review for Completeness 

A project review cannot begin until all relevant information has 
been provided to the Division of Health Planning and the 
application has been deemed complete. Following an application's 
initial submission, the Division of Health Planning has 10 business 
days from the day following receipt to declare the application 
complete or incomplete. The Division of Health Planning will not 
begin the review process unless it has received and deemed 
complete all relevant surveys and questionnaires, such as the 
Annual Hospital Questionnaire, the Annual Nursing Home 
Questionnaire, and the Annual Indigent Care Survey.  An applicant 
is notified of the completeness status on or before the 10

• $1,000 is the minimum filing fee and covers projects 
costing zero to $1,000,000; 

th day, 
and if an application is deemed incomplete, given an opportunity to 
provide additional information to complete the application.  The 
application will be considered withdrawn if the requested, 
additional information, including surveys and questionnaires, etc. 
is not provided within two calendar months of the date of the 

• one-tenth of one percent (0.001) for projects costing more 
than $1,000,000 with no filing fee exceeding $50,000; 
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The Division of Health Planning maintains a mailing list of 
interested parties who want to receive notifications about unmet 
need and upcoming batching cycles. 

incompleteness letter. The applicant will receive written notification 
to confirm the beginning of a review. 

Evaluation of Application 
Decision 

In reviewing an application, the Division of Health Planning will 
take into account the general considerations specified in the CON 
Statute and the Rules and the appropriate, service-specific 
standards and criteria, if applicable. 

A project application, if not withdrawn, is either approved or denied 
by the Division of Health Planning.  If the application is approved, 
an official Certificate of Need and project evaluation analysis is 
provided to the applicant.  If the project is denied a denial letter 
and project evaluation analysis is provided to the applicant.  The review period is 90 days and may be extended an additional 

30 days, if necessary.  In no event shall a review exceed 120 
days.  For certain projects that do no involve the review for clinical 
health services, such as a medical office building or parking lot, an 
expedited review may be allowed.  These reviews are 45 days and 
must be requested on the Department’s Expedited Certificate of 
Need Application, which is also available at the Department’s 
website.  All review periods commence from the date of 
completeness. 

Implementation of Project 

Following a favorable award of a CON from the Division of Health 
Planning, the applicant has 12 months from the date of approval to 
implement the proposed project. 

Certificates awarded for the acquisition of equipment shall be 
effective for 12 months, by which date the applicant must be in 
possession of the equipment and the proposed location. Batching Review Process 

For projects that require construction or renovations the applicant 
has one year from the date of approval to demonstrate substantial 
performance with construction plans that have been approved by 
the state architect, a construction contract that has been signed 
and provides for beginning and completion dates and evidence 
that construction materials and equipment are on site.   

Projects that involve home health agencies or the development of 
new intermediate care or skilled nursing home beds are subject to 
the batching review process. Under this review procedure, the 
acceptance of Certificate of Need applications for these service 
categories only are limited to designated times throughout the 
year. The Division of Health Planning makes need determinations 
every six months, in March and September, for these services.  If 
there is a determined need for these services within any of the 12 
State Service Delivery Regions, a Batching Notification is 
published and made available at the Department’s website. The 
notifications include detailed information about the need 
projections, deadlines for the submission of letters of intent and 
Certificate of Need applications, and other review procedures. The 
length of the batching review cycle is 120 days. The batching 
review process does not apply to nursing home renovation or 
replacement projects, which do not involve additional beds.   

All CON approved projects must comply with post-approval 
requirements.  CON post-approval requirements and progress 
reporting forms are available at the Department's website.  An 
applicant may download the progress report to submit to the 
Department.  Progress reports are required to document timely 
project implementation, interim progress, and completion.  

Appeals and the Health Planning Review Board 
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CON decisions may be appealed by:  



 

The Health Planning Review Board consists of nine Governor-
appointed members (currently there are three vacancies).  The 
Chair and Vice-Chair of the Board must be attorneys.  The 
members of the Board must have no financial interest in, or 
represent or have any compensation arrangement with any health 
care facility.  In addition, no member may serve on the Review 
Board if the person is required to be registered with the Secretary 
of State as a lobbyist or as a registered agent. 

• The applicant;  

• A competing applicant; 

• A competing health care facility that notified the DHP 
about its opposition to a proposed project on or before the 
60th day of the review cycle; or  

• The county or municipal government where the project 
would be located.  

 Requests for an initial administrative appeal hearing before a 
hearing officer, or a request for intervention, must be filed with the 
Health Planning Review Board chair no later than 30 days after 
the Division of Health Planning decision.  A hearing officer is 
appointed by Health Planning Review Board and holds a de novo 
hearing within 60 days of appointment unless agreed to by all 
parties.  Generally the time frame is longer than 60 days because 
of scheduling difficulties between attorneys for the parties.  The 
hearing officer issues a decision no later than 45 days after the 
close of the record in the hearing.  

 

 

 

Any party, which disputes the hearing officer’s decision, must file 
specific objections with the Review Board no later than 30 days 
after receiving the hearing officer's decision. The Review Board 
must hold a meeting to hear arguments within 60 days of the 
hearing officer’s decision.  The Review Board meeting consists of 
arguments of 20 minutes by each party.  Based on the oral 
arguments and any written briefs, the Review Board issues a 
written order within 30 days after its meeting.  By law, the Review 
Board’s decision serves at the Department’s final decision.  The 
Department cannot appeal the Review Board’s final decision even 
if the decision is contrary to the Department’s initial decision.   
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Any party opposed to the Review Board’s decision, except for the 
Department, may appeal the decision to the Superior Court within 
30 days of the decision.  Judicial review of the Review Board 
decision may proceed through the Court of Appeals to the 
Supreme Court of Georgia. 



 
  

Comparison States 

Review Process 

Submission of Application 

A Letter of Intent (“LOI”) for the state’s regular review process 

Georgia requires an LOI for batch reviews but not for normal 

Fees for applying for a Certificate of Need may create entry 

 

Completion and Application Review 

The level of assistance provided by CON staff can impact the 

Every state except Maine screens applications for 

States allow applicants differing amounts of time to submit 

approval or denial of an application as well as whether or not a 
potential applicant will proceed through the application 
process. Levels of technical assistance vary across the eight 
states. Maine provides the highest level of technical assistance 
to applicants and requires that applicants meet with CON staff 
to determine requirements for applying for a CON within 30 
days of filing a Letter of Intent. In Georgia, if staff think the 
application might be denied, staff will meet with applicants 
within the first two months of the application process in order 
to go over any problems in the application and give the 
applicant an opportunity to amend the application. 
Massachusetts’s staff will assist applicants in completing their 
application and considers this assistance to be a part of their 
duties. Iowa will conduct a preliminary review of the application 
at the applicant’s request, and, if there are factors that may 
lead to the denial of the application, staff will inform the 
applicant. 

is required by six of the eight active CON programs.  
Massachusetts does not require an LOI. Letters of Intent are 
due between 15 days (West Virginia) and 90 days (Maine) 
before submitting an application. Maine requires that 
competitive applicants submit an LOI within ten days after the 
first LOI.  Most programs require an LOI to be submitted at 
least 30 days prior to the application. 

reviews; therefore, Letters of Intent are only required for 
Skilled Nursing and Home Health services. 

barriers. While the fees associated with the application are not 
the only costs, they are measurable. Data on true costs, 
including application preparation and legal fees cannot be 
calculated, as the data have not been collected or reported in 
a consistent manner. States generally assess sliding 
application fees that adjust for the varying costs of each 
project. Every state sets a minimum fee for application, with 
the lowest fee being $250 in Massachusetts. Other states with 
minimum fees of $1,000 or less are Georgia ($1,000) and Iowa 
($600). Washington and West Virginia, which both assess fees 
by proposal, assess fees for designated services at $1,000 or 
less. Oregon and Florida assess the highest minimum fees at 
$10,000. Maximum application fees range from $15,000 
(Oregon) to $250,000 (Maine). West Virginia has no stated 
maximum fee. 

completeness prior to beginning the formal review process. 
This screening period occurs within 15 days for all but Georgia 
(ten days) and Massachusetts (30 days). States notify 
applicants of any additional information that must be submitted 
for an application to be complete. Washington will review an 
incomplete application at the written request of the applicant. 
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missing information. Florida allows the least amount of time to 
submit missing information following notification that 
information is missing: 21 days. Washington allows 45 days 
but will hold an application open for 120 days, Georgia allows 
two calendar months, West Virginia allows 180 days, and 
Oregon allows one year for applicants to submit additional 



 

information. Maine allows for revision of an application at any 
time prior to the date CON staff submit their final analysis to 
the Commissioner. Maine may also change the application 
cycle and treat the application as new. Washington will allow 
the submission of additional materials but treats this as an 
amendment to the application and assesses an additional fee. 
Timeframes for submitting additional materials were not found 
for Iowa and Massachusetts. 

Types of Reviews 

A more competitive application process creates an entry 

view cycles per year in each 

ew Process 

ation to the 

uire that public and/or opposition 

staff and a Council or 

cies 

barrier, and only one state (Iowa) does not do competitive, 
joined, or batched reviews for any proposal. Florida and Maine 
both do batched reviews and consider their process very 
competitive. Maine does not batch nursing facilities. However, 
Georgia and Washington batch reviews for nursing facilities, 
and Washington batches reviews for nursing homes, open-
heart surgery, and a few other projects. Joining of applications 
that seek to provide a similar service in a similar market occurs 
for competitive or simultaneous review, even if batch reviews 
is standard in most states. Expedited and emergency reviews 
are also provided by all states. 

Florida holds two batching re
project/service category.  Maine holds two annual review cycles: 
one for large projects beginning on January 1 of each year and 
one for small projects beginning April 1 annually.  In 
Massachusetts applications are batched and different filing dates 
are established based on service type. 

Involvement of Outside Parties in Revi

An opportunity for outside parties to present inform
CON review agency during the evaluation process is allowed 
in every state.   The most rigorous states hold opposition 
hearings on every application.  Only two states build 
opposition hearings into the standard process. Iowa conducts 

opposition hearings at least ten days before the Council meets 
to make a decision. Oregon conducts public opposition 
hearings at least 21 days before a decision is due. Washington 
has a standard public comment period during the first 35 days 
after an application is accepted. Opposing parties must submit 
documentation to the state at that time.  The remaining five 
states and Washington conduct public and/or opposition 
hearings upon request. 

The six states that req
hearings be requested only allow them within certain 
constraints. The least amount of time for an opposition hearing 
request is in Florida 14 days after publication of notice of 
application. More time is allowed to submit a request for a 
public and/or opposition hearing in Maine (30 days), West 
Virginia (30 days), and Washington (35 days). 

Most states (five) include only CON 
Secretary for their Department of Health in the review decision. 
Maine, Massachusetts, and Washington involve parties 
outside of those related to Certificate of Need. Maine seeks 
input from Maine’s Centers for Disease Control and Prevention 
Director to evaluate the application as well as the Bureau of 
Insurance for an impact on health insurance premiums. 

Massachusetts and Washington consult other state agen
for information on licensure status and, if the applicant 
operates facilities in other states, Massachusetts contacts 
them to determine if there are complaints and sends the state 
a checklist so they can inform Massachusetts of any issues. 
Washington checks the same things as Massachusetts and 
reviews applicants’ history of quality, Medicare certification, 
any fines or sanctions, and does a Department of Justice 
investigation. A credential check on key personnel who are 
individual license holders is also conducted. 
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 Decision Timeframe 

 The time it takes from submission of a Letter of Intent to 
application approval or denial (except in cases of expedited or 
emergency determinations), ranges from three to six months 
for most states (except for Massachusetts). Washington’s 
statutes indicate that the review period is 90 days for regular 
reviews and 150 days for concurrent reviews.  Massachusetts 
indicates that it takes approximately one year for a decision to 
be reached. 

 

 

 

 
Issuance of Decision 

 
In most states, the agency responsible for the day-to-day 
operation of the Certificate of Need Program makes the final 
decision to issue or deny a Certificate of Need.  However, in 
some states, a Council or other Body makes the initial decision 
or as an alternative makes the final decision based on an initial 
decision of the Agency. 
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Summary of Review Process Comparisons 

FIGURE 2-1. 

Batching Review STATE Review Period Issuing Body Process? 

NO (Except Home Health 
and Nursing Home) 

90 days (may be extended 
to 120 days) Georgia Agency Review Analyst 

Colorado -- -- -- 

Florida For Some Services 60 days Agency 

Iowa No 90 days State Health Facilities Council 
(5 members) 

Maine Yes (all services) 150 days Agency 

Agency, Public Health Council 
if disagreement Massachusetts For Some Services 1 year 

Oregon No 90 days Agency 

Utah -- -- -- 

Washington For Some Services 90 days Agency Review Analyst 

Health Care Cost Review 
Board (3 members panel) W. Virginia No 58 days 

Wisconsin No 45 days Agency 
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Appeals Process 

Initial decisions are one step of the CON review process. Most 
states indicate that applicants, competitors, and taxpayers 
appeal decisions. An appellant must hold some standing in 
regard to the application being appealed. Standing varies 
across states, with the most lenient state (according to 
documentation available online) being West Virginia. Their 
statutes indicate that any person may request a 
reconsideration of a decision. Florida, Georgia, and 
Washington apply tighter restriction on who may appeal by 
requiring that appellants be applicants, competing applicants, 
or health care facilities. Washington requires that the appellant 
have participated in a public opposition hearing and requested 
to be informed of the decision. 

In addition, Georgia and Oregon allow municipal, county, or 
civic governments to appeal decisions. Iowa, Maine, and 
Oregon have fairly lenient standards but do require either a 
group of taxpayers (Maine, Massachusetts) to appeal or that 
there be evidence that the appellant is an affected party and 
has, at minimum, attempted to participate in the review 
process (Iowa). Information on Oregon is based on the prior 
appeals process. Oregon has recently suspended the prior 
appeal process, and the current process is not yet clear. 
Massachusetts currently has no appeals process. Dissatisfied 
parties in Massachusetts must go through the court system to 
have their case heard. 

A request for appeal is required within 30 days for Georgia and 
Maine, within 28 days for Washington, within 21 days for 
Florida, and within ten days for Oregon. 

Appeal Cost 

No state assesses the appellant a fee for appealing a decision. 
Each party bears its own costs associated with preparing for 

an appeal. In Georgia, the costs of reproducing the transcript 
and creating the hearing record are split equally between all 
parties. In Iowa, the CON program may be responsible for 
court costs if the state loses the appeal and the court decides 
to charge Iowa. In Washington, the CON program bears the 
cost (through chargeback to the program) for adjudicative 
proceedings. Washington recently performed a five-year audit 
and discovered that 24 percent of their department 
expenditures went to adjudicative proceedings or appeals. 

Comparative Appeals Process 

Florida: 

Within 21 days after publication of notice of the State Agency 
Action Report and Notice of Intent, any person authorized to 
participate in a hearing may file a request for an administrative 
hearing.  The Agency shall assign proceedings requiring hearings 
to the Division of Administrative Hearings of the Department of 
Management Services within 10 days.  Hearings shall commence 
within 60 days after the administrative law judge has been 
assigned.  All parties, except the agency, shall bear their own 
expense of preparing a transcript.    The administrative law judge 
only makes a recommended order, which must be submitted to 
the parties within 30 days after the hearing.  The Agency has 
adopted procedures for administrative hearings which maximize 
the use of stipulated facts and provides for the admission of 
prepared testimony.  Once the Agency has received the 
recommended order from the ALJ, it reviews the decision and 
issues its final order within 45 days after receipt of the 
recommended order.  A party to an administrative hearing for an 
application for a certificate of need has the right, within not more 
than 30 days after the date of the final order, to seek judicial 
review in the District Court of Appeal. 
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Iowa: 

Any dissatisfied party who is an affected person with respect to the 
application, and who participated or sought unsuccessfully to 
participate in the formal review procedure may request a rehearing 
from the Agency using the Administrative Procedure Act process 
for administrative hearings.  If a rehearing is not requested or an 
affected party remains dissatisfied after the request for rehearing, 
an appeal may be taken to the judiciary. 

Maine: 

Any person directly affected by a review under the health planning 
statute may, for good cause shown, request in writing a hearing for 
the purpose of reconsideration of the decision of the department to 
issue or to deny a certificate of need within 30 days of the 
department's decision. The department conducts the 
reconsideration hearing itself and commences a hearing within 30 
days of receipt of the request. The department does not hold a 
hearing if it determines that good cause for such a hearing has not 
been shown.  A request for a hearing is considered to show good 
cause if it:   

• Presents significant, relevant information not previously 
considered by the department; 

• Demonstrates that there have been significant changes in 
factors or circumstances relied upon by the department in 
reaching its decision; 

• Demonstrates that the department has materially failed to 
follow its adopted procedures in reaching its decision; or 

• Provides other bases for a hearing that the department 
has determined constitute good cause. 

A decision must be rendered within 60 days of the 
commencement of a hearing, except that the parties may agree to 

a longer time period.  Any person aggrieved by a final decision of 
the department is entitled to judicial review. 

Massachusetts: 

Any party may request a public hearing within 14 days after 
issuance of determination and file an appeal to the Health 
Facilities Appeals Board.  The Board in considering any such 
appeal shall restrict itself to a review of materials on file with the 
department and to consideration of whether the determination 
appealed from was an abuse of discretion.  Such appeal shall be 
heard by the Board or its designated hearing officer within 30 days 
after its filing.  Within 30 days after a hearing by a hearing officer, 
the hearing officer must submit a recommended decision to the 
Board.  The Board makes final decision.  The Board, within 60 
days after filing of the appeal, must issue a final decision either 
denying the appeal or remanding to the department for action 
consistent with the opinion of the Board; failure of the Board to 
issue a final decision within 120 days after filing of the appeal shall 
constitute a final decision affirming the action of the department 
and denying the appeal.  The Board consists of 5 persons to be 
appointed for terms of 3 years by the governor, at least 3 of whom 
shall be consumers of health care services who are not officers or 
employees of, and do not bear any fiduciary relationship to a 
person or institution providing health care services.  One such 
consumer member shall be a member of the bar of the 
commonwealth and shall be designated by the governor to serve 
as chairman of the board. Persons appointed to the board shall be 
knowledgeable in matters pertaining to the delivery of health care 
services. 

Oregon: 

Only a denied applicant is entitled to a contested case hearing or 
judicial review.  A contested case hearing is conducted by the 
agency in accordance with APA. 

 

CHAPTER 2:  LEGAL & REGULATORY:  PROCESS AND PROCEDURE 20 
FINAL REPORT OF THE COMMISSION ON THE EFFICACY OF THE CON PROGRAM 

 



 

 Washington: 
A request for hearing shall be received within 30 days after the 
date of the state agency decision, and the hearing shall 
commence within 30 days of receipt of the request.  Any such 
hearing is conducted in accordance with the APA, whereby the 
CON decision is reviewed by any other agency of the state 
designated by the Governor: The reviewing state agency shall 
make written findings which state the basis for its decision within 
45 days after the conclusion of such hearing.  A decision of the 
reviewing state agency following a reconsideration hearing shall 
be subject to judicial review.   

Any applicant denied a certificate of need or whose certificate of 
need has been suspended or revoked has the right to an 
adjudicative proceeding. The proceeding is conducted in 
accordance with the APA.  Opposing parties may appeal but must 
have participated in a public hearing during the review process.  
The opposing party must demonstrate that it:  

• provides services similar to the services provided by the 
applicant and under review pursuant to this subsection;  

• is located within the applicant's health service area; and  
Wisconsin: 

• testified or submitted evidence at a public opposition 
hearing. Any applicant whose project is rejected may request a public 

hearing to review the department’s initial finding if the request is 
submitted in writing within 10 days after the department’s decision.  
The department shall commence the hearing within 30 days after 
receiving a timely request, unless all parties consent to an 
extension of this period.  Each applicant at any such hearing has 
the burden of proving, by clear and convincing evidence, that the 
department’s initial finding was contrary to the weight of the 
evidence on the record when considered as a whole, arbitrary and 
capricious or contrary to law.  Any applicant adversely affected by 
a decision of the department may petition for judicial review of the 
decision.  Competing facilities may not appeal the grant of a 
Certificate of Need. 

 

West Virginia: 

Any person may request in writing a public hearing for purposes of 
reconsideration of a state agency decision.  A request for a public 
hearing for purposes of reconsideration shall be considered to 
have shown good cause if, in a detailed statement, it:   

• presents significant, relevant information not previously 
considered by the state agency, and demonstrates that 
with reasonable diligence the information could not have 
been presented before the state agency made its 
decision;  

• demonstrates that there have been significant changes in 
factors or circumstances relied upon by the state agency 
in reaching its decision; 

 

 
• demonstrates that the state agency has materially failed 

to follow its adopted procedures in reaching its decision; 
or  

• provides such other bases for a public hearing as the 
state agency determines constitutes good cause. 
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Options 

Option 2.0:  Review Competitiveness  

Maintain the existing process for submission and review of CON 
applications.  

Under the current statutory provisions, CON applications may be 
submitted at any time.  There are only two methods of 
comparative review:  the batching of nursing home and home 
health applications and joinder of applications.  Other than home 
health and nursing home services, this submission and review 
process may lead to mal-distribution of health care services 
because the current process is one of “first come, first served.” 

Option 2.1:  Review Competitiveness  

Make no application subject to joinder or batching.  

Option 2.2:  Review Competitiveness  

Batch applications by clinical health services. 

Under this option, all applications for clinical health services would 
be competitively reviewed.  Applications would be submitted once 
annually for the particular health service.  The applications would 
be reviewed to determine the best applicant(s) and to ensure the 
best distribution and access to health care services. 

Option 2.3:  Review Competitiveness  

Allow the Department to limit the times at which CON applications 
may be submitted. 

This option would not be an annual batching process, but rather, 
the Department would allow the submission of CON applications 
during set times of the year.  For example, applications might be 

submitted in January, April, July, and October.  This would 
improve the competitiveness of the review process to a certain 
extent but would allow applications more frequently than once per 
year. 

Option 2.4:  Review Timeframe 

Maintain the existing 90 day review cycle.  

Option 2.5:  Review Timeframe 

Increase or decrease the existing 90 day review cycle.  

Option 2.6:  Review Timeframe 

For batched reviews, increase the review timeframe to 120 days 

Option 2.7:  Review Timeframe 

Allow the Department of Community Health to develop rules and 
regulations defining the time periods for review of applications. 

2.7A:  Statutorily define the time period for the completion of the 
review, but allow the Department to define the timeline by 
rule for intermediate steps of the review process. 

 
2.7B:  Statutorily define the time period for certain steps of the review 

process, but provide the Department with leeway for other 
steps. 
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Under this option, only denied applicants would have the right to 
appeal. 

Option 2.8:  Opposition 

Provide for opposition hearings during the review cycle. 

Option 2.12:  Administrative Appeals 
Currently opposing parties may submit documentation to the 
Department in opposition to projects but are not given the 
opportunity to formally present their opposition arguments to the 
Department in a public forum.  

Limit the issues on appeal to whether the decision to deny or 
approve an application was arbitrary or capricious and to whether 
the decision lacked basis in law or fact based on the information 
that was presented to the Department. 

Option 2.9:  Administrative Appeals 
The existing hearing process requires a de novo hearing of the 
facts.  In this option, hearing officers would be limited in their 
review standard and parties would be limited to information they 
had submitted to the Department during the review process 
(including opposing parties).  Basically, the hearing officer would 
be limited to determining whether the Department made the 
correct decision based on the information that was presented to it. 

Maintain the current processes for appeals including the Health 
Planning Review Board. 

Option 2.10:  Administrative Appeals 

Abolish the Health Planning Review Board and model the appeals 
process on the Administrative Procedure Act. 

Option 2.13:  Administrative Appeals 2.10A:  Use APA appeals process but exempt health planning 
appeals from the requirement of using OSAH.  Under this 
approach, the Commissioner would assign a hearing officer to 
hear the issues and make a recommended order.  The 
Commissioner of DCH would make the Final Order. 

Require losing parties in appeals to pay for the entire cost of the 
appeal including hearing officer fees and preparation of the record, 
etc. 

Option 2.14:  Judicial Review 
2.10B:  Use APA process and require hearings to be heard before 
OSAH.  The Commissioner would make the Final Order. Amend provisions relating to judicial appeal in a fashion similar to 

the Workers’ Compensation Statute. 
2.10C:  Create and APA-like process with defined timelines and 
procedures.  

 Option 2.11:  Administrative Appeals 

Modify the statutory definition of parties who have standing to 
appeal to remove the right to appeal from competing healthcare 
facilities. 
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Recommendations 

Recommendation 2.0  (Unanimous) Recommendation 2.1  (Unanimous) 

Batch applications by clinical health service. Increase the review timeframe to 120 days and allow the 
Department of Community Health to develop rules and regulations 
defining the intermediate review time periods.  Under current statutory provisions, CON applications may be 

submitted at any time, and there are only two methods of 
comparative review:  the batching of nursing home and home 
health applications and joinder of closely-related applications filed 
and deemed complete within a 30-day period.  Other than home 
health and nursing home services, this submission and review 
process may lead to mal-distribution of health care services 
because the current process is one of “first come, first served.”  
Therefore, the Commission recommends that all applications for 
clinical health services be competitively reviewed through a 
batching process. Under this recommended approach, the 
application process would begin with the filing of letters of intent, in 
which all intended applicants announce their proposed project.  
Applications would then be submitted at least twice annually for 
any particular clinical health service, whether the application is to 
fulfill a predetermined calculated need or not (e.g. the application 
is for an exception to need).  The applications would be reviewed 
to determine the best applicant(s) and to ensure the best 
distribution and access to health care services.  Additionally, the 
Department would determine set times during the year when 
applications would be due for capital projects (those projects which 
are being reviewed solely because they are over the capital or 
equipment thresholds).  The statute should provide for the 
Department to create rules to define the appropriate times during 
the year for submission of applications. 

With the change to a batching approach to application submission, 
the application review time frame should be extended to 120 days.  
The statute should be amended to this effect and should also 
delineate the following intermediate review steps: Submission of 
Written Opposition, Applicant Review Meeting (currently “60-day 
meeting”), Submission of Supplemental Information, Submission 
of Supplemental Written Opposition, and Opposition Meeting (as 
discussed in Recommendation 2.2).  The statute should authorize 
the Department, by rule, to define the appropriate time frame 
during the 120-day review process for each of these intermediate 
review steps. 

Recommendation 2.2  (Unanimous) 

Provide for opposition meetings during the review cycle. 

Currently opposing parties may submit written documentation to 
the Department in opposition to projects but are not given the 
opportunity to formally present their opposition arguments to the 
Department in a public forum.  The recommendation of the 
Commission is to allow an opposition meeting for those who are 
opposed to projects.  Attendance and participation in an opposition 
meeting would be required to have standing to appeal a project. 

CHAPTER 2:  LEGAL & REGULATORY:  PROCESS AND PROCEDURE 24 
FINAL REPORT OF THE COMMISSION ON THE EFFICACY OF THE CON PROGRAM 



 

Recommendation 2.3  (Unanimous) 

Abolish the Health Planning Review Board and model the appeals 
process on the Administrative Procedure Act. 

There has been substantial testimony that the current 
administrative appeals process is lengthy and costly.  Currently, 
the Health Planning Review Board, a body separate and apart 
from the Department of Community Health, is composed of 9 
gubernatorial appointees who have no direct interest in health care 
entities.  The Review Board Chair or Vice Chair is responsible for 
assigning hearing officers to oversee initial administrative hearings 
regarding whether or not a Certificate of Need should have been 
issued by the Department.  Once a Hearing Officer has made a 
decision, the Hearing Officer’s Order can be appealed to the full 
Health Planning Review Board, which issues a final administrative 
order after brief oral arguments.  There has been consensus 
among all participants during the Commission’s deliberations that 
the arguments before the entire Health Planning Review Board 
rarely result in a change to a hearing officer’s order and are 
therefore unnecessary.  For this reason, the Commission 
recommends that the current structure of the Health Planning 
Review Board be modified using a modified APA-like appeals 
process.  Under this process, requests for appeals of Certificates 
of Need either issued or denied will be addressed to the 
Commissioner of the Department.  The Commissioner would be 
responsible for assigning a Hearing Officer to hold a de novo 
hearing.  (The Department should not be required to use the Office 
of State Administrative Hearings for Certificate of Need appeals 
because there already exists a body of knowledge relating to 
Certificate of Need and health planning in the hearing officers who 
have currently been appointed by the Health Planning Review 
Board).  At the conclusion of the initial administrative hearing, the 
Hearing Officer assigned to the case by the Commissioner would 
make an initial order.  Any party to the hearing, including the 
Department, who disputes the initial order, would have the right to 
request review of the initial order by the Commissioner, or his/her 

designee, within 30 days of the initial order of the Hearing Officer.   
Furthermore, the Department should be statutorily authorized to 
create rules and regulations regarding the conduct of its 
administrative hearings.   

Recommendation 2.4  (Unanimous) 

Require appellants to contribute to a Hearing Funds Pool at the 
time of requesting an initial administrative appeal.   

Currently, the State pays all hearing officer costs and 
administrative costs of appeals, except for preparation of 
transcripts and the administrative record, the costs for which are 
divided equally amongst the parties.  In order to maintain a degree 
of separation from the Department, Hearing Officers are paid from 
dedicated funds from the Department of Administrative Services.  
The funds allocated for such appeals routinely expire long before 
the beginning of the next fiscal year.  For this reason, the 
Commission recommends that appellants contribute to a Hearing 
Funds Pool at the time of their requests for initial administrative 
appeal.  The statute should empower the Department to develop 
rules to establish an appropriate fee schedule for such appeals. 

Recommendation 2.5  (Unanimous) 

Require losing parties in appeals to pay for the entire cost of the 
appeal, including hearing officer fees and preparation of the 
record, etc.   

The Commission has reviewed documentation that the 
success rate for most appeals is extremely low.  Yet, the 
number of appeals sought belies this fact.  Therefore, the 
Commission recommends that the statute be amended to 
provide that the losing party pay the entire cost of the appeal 
including hearing officer fees and preparation of the record.  In 
combination with Recommendation 2.4, this would mean that if 
the actual costs of the hearing exceeded the costs contributed 
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In addition, if the superior court does not enter an order on the 
merits within 20 days of the date of the hearing, the decision of 
the Board of Worker’s Compensation is considered affirmed by 
operation of law.  In the event a decision of the Board is 
affirmed by operation of law under this provision, subsection 
(d) provides that a party may seek an appeal to the court of 
appeals through O.C.G.A. § 5-6-35. 

into the Hearing Funds Pool by the appellant(s), the losing 
appellant would be required to pay additional funds up to the 
total cost of the appeal. In addition, at the judicial level, losing 
parties would be required to pay all administrative fees. 

Recommendation 2.6  (Unanimous) 

Amend provisions of the statute relating to judicial appeal in a 
fashion similar to Workers’ Compensation Statute. 

The Commission voted in favor of amending the statutory 
provisions relating to judicial review of final agency decisions 
on Certificate of Need applications.  In particular, the 
Commission recommended the adoption of a process similar 
to the appeal of final awards from the Board of Worker’s 
Compensation set forth in O.C.G.A. § 34-9-105(b), which was 
designed to expedite the disposition of worker’s compensation 
claims that have been appealed to the courts of this state.  
See Felton Pearson Co. v. Nelson, 260 Ga. 513 (1990).  
Section 34-9-105(b) provides that a party to a worker’s 
compensation dispute may appeal a final award within 20 days 
from the date of the final order of the Board of Worker’s 
Compensation to superior court.  Once the Board of Worker’s 
Compensation has transmitted the record to the superior court, 

The case so appealed may then be brought by 
either party upon ten days’ written notice to the 
other before the superior court for a hearing 
upon such record, subject to an assignment of 
the case for hearing by the court; provided, 
however, if the superior court does not hear the 
case within 60 days of the date of docketing in 
the superior court, the decision of the board 
shall be considered affirmed by operation of 
law unless a hearing originally scheduled to be 
heard within the 60 days has been continued to 
a date certain by order of the court. 
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Chapter 

3 Legal and Regulatory Issues 

Exemptions 
An Analysis and Evaluation of Statutory Exemptions from Certificate of Need Requirements in Georgia 

Overview 

Specific Projects Requiring Certificates of Need 

Georgia's Health Planning Statute covers almost all health care 
facilities and many health care services.  The statute is written to 
have a general and overriding requirement that a health care 
facility or service requires a Certificate of Need before it can be 
developed an/or offered.  The statute specifically requires a 
Certificate of Need for the following:  

• All public and private hospitals, including general, acute-
care, and specialized hospitals; 

• Nursing homes;  

• Ambulatory surgical services or obstetrical facilities; 

• Home health agencies;  

• Personal care homes (with 25 or more beds); 

• Inpatient rehabilitation facilities treating traumatic brain 
injury;  

• Diagnostic, treatment and rehabilitation centers (“DTRC”) 
(whether for-profit or not-for-profit); although, not all 
DTRCs require a CON.  A reviewable DTRC is a facility 

which either offers radiation therapy, outpatient surgery, 
cardiac catheterization, or biliary lithotripsy OR acquires 
or operates diagnostic or therapeutic equipment 
exceeding the CON equipment threshold. 

• Major medical equipment purchases or leases (e.g. MRI, 
CT Scanners) that exceed the equipment threshold; the 
2006 equipment threshold is set at $823,934.  The 
threshold is recalculated each April 1st and published at 
the Department’s website. 

• Major hospital renovations or other capital activities by 
any health care facility that exceeds the capital 
expenditure threshold.  The 2006 capital expenditure 
threshold is set at $1,483,083.  The threshold is 
recalculated each April 1st and published at the 
Department’s website. 
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 A Certificate of Need is also required before a health care facility 
can:  

• Offer a health care service which was not provided on a 
regular basis during the previous 12-month period; or  

• Add additional beds.  

Certificate of Need thresholds for medical equipment, 
construction or capital expenditure projects and limited-
purpose physician-owned ambulatory surgery centers are 
established each year on April 1st.   If the proposed project 
costs associated with any threshold falls below the established 
amount, the project is not subject to CON review and 
evaluation.  Calculation of the thresholds is made using the 
U.S. Bureau of Economic Analysis’ (BEA) Composite Annual 
Index.  The equipment threshold and capital expenditure 
thresholds were added to the statute in 1992, and have been 
increased using the composite annual indices since then.  The 
historical threshold amounts are depicted in Figure 3-1. 
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FIGURE 3-1.

Georgia CON Thresholds Historically 

Thresholds by Type 
Physician-
Owned 
Ambulatory 
Surgery 
Centers 

Effective 
Year 

Date 
Effective 

Date 
Released 

Construction/ 
Equipment Capital 

Expenditures 

2006 4/1/2006 3/10/2006 $823,934 $1,483,083 $1,610,823 

2005 4/1/2005 4/5/2005 $775,103 $1,395,186 $1,515,356 

2004 4/1/2004 4/15/2004 $734,695 $1,322,451 $1,436,356 

2003 4/1/2003 3/3/2003 $711,225 $1,280,204 $1,390,470 

2002 4/1/2002 3/6/2002 $694,556 $1,250,199 $1,357,881 

2001 4/1/2001 3/8/2001 $667,201 $1,200,960 $1,304,401 

2000 4/1/2000 3/7/2000 $642,152 $1,155,881 $1,255,439 

1999 4/1/1999 3/15/1999 $618,053 $1,112,494 $1,208,315 

1998 4/1/1998 3/11/1998 $602,979 $1,085,360 $1,178,844 

1997 4/1/1997 3/7/1997 $586,555 $1,055,798 $1,146,735 

1996 4/1/1996 3/15/1996 $575,054 $1,035,096 $1,124,250 

1995 4/1/1995 3/14/1995 $535,469 $996,243 n/a 

1994 4/1/1994 3/14/1994 $535,270 $963,485 n/a 

1993 4/1/1993 3/15/1993 $518,170 $932,706 n/a 

1992 4/1/1992 3/17/1992 $515,592 $928,066 n/a 
 

Prepared by: Data Resources and Analysis Section, Division of Health Planning 
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Specific Exemptions from CON 

The statute specifically exempts the following projects from CON 
review:  

• Repairs to a facility that fall below the CON review 
threshold; 

• Acquisition of equipment that falls below the CON review 
threshold; 

• Replacement of existing therapeutic or diagnostic 
equipment that received prior CON authorization; 

• Projects that bring facilities into compliance with licensing 
requirements, life safety codes or standards of the Joint 
Commission on Accreditation of Healthcare 
Organizations;  

• Cost overruns that represent less than 10 percent of the 
previously approved capital expenditure and do not 
exceed the CON review threshold; all cost overruns under 
$300,000 are exempt from review; 

• A hospital that maintains an occupancy rate greater than 
85 percent for the preceding 12-month period may 
increase its capacity by 10 beds or 10 percent of its 
existing inventory (whichever is less) every two years 
without a CON unless the cost associated with the 
increase exceeds the capital threshold.  The hospital 
must submit a written request for determination regarding 
exemption under this provision, and the request must 
document the facility's month-by-month occupancy; and 

• An Ambulatory Surgery Facility that is physician owned, 
office-based, and single-specialty, the establishment and 
development of which does not exceed the limited-
purpose physician-owned ambulatory surgery centers 

threshold.  The 2006 limited-purpose physician-owned 
ambulatory surgery center threshold is $1,610,823.  The 
threshold is recalculated each April 1 and published at the 
Department’s website. 

• Capital activities by any health care facility that is less 
than the capital expenditure threshold.  The 2006 capital 
expenditure threshold is set at $1,483,083.  The threshold 
is recalculated each April 1st and published at the 
Department’s website. 

• Major medical equipment purchases or leases (e.g. MRI, 
CT Scanners) that are less than the equipment threshold; 
the 2006 equipment threshold is set at $823,934.  The 
threshold is recalculated each April 1st and published at 
the Department’s website. 

 
If a service, project, or facility is exempt from CON, the activity 
need not be reported to the Department of Community Health.   

Determinations and Letters of Non-Reviewability 

As a service to the healthcare providers of this state, the Division 
of Health Planning has established a voluntary process where 
facilities and practitioners can make a formal inquiry to the Division 
as to whether or not a particular project will need to file a CON 
application.  This basic issue occurs in a number of diverse 
circumstances as discussed below. 

OCGA §31-6-47 delineates approximately 16 instances where 
listed projects are statutorily exempt from the requirements to 
obtain a certificate of need.  This statute authorizes the 
Department to establish rules to expedite or waive reviews of 
certain projects expenditures when the project is exempt. 
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The Department has adopted two sets of rules establishing a 
process wherein a facility or provider can receive a written opinion 
from DHP as to the need to obtain a CON prior to implementing a 
project.  These rules are primarily found at DCH Rule 111-2-2-10 
and Rule 272-.07. 

The three most common types of requests are: (1) Letters of 
Determination; (2) Letters of Non-Reviewability for Below 
Threshold Diagnostic or Therapeutic Equipment; and (3) Letters of 
Non-Reviewability for Physician-Owned, Single Specialty, Office-
Based Ambulatory Surgery Facilities.   

Letters of Determination are a tool that can be utilized by facilities 
and practitioners to receive a written opinion as to the applicability 
of certain CON statutes and rules to their particular situation.  
Examples are questions concerning the application of Department 
rules or statutory provisions to questions concerning reviewability, 
grandfathering, relocations, replacements and the application of a 
particular rule or statute to a particular project or proposed action.  
A Letter of Determination does not address general issues relating 
to policy and procedure. 

Letters of Non-Reviewability for Below Threshold Diagnostic or 
Therapeutic Equipment assists a party in determining whether or 
not the project involving major medical equipment will exceed the 
statutory expenditure threshold of $823,934.  The question is 
simple, but the answer is often complicated.  The statutes and 
rules provide that not only is the fair market value of the particular 
piece of equipment considered when calculating an aggregated 
total; but also all expenditures relating to new construction, 
renovation, furnishings and functionally related items of equipment 
that are associated with or simultaneously incurred along with the 
basic equipment cost.  This process, though voluntary, provides a 
facility or practitioner with an opinion from the Department as to 
the reviewability of their project. 

Letters of Non-Reviewability for Physician-Owned, Single 
Specialty, Office-Based Ambulatory Surgery Facilities.  Any non-

hospital owned ambulatory surgery center (ASC) that is utilized 
either by general surgeons or physicians of multiple specialties or 
an ambulatory surgery center whose costs exceeds the statutory 
expenditure threshold of $1,483,083 must receive a CON.  The 
statutes and rules covering those facilities are found primarily at 
OCGA§31-6-2(14)(G)(iii) and DCH Rule 272-2-(15).  Physician 
offices and physician-owned, single specialty ASC’s costing below 
the threshold are exempt from review by the Department.  
However, in order for a physician-owned, single specialty ASC to 
obtain a license from the Department of Human Resources, that 
Department requires such facilities to first obtain a Letter of Non-
Reviewability from DCH.  When determining if the facility exceeds 
the threshold, the facility must provide DCH with documentation 
and sworn affidavits concerning issues such as physician 
ownership, the name and specialty of every physician in the 
practice group, construction costs documented in writing by a 
licensed Georgia architect, project schematics, fixed equipment 
expenditures, legal and various other administrative fees.  A 
physician or group of single specialty physicians will seek a Letter 
of Non-Reviewability because it is a prerequisite to licensure, 
which is a prerequisite to receiving reimbursement form most 
insurers for facility fees. 

Letters of Determination and Letters of Non-Reviewability are 
issued to a particular party, non-transferable, and site specific.  
Any equipment or ASC projects receiving approval through the 
LNR process must, upon completion, submit to the Department 
sworn affidavits and itemized statement sheets establishing that 
the actual total costs of the project did not exceed the threshold; 
otherwise the LNR may be rescinded.   

The volume of these requests, the complexity necessary to apply 
the statutes and rules, as well as processing applicant appeals 
and third party challenges to projects, consumes an inordinate 
amount of Department staff time.  Conversely, the Department is 
providing valuable and meaningful service to the applicants and 
the public.  
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Comparison States 

Exemptions Review Thresholds 

Most of the review states have similar exemptions.  However, 
there are two states which structure the statute to only apply to 
services and/or projects which are specifically defined in the 
statute.  These statutes do not focus on exemptions for this 
reason; however, they contain a few exemptions to clarify those 
services/projects/facilities that are not covered when the possibility 
may arise that something that is specifically defined as being 
covered may be misconstrued.   

Of the 8 comparison states that have certificate of need programs, 
5 have defined specific dollar amounts for review thresholds.  Of 
these 5 states, four have threshold amounts set higher than in 
Georgia; however, three of these states have thresholds which do 
not adjust annually.  Comparative review thresholds for the CON 
comparison states are listed in Figure 3-2 and for neighboring 
southern states in Figure 3-3. 

 

FIGURE 3-2. 
 

STATE Capital Expenditure Equipment Adjusts Annually? 
Georgia $1,483,083 $823,934 Yes 

Colorado -- -- -- 

Florida None None NA 

Iowa $1,500,000 $1,500,000 No 

Maine $2,666,198 $1,333,099 Yes 

Massachusetts $12,516,300 $1,333,072 Yes 

Oregon None None NA 

Utah -- -- -- 

Washington Varies by Service None NA 

W. Virginia $2,000,000 $2,000,000 No 

Wisconsin $1,000,000 $600,000 No 
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FIGURE 3-3. 

STATE Capital Expenditure Equipment Adjusts Annually? 
Georgia $1,483,083 $823,934 Yes 

Alabama $4,251,780 $2,125,890 Yes 

$500,000  None (AR does not 
regulate equipment) Arkansas No 

(SNF Only) 

Florida None None N/A 

Kentucky $1,951,612 $1,951,612 Yes 

Mississippi $2,000,000 $1,500,000 No 

North Carolina $2,000,000 $750,000 No 

South Carolina $2,000,000 $600,000 No 

Tennessee $2,000,000 $1,500,000 No 

Virginia $5,000,000 Any Amount No 
 

Determination of Reviewability 

Five states readily provide information on submissions of 
requests to determine if projects are reviewable, and all states 
provide the service. A determination of reviewability is 
incorporated as part of the Letter of Intent (LOI) process in 
both Maine and Oregon. The LOI in Maine requires that the 
applicant request a ruling on whether a CON is needed. In 
Oregon, the LOI serves as the request for determining the 
need for review. Florida, Iowa, and Massachusetts do not 
specifically address this in available information. Georgia is the 

only state that charges for the determination: $250 per 
request, with each proposal requiring a separate 
determination. 

Another factor associated with the determination of whether a 
project requires a CON is the applicant’s ability to self-
determine, based on available information, whether a project is 
reviewable. All states provide information online; however, the 
ease with which it is accessed varies across states. A review 
of states’ CON statutes or rules is generally required to 
determine reviewability except for Georgia, Massachusetts, 
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and Washington. These states provide a listing of reviewable 
services either on a separate web page or in brief, more 
reader-friendly documents. It is most difficult to determine 
reviewability in Iowa and Oregon. Although some states 
provide information on reviewability online, most states have 
exceptions and specific considerations which require detailed 
review of statutes or rules. 

Florida is the only state requiring a Letter of Non-Reviewability 
or exemption for certain proposals. Florida requires that 

applicants request an exemption for each proposal and 
charges a fee of $250 for each request. 

 

 

 

Options 

Option 3.0:  Notification of Exemptions 

Require Notification of Items Exempt from Review. 

pt on annual 

ort projects that were CON exempt on annual 

Report projects that were CON exempt on annual 

response from DCH regarding the non-reviewability of the 

ent of a specified list 
of exempt items, activities, or facilities only.  The Department 

ecified list 
of exempt items only.  The Department would be required to 

O holds 

O

hold $1.75 Million. 

ted 

3.0A:  Report projects that were CON exem
survey(s) for those facilities with existing certificates of need.  
For those facilities that are new or that do not have a prior 
CON, require advance notification to the Department of the 
activity that the facility believes to be exempt.  Require a 
response from DCH regarding the non-reviewability of the 
projects.   

3.0B:  Rep
survey(s) for those facilities with existing certificates of need. 
For those facilities that are new or that do not have a prior 
CON, require advance notification to the Department of the 
activity that the facility believes to be exempt.   Do not require 
a response from DCH regarding the non-reviewability of the 
projects. 

3.0C:  
survey(s) for those facilities with existing certificates of need.  
For those facilities that are new or that do not have a prior 
CON, require advance notification to the Department of the 
activity thatthe facility believes to be exempt.   Do not require a 

projects for facilities with existing certificates of need, but 
require an advance response from DCH for those facilities that 
are new or that do not have a prior CON. 

3.0D: Require notification to the Departm

would not be required to provide advance approval. 

3.0E: Require notification to the Department of a sp

provide advance approval. 

ption 3.1:  Review Thres

Maintain existing review thresholds. 

ption 3.2:  Review Thresholds 

Raise the capital expenditure thres

3.2A:  Annually adjusted 

3.2B:  Not annually adjus
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O olds 

Abolish capital expenditure threshold except for those 
expenditures directly associated with clinical health services.   

Under this option all capital improvement projects would be 
exempt from review unless the space was for clinical health 
services. 

Option 3.4:  Review Thresholds 

Abolish equipment thresholds. 

Option 3.5:  Review Thresholds 

Abolish both capital expenditure and equipment thresholds 
and write service-specific rules for all regulated health 
services. 

Option 3.6:  Exemptions 

Maintain existing list of exempt projects and activities. 

Option 3.7:  Exemptions 

Modify the existing list of exempt projects and activities. 

3.7A:  Keep the existing list and add certain non-clinical 
projects from specified list, including parking lots, parking 
decks, or parking facilities; medical office buildings – 
construction or adding space; state mental health facilities; and 
renovation of physical infrastructure where clinical health 
services are not being added or affected. 

3.7B:  Delete some items from the existing list of exemptions 
and add certain non-clinical projects from specified list, 

ecks, or parking facilities; 
n or adding space; state 

mental health facilities; and renovation of physical 

O

es or services to be relocated under certain 
 providing that there is no 
roviders.  Statute would be 

define the circumstances and 
rea, county, etc.). 

e general rule is that a CON is necessary unless an 
item is specifically exempted. 

 

 

including parking lots, parking d
medical office buildings – constructio

ption 3.3:  Review Thresh

infrastructure where clinical health services are not being 
added or affected. 

ption 3.8:  Exemptions 

Allow faciliti
circumstances (e.g. Acts of God)
adverse impact on other existing p
modified to allow DCH to 
conditions (e.g. within a planning a

Option 3.9:  Statutory Framework 

Revise the statute to be structured as requiring a CON for only 
those items specified as opposed to the current structure 
where th
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Recommendations 

Re

o require Notification of Items Exempt 
mptions. 

he statute 
nt to have the ability to 
 rise to a level that would 

require notification to the Department and/or advance approval 

notification and approval for exemptions related to exempt 
ters (if the exemption remains) and 

equipment purchased below threshold. 

 the provision relating to an 

ommendation 3.2  (Unanimous) 

Maintain the existing provisions relating to the amount of the 
quipment Expenditure threshold.  

urrently, the dollar amount applicable to expenditures on 
equipment is $823,934 as adjusted annually.  After reviewing 
imilar equipment expenditure thresholds in comparison 

states, the Commission recommends maintaining the existing 
ollar threshold for such equipment. 

ommendation 3.3  (Unanimous) 

odify the existing list of exempt projects and activities to 
exempt non-clinical projects, such as parking decks, medical 
office buildings, and improvements of physical plant 
infrastructure, etc., and modify or delete certain current 
exemptions. 

 projects requires time 
ld herwis  focus on 
s.  The mmission 

both construction and 

commendation 3.0  (Unanimous) Rec

Authorize the Department t
from Review for certain exe E

The Commission has heard testimony from the Department 
and other stakeholders that occasionally a provider will 
undertake a task that it believes to be exempt from CON but 
later learns that a CON was required.  In order to prevent such 
occurrences, the Commission recommends that t

C

s

d
specifically authorize the Departme
determine (by rule) which exemptions Rec

by the Department.  Specifically, the Commission recommends 
that once so empowered, the Department require advance 

M

ambulatory surgery cen

Recommendation 3.1  (Unanimous) 

Raise the capital expenditure threshold from the current $1.495 
million to $1.75 million and maintain
annual adjustment of this dollar amount.  

After thoroughly reviewing the dollar thresholds of other CON 
states and neighboring southern states, the Commission 
recommends that the dollar threshold for capital expenditures be 
increased to $1,750,000.  In addition, the Commission 
recommends that the statute continue to provide for annual 
adjustments to this dollar threshold. 

Certain projects currently require Certificates of Need even 
though they do not involve clinical health services and are 
routinely approved.  The review of these
and resources that wou ot e be available to
clinical health service refore, the Co
recommends that the list of statutory exemptions be modified 
by adding the following:  parking lots, parking decks, or parking 
facilities; computer systems, software, and other information 
technology; medical office buildings, 
addition of space; state mental health facilities; and renovation 
of physical infrastructure where clinical health services are not 
being added or affected.  In addition, the Commission 
recommends that the current exemption relating to repair of 
physical plant be modified.  Currently, the exemption is limited 
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to repairs of physical plant which do not cost more than the 
capital expenditure threshold.  Any repair of physical plant 
should be exempt regardless of cost.    

d the exemption 

Rec (Unanimous) 

of an existing facility.  This 
n e ities th locate for 

control, such as tion of a 
lease.  This is also a particular concern for older facilities, 

nce and which would have no adverse impact on 
other existing providers.”   

The Commission also recommen s removing 
for “Christian Science Sanatoriums.” 

ommendation 3.4  

Add a statutory exemption for relocation of an existing facility 
within a limited distance.   

Currently, there is no exemption from Certificate of Need 
regulation regarding the relocation 
has proved a hardship o nt at may need to re
reasons beyond their a fire or expira

which are in need of being replaced and which are otherwise 
prevented from replacing or expanding on site.  Therefore, the 
Commission recommends that the list of statutory exemptions 
be modified to add “replacement of existing facilities within a 
defined dista
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Chapter 

4 Legal and Regulatory Issues 

Miscellaneous  
AnAnalysis and Evaluation of Miscellaneous Legal and Regulatory Issues Associated with the 
Certificate of Need Program in Georgia 

 

Overview 

Department Discretion 

The Georgia Supreme Court has limited the Department’s ability to 
decide which services require a Certificate of Need and which do 
not.  In fact, the Court has gone as far as to say that the 
Department has no statutory authority to exempt services/projects 
that are not already exempted by the statute.  Since Health Care is 
a constantly changing environment, either the Department should 
be given this discretion by statute or the General Assembly would 
need to address these issues more frequently. 

Conditional Approval 

The Department has limited ability to issue conditional CONs 
under the statute.  However, the Department may require that any 
applicant for a CON commit to provide a specified amount of 
clinical health services to indigent or charity, Medicare, Medicaid, 
PeachCare, and similar patients as a condition for the grant of a 
Certificate of Need. A grantee or successor in interest of a 
Certificate of Need or authorization to operate under O.C.G.A. § 
31-6 which violates such an agreement, shall be liable to the 

Department for a monetary penalty in the amount of the difference 
between the amount of services so agreed to be provided and the 
amount actually provided. Penalties authorized under this Code 
section shall be subject to the same notices and hearing for the 
levy of fines.   

Review Considerations 

The CON Statute defines the review criteria that should be 
applicable to the review of each CON application by the 
Department.  The burden of proof for producing information and 
evidence that an application is consistent with the applicable 
considerations and review policies, which follow, is on the 
applicant.  In conducting review and making findings for 
Certificates of Need, the Department must consider whether: 

• the proposed new institutional health service is 
reasonably consistent with the relevant general goals and 
objectives of the State Health Plan. The goals and 
objectives related to issues addressed in the State Health 
Plan, which are relevant to the Certificate of Need 
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proposal, will be considered in the review. It should be 
ognized that the goals of the State Health Plan 
ress the ideal and in some respects 

ompatible with the concept of cost containm
tutes and Rules represent the final authority for review 

decisions and the content of the Plan or any component 
thereof shall not supersede the Rules in such 

rtment has 
defined by rule the most appropriate data sources for 

h a determination.  Population projections used by the 
partment are resident population figures prepared or 

Office of Planning and Budget or other 
s that may be applicable as determined by 

the Department.  Updated resident population projections 

 horizon year on or 
about April 1 of each year.  Inpatient facilities are 

 the basis of bed capacity approved, 
grandfathered, or authorized through the certificate of 

o any surveys required by the Department, 
including but not limited to those for hospitals, 

acilities, home health agencies, 
 services, and ambulatory surgery 

facilities; 

o Cost reports submitted to fiscal intermediaries 
and the Department; 

o periodic special studies or surveys, as produced 
rtment; 

r studies 
conducted by the Census and other Federal and 
State agencies and bureaus, including but not 
limited to, the Department of Labor; and 

o such other data sources utilized by the 

sed are neither currently available, implemented, 
similarly utilized, nor capable of providing a less costly 

Certificate of Need to provide such 
s has been issued by the Department 

 the 

• 

rec
exp
inc
sta

may be 
ent. The 

nursing f
specialized

determination; 

• the population residing in the area served, or to be 
served, by the new institutional health service has a need 
for such services.  In analyzing this consideration, the 
Department must consider data and the Depa

or formally adopted or used by the Depa

o the United States Census and othe

suc
De
approved by the 
official figure

are utilized upon the official effective date as stated by the 
Department, pursuant to these Rules, replacing and 
superseding the older data.  The projection period or 
horizon year for need determinations is five years for 
hospital services and three years for all other services, 
unless otherwise provided by the Rules for the specified 
service.  The projection period or horizon year is 
advanced to the next projection year or

inventoried on

need process regardless of the number of beds in 
operation at any given time or which may be licensed by 
the Office of Regulatory Services, Department of Human 
Resources.  Data sources to be utilized by the 
Department to evaluate need, population characteristics, 
referral patterns, seasonal variations, utilization patterns, 
financial feasibility, and future trends include, but are not 
limited to, the following: 

Department for measurement of community 
health status. 

• existing alternatives for providing services in the service 
area the same as the new institutional health service 
propo

alternative, or no 
alternative service
and is currently valid.  In analyzing these criteria, the 
Department supports the concept of regionalization of 
those services for which a service-specific rule exists.  
Furthermore, the Department considers economies of 
scale where need exists for additional services or 
facilities.  

• the project can be financed adequately and is in
immediate and long term, financially feasible; 

the effects of the new institutional health service on 
payors for health services, including governmental 
payors, are reasonable; 
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• 

 clinical health service; 

• 

• 

• 

• 

• 

• the o
imp e
of hea
assuran
that is 
significa oration in the quality of care; and 

• the prop l health service fosters the 
spe ial ne
Orga z

There is no e
health care servi

 

 

 

 

 

 

 

 

 

 

 the costs and methods of a proposed construction 
project, including the costs and methods of energy 
provision and conservation, are reasonable and adequate 
for quality health care.  Construction plans will be 
reviewed in detail to assure that space is designed 
economically. Space shelled-in for some future use will 
not be accepted unless the applicant demonstrates that 
the shelled-in space will not be directly related to the 
provision of any

pr posed new institutional health service fosters 
rov ments or innovations in the financing or delivery 

lth services; promotes health care quality 
ce or cost effectiveness; or fosters competition 
shown to result in lower patient costs without a 
nt deteri

osed new institutiona
c eds and circumstances of Health Maintenance 

ni ations. 
• the new institutional health service proposed is 

reasonably financially and physically accessible to the 
residents of the proposed service area and will not 
discriminate by virtue of race, age, sex, handicap, color, 
creed or ethnic affiliation; 

the proposed new institutional health service has a 
positive relationship to the existing health care delivery 
system in the service area; 

the proposed new institutional health service encourages 
more efficient utilization of the health care facility 
proposing such service; 

the proposed new institutional health service provides, or 
would provide a substantial portion of its services to 
individuals not residing in its defined service area or the 
adjacent service area;  

the proposed new institutional health service conducts 
biomedical or behavioral research projects or new service 
development that is designed to meet a national, regional, 
or statewide need; 

the proposed new institutional health service meets the 
clinical needs of health professional training programs; 

 sp cific review criteria related to the quality of the 
ces delivered or proposed to be delivered. 
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Comparison States 

Review C

For the 
criteria t
review c
deliv

 

 

 

 

riteria 

most part, the comparison states have similar review 
o Georgia.  However, many of the states have particular 
riteria associated with the quality of health care services 

ered or proposed to be delivered. 

Options 
 Option 4.

Add a re
to be off

Option 4.1:  Review Criteria 

Statutoril
projects rtain situations. 

4.1 Pr
hospital

4.1B: Provid se projects and applicants which 
agre  t
trau

4.1C:  P
prepared d man-made emergencies. 

0:  Review Criteria 

 view criterion regarding the quality of health care services 
ered or which are offered in the health care facility.   

 

 

y provide for the Department to give an advantage to 
 and applicants under ce

 

 
A: ovide an advantage to those projects which will improve 

-physician relations 

e an advantage to tho

 

 
e o provide an underrepresented service, e.g. psychiatric, 
ma, in addition to the service that they are applying for. 

rovide an advantage to applicants who exhibit exceptional 
ness for natural an
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Recommendations 

Recommendation 4.0  (Unanimous) 

Add a review criterion regarding the quality of health care services 

vements and assurance 
practices, utilization review practices, etc.  Therefore, the 

on recommends that a specific general review 
n be added to the statute relating to quality.  In 

addition, the Commission recommends that the statutory goals of 
clude “ensuring access to quality

to be offered or which are offered in the health care facility.   

Currently, the Department’s rules for specific services mandate 
minimum quality standards, such as JCAHO accreditation, 
minimum volumes, quality impro

Commissi
consideratio

the program be redefined to in  

Re

Department to give favorable 
applicants where the applicant 

agrees to provide an underrepresented service in addition to the 

rding the under-

ssion recommends the addition of a 

nnually 

ed service in 
addition to the project for which it has applied. 

Recommendation 4.2  (Unanimous) 

Recommend that the Department’s Health Planning functions be 
adequately staffed and supplied with the appropriate resources. 

any of the recommendations of the Commission require that the 
Division of Health Planning increase staffing and resources in 
rder to plan proactively and to monitor health care facilities and 

services that have been awarded certificates of need.  Therefore, 
the Commission recommends that the budget and staffing of the 
Division of Health Planning be reviewed to ensure that the 
appropriate resources are available for these additional activities. 

Recommendation 4.3  (Unanimous) 

Recommend that the Department adopt and follow a proactive 
nd prospective approach to need methodologies and emerging 

technologies by addressing such factors annually in its annual 
eport. 

Currently, the CON statute requires the Health Strategies Council 
to submit an annual report concerning health planning.  Because 
the Commission has recommended that the Health Strategies 
Council’s role be advisory in nature, the Commission recommends 
that the responsibility for an annual report be delegated to the 
Department of Community Health.  The Commission further 
recommends that the Department adopt a proactive and 
prospective approach to need methodologies and access to health 
care services by undertaking an annual analysis of such issues in 
the annual report.  

M

o

services.” 

commendation 4.1  (Unanimous) 
a

Statutorily provide for the 
consideration to projects and r

service for which application was made. 

The Commission has heard evidence rega
representation of certain services in the state, largely because of 
lack of funding sources.  As a means to encourage the offering of 
such services, the Commi
specific review criterion relating to the potential for the project to 
provide or enhance the provision of an underrepresented service, 
e.g. inpatient psychiatric care, trauma, etc.  The Department would 
create rules relating to this criterion such that it would a
define the underrepresented services for the upcoming year and 
would also develop rules to allow an advantage to equally qualified 
applicants who agree to provide an underrepresent
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Chapter 

5 Acute Care Services 

Medical/Surgical Services 
An al Hospit Analysis and Evaluation of Short-Stay Gener al Bed Services in Georgia 

Overview 

Ba

id-1980’s, several changes occurred that impacted 
the delivery of inpatient hospital care.  Among these changes were 

the way hos bursed for 

ent care services.  Similarly, 

etration of Health 

f 
primary and preventive health care services and the provision of 

tpatient settin  utilization 
uding home h nd skilled 

000’s, hospitals began treating increasingly large numbers 

80 and 2000. Other hospitals completely 
closed their doors because of lower utilization and increased 
financial risks associated with new payment systems. Some 
hospitals leveraged resources by consolidating and becoming 
major hospital systems. Other smaller community hospitals, 

Maintenance Organizations (HMO), which advocated the use ockground 

During the m health care services in ou gs, along with the
of support services incl ealth services a
nursing facilities further impacted the need for and duration of 
inpatient hospital services.   

In the 2

drastic modifications in pitals were reim
inpatient hospital care.  The Health Care Financing Administration 
(now the Centers for Medicare and Medicaid Services) changed 
its reimbursement mechanism to encourage the delivery of care in 
outpatient settings.  Nationwide, this action resulted in the 
exponential growth of outpati

of sick patients.  Long-range population trends project that people 
will be living longer but will be sicker and will consume greater 
healthcare resources.  While there has been an increase in the 
provision of services to outpatient settings, hospital care still 
accounts for the largest portion of healthcare dollars.  Much of this 
utilization can be attributed to hospital births, emergency room 
visits and a growing and aging population.   

In response to the changes in hospital service delivery, hospitals 
downsized inpatient beds and shifted resources to outpatient 
settings between 19

throughout the 1980’s and 1990’s, Georgia hospitals experienced 
decreased inpatient days and increased use of outpatient 
services.  Beginning in the late 1990’s, however, inpatient 
admissions nationwide began to increase and, according to data 
from the American Hospital Association, the level of inpatient 
admissions began to approach the level of outpatient visits in 
2004.    

Technological advances over the past two decades also greatly 
changed the way patient care was delivered.  For example, as a 
result of technological innovations, more surgical procedures could 
be performed in shorter periods of time and fewer resources would 
be needed to support patients.  Increasing pen
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p those hospitals in rural areas, were unable to absorb 
t impact of policy changes and reduced reimbursement 
rate spital care. Consequently, the number of hospitals an
hos s-per-capita has fallen over the last 20 years.   

Hospital use rates are dependent in part on the composition of the 
population. The American Hospital Association reports that 

impact on 
 Statistics 

three times more likely to use inpatient services than 
e groups in 2000. Growth of population in general is the 

most pressing force on inpatient demand. Increases in population 
er impact on the utilization of inpatient services than 

factor. Other factors, such as per capita income, 

 and lack of general acute care beds. The emergency 

especially since the emergency department is a major point of 
access for inpatient care.  

cting hospitals’ delivery of services is the 
health professional workforce shortage. The American Hospital 
Association reports that hospitals had an estimated 118,000 
registered nurse vacancies as of December 2005.  Many medical 
schools and nursing programs reported a decline in the number of 
enrollees and admission applications.  Lack of general interest, 

mation technology field, 
nd diminishing support in 

ctors that have made the 
healthcare industry less appealing than it was twenty years ago. A 
major concern for hospitals is the supply of adequate staffing to 
support for current and future population needs.  

lume, general decline in inpatient 
volume, increases in emergency room visits, and competition for a 

rgia policy makers to 
ensure the most efficient utilization of limited healthcare resources 

articularly 
he l  financia

s for ho
pital bed

d 
Another factor impa

increases in population and aging have the greatest 
inpatient days. Data by the National Center for Health
(NCHS) support findings that patients over 65 years of age use 
services at a significantly higher rate than other age groups. 
National discharge data shows that persons over the age of 65 

increasing opportunities in the infor
competitive salary in other job sectors, a
the workplace environment are all fa

years were 
all other ag

have a great
any other 
managed care, and outpatient surgeries, are all reported to 
decrease the number of inpatient days.   

Emergency room visits are one of the main drivers for inpatient 
utilization. According to the 2000 National Hospital Ambulatory 
Medical Care Survey, emergency room utilization in the United 
States has increased by 14 percent since 1997 and approximately 
12 percent of emergency room visits result in hospitalization.  The 
American Hospital Association reports that half of emergency 
departments are at or over capacity.  Hospitals divert patients to 
other emergency departments when they can no longer accept all 
or specific types of patients by ambulance. In a survey conducted 
by the Lewin Group, an affiliate of the American Hospital 
Association, the most common reasons for emergency 
department diversions are the lack of critical care beds, staffing 
shortages
department is a point of critical access of care for most uninsured 
patients and diversions are a symptom of hospital capacity 
constraints. Emergency department services are recognized as 
critical services that should be accessible to all residents, 

Over the last two decades, Georgia hospitals have been impacted 
by many of the same national trends discussed above.  Georgia 
hospitals have also experienced declines in staffing levels, 
decreases in reimbursements, multiple hospital closures, 
increases in outpatient vo

shrinking pool of private payers, and phenomenal growth in 
population and diversity. Moreover, Georgia’s healthcare 
landscape presents some unique demographic characteristics that 
influence inpatient hospital services.  It is comprised of 159 
counties, has increased rates of morbidity and mortality from 
diseases, a populous metropolitan area encompassing almost 
40% of the States’ population, and concentrated economic 
resources. These indicators challenge Geo

in a manner that is cost effective and accessible to all citizens of 
Georgia. 
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Ac

current 
distribution of hospitals and bed capacity around the state, by state 

cess, Supply and Distribution 

As of 2004, there were 153 hospitals authorized to offer inpatient 
hospital services in Georgia.  Figure 5-1 depicts the 

 

 

 

 

 

 

service delivery region (“SSDR”).  In addition, Figure 5-2 illustrates 
both the current number of hospitals and the number of beds per 
1,000 persons by SSDR.  SSDR 3, encompassing metro-Atlanta 
area, is the most populous region of the state.  Although metro-
Atlanta has the highest number of hospitals, it has a lower number 
of available beds per population (2.4 per 1,000) when compared to 
other less populated regions of the State. Area 7 has the largest 
number of available beds in the state (4.8 per 1,000) in 
comparison to its population.   
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Figure 5-1. 
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Figure 5-2 
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The CON Commission’s co
conduct a comparative study to
system, including hospitals.  Tho
Iowa, Massachusetts, Maine
Wisconsin, and West Virginia --
beds per 1,000 are reflected on 
the number of beds per 1,
comparison states. 

l Agency Inventory, Georgia Department of Community Health, Division of Health Planning 

nsultants used 8 other states to 
 Georgia’s healthcare delivery 
se states – Colorado, Florida, 

, Oregon, Utah, Washington, 
 and the number of hospitals and 
Figure 5-3.  Georgia ranks fifth in 
000 population among these 
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Figure 5-3 

State General Hospitals Persons
West Virginia 54 4.1
Iowa 122 3.7
Oregon 56 3.1
Florida 277 2.9
Georgia 153 2.8
Maine 37 2.7
Wisconsin NR 2.7
Massachusetts 143 2.5
Colorado 81 2.0
Utah 52 1.9
Washington 93 1.8

Beds per 1,000 

 

neral acute care hospitals have closed and 5 
erged with other facilities.  A listing of hospital 

gia occurring since 1980 appears in Appendix 2.  
creased from 25,575 beds in 1980 to 23,913 

ecrease in total beds.  Since 1980, total 
creased by 23% from 5,842,232 days in 

days in 2004. 

 

Since 1980, 20 ge
hospitals have m
closures in Geor
Total bed capacity de
beds in 2004, a 6.5% d
inpatient days have de
1980 to 4,420,892 

In addition, set-up and staffed (SUS) bed capacity has declined 
from 4.3 bed per 1,000 population to 2.2 beds per 1,000 

 

 

 

 

 

population in 2004, a 49% decrease in the rate of SUS beds to 
population.  Total SUS beds decreased from 23,104 beds in 1980 
to 19,305 in 2004, a decrease of 16% in total SUS bed capacity.  
Health planners believe that the decrease in SUS capacity has 
been impacted by both workforce shortage and population growth.  
Figure 5-4 illustrates the trend in total beds and set-up and staffed 
bed capacity since 1980. 
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Figure 5-4: Set Up and Staffed otal Capacity Beds, 1980-2004. Beds and T
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iation, average length of stay is 
hovering at 5.2 days per patient nationally. In 1980, the average 

Source:  Annual Hospital Questionnaire 1980-2004, Georgia 

Average daily census and average length of stay have leveled but 
are significantly lower than they were during the 1980s. According 
to the American Hospital Assoc

 

 

length of stay in Georgia hospitals was 6 days per patient and 
average daily census was 3.0 patients per 1,000 population. In 
2004, Georgia’s average length of stay declined to 4.8 days per 
patient and the average daily census was 1.36 patients per 1,000 
population. 
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Figure 5-5:  Trends in Average Daily Census and Average Length of Stay, 1980-2004. 
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4 short-stay hospital bed admissions to Georgia 
hospitals.  Data reported for the year 2004 indicate that the volume 
of admissions have increased to 928,987, a 9% increase since 
2000.  As depicted in Figure 5-5 above and Figure 5-6 below, 
average length of stay has changed only slightly between 2000 
and 2004, from 4.9 days to 4.8 days.  

  

     Source: Annual Hospital Questionnaire 

 

Over the past five years, short-stay general hospital bed 
admissions have increased in Georgia.  In 2000, there were a total 
of 843,21

ent
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Figure 5-6:  Trends in the Utilization of Short-Stay General Hospital Beds, 2000-2004. 

 Utilization Trends of Short-Stay General Hospitals,  
2000-2004 

  2000 2001 2002 2003 2004 
% 

Change 
Number of Hospitals 159 156 151 152 152 -4.40% 

Authorized Beds (existing & pending) 
24,123 23,681 23,534 23,754 23,913 -0.87% 

Set Up & Staffed Beds 20,035 20,014 19,644 19,645 19,305 -3.64% 

Total Population 8,186,453 8,354,887 8,523,607 8,692,390 8,861,063 8.24% 

Total Admissions 841,404 875,522 892,108 924,962 928,987 10.41% 

Total Inpatient Days 4,066,462 4,198,934 4,296,855 4,460,782 4,420,892 8.72% 

Average Length of Stay 4.83 4.80 4.82 4.82 4.76 -1.53% 

Occupancy Rate-Total (existing & 
pending) Beds 

46.18% 48.58% 50.02% 51.45% 50.65% 9.67% 

Average Daily Census-Total (existing & 
pending) Beds 

11140.99 11503.93 11772.21 12221.32 12112.03 8.72% 

Occupancy Rate-Set Up & Staffed Beds 
55.61% 57.48% 59.93% 62.21% 62.74% 12.83% 

ADC-Set Up & Staffed Beds 11140.99 11503.93 11772.21 12221.32 12112.03 8.72% 

Total Discharges 807,913 856,546 874,739 917,215 917,016 3.50% 1

Discharges per 1000 Population 98.69 102.52 102.63 105.52 103.49 4.86% 

Patien r 1000 0.44% t Days pe Population 496.73 502.57 504.11 513.18 498.91 

 

 

Finally, many health planners view emergency room visits as a 
major driver of increases in the number of hospital admissions 
because the emergency department is one of the major points of 
access for inpatient care in short-stay general hospitals. 
Emergency departments are required to provide care to all 
presenting patients regardless of their ability to pay. Given such a 
mandate, they are often over-crowded.   
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Despite cost containment strategi
continue to increase in Georgia h
emergency room resources since care delivered in emergency 
rooms are provided by clinical spe
the highest level of service in hospital 
45 percent of general hospital inpatient admissions originated in 
the emergency dep tment. In 2000, the admission rate was 
43.1% and even low r in 1999. According to data collected by the 
Department of Comm on of Health Planning, 
over the past five years Georgia has experienced an increase in 
the number of patie  for 
care. Emergency roo ding emergent care 
are expected to inc rates of emergency room
diversions also impa ty to provide appropriate 
services.  The growi version crisis added to
the committee’s conc he need to provide 
adequate resources ase see 
Figure 5-7.  

 

 

Figure 5-7: Emergency Room Visits St  an ssi m s, 1 04. 
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Source: Annual Hospital Questionnaire, 1998-20
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Co

re plans. Managed care was credited for decreasing 
the double-digit healthcare inflation average experienced in the 
980s to single digit averages. The savings redeemed from 

managed care plans were attributed to streamlining consumer 
product choice and the 
provider’s to limit excess services by assigning primary care 
physicians as gatekeepers to specialized services. 
document that there has been an inverse relationship bet
managed care penetration and the need for inpatient h
services.  

In the late 1990’s consumers and providers began to rebel ag
tight restrictions placed on managed care policies that neg
impacted provider and patient relationships. Several chan

ecame evident:  legislatures intervened by forcing insurance 
plans to provide basic types of coverage and to limit service 
onstraints, consumers chose less stringent plans that offered 

more flexibility in choice of physicians and products, and managed 
are plans responded by becoming less restrictive on product 

types and expanding networks. These changes gave consumers 
ore power and control when making healthcare choices. 
omprehensive consumer rights laws empowered healthcare 
onsumers to litigate changes in managed care planning and 

policy. There is a growing consensus that managed care plans 
an no longer produce health care savings that were experienced 

in the 1990s.  Other forces, such as increases in an aging 
opulation, will drive up the demand and potentially the cost of 
patient care.  

In Georgia, the average charge per case for short-stay general 
hospital bed admissions in Georgia in 2004 was $19,205 (total 
general inpatient charges/inpatient admissions).  The average 
charge per hospital ranged from $2,671 at Phoebe Worth Medical 
Center to $43,873 at Atlanta Medical Center.  The average 
charges per case from 2000 to 2004 are displayed in Figure 5-8.  

and charity care, as a 
 depicted for 2000-2004, 

both for hospitals with indigent and charity care commitments and 
those without.  Louis Smith Memorial Hospital in Lakeland, 
Georgia had the highest level of indigent and charity care as a 
percentage of Adjusted Gross Revenue in 2004, at 20.2 percent.  
Medical Center of Central Georgia in Macon, Georgia had the 
highest amount of uncompensated indigent and charity care 
charges reporting that $74,340,479 in patient charges were 
written-off to indigent and/or charity care cases. 

 

 

 

bst 

Controlling the rising costs of healthcare is of grave concern to 
state and federal health officials. In an effort to ensure that 
resources are effectively allocated in the most efficient manner, 
health policy makers have attempted to implement strategies 
through CON guidelines and other legislative regulations.  
Because healthcare in the United States is a trillion dollar industry, 
monitoring healthcare costs is a major area of political discussion. 
The costs savings associated with DRG payments and managed 
care brought about new insights for regulators in the healthcare 
market. Although the delivery of care in outpatient services is 
increasing and hospital inpatient services have decreased, 
hospitals continue to represent the largest share of the health care 
dollar. 

In the early 1990s, employers and insurers forced consumers into 
managed ca

c

c

m
C
c

c

p
in

1

provision of incentives that encouraged In Figure 5-9, the amount of indigent 
percentage of adjusted gross revenue, is

Reports 
ween 

ospital 

ainst 
atively 

ges 
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Charges peFigure 5-8: Average r Case, 2000 to 2004 

Average Charge Per Case,  
Short-Stay General Hospitals, 2000-2004 

CY Total Inpatient Charges Inpatient Admissions Average Charge/Case 
2000 $10,752,543,151 841,404 $12,779 
2001 $12,057,595,900 875,522 $13,772 
2002 $13,674,973,264 892,10 $15,329 8 
2003 $15,914,454,496 924,962 $17,206 

2004 $17,841,269,218 928,987 $19,205 
 

 

Figure 5-9: Average Indigen

 

t and Charity Care Rate, 2000 to 2004 

Year Revenue
2000 $12,745,850,926
2001 $14,207,969,901

Adjusted Gross 
Uncomp

Indigent an
Care C

$6
$7

2002 $15,758,790,973 $822,672,638 5.2%
2003 $17,868,625,453 $969,596,073 5.4%
2004 $19,563,508,580 $1,070,777,730 5.5%

 Indigent an
neral Hospita

Average Uncompensated
Short-Stay Ge

ensated 
d Charity 

harges

Indigent and 
Charity Care  as % 

of AGR
07,800,891 4.8%
56,523,686 5.3%

d Charity Care Write-Off,
ls, 2000-2004

 

CHAPTER 5:  ACUTE CARE:  MEDICAL/SURGICAL SERVICES 54 
FINAL REPORT OF THE COMMISSION ON THE EFFICACY OF THE CON PROGRAM 

 



 

Quality 

Quality of care is important to healthcare consumers, providers 
and employers.  Consumers and payers continue to raise 
questions about the quantity and quality o
receive for the dollars they are spending on healthcare.  National 
attention is focused on quality of care and consumer report cards 
are popular tools for guiding consumer decis
Consumer product knowledge and direct-to-consumer
of pharmaceuticals and other medical advan
expense. Consumer pro kn dic
information and advice b  more re ia Internet 
access.  

Currently, the Certificate d progra itor quality 
issues with respect to l on an .  Certain 
quality control issues ar dressed at th al applies 
o add beds, but there is currently no regulatory authority for the 
Department to assess quality performance indicators after the 

ON review process is complete. 

The research literature and the results of the Commission’s study 
by the Georgia Health Policy Center were mixed, some 
researchers finding significant volum
among states with CON and othe
Moreover, the researchers have foun
related to CON from the available data i

 

 

 

 

 

 

 

f services that they  

ion-making. 
 advertising 

ces add to healthcare 
duct owledge increases as me al 

ecome adily available v

of Nee
hospita

m does not mon
 ongoing basis

e ad e time a hospit
t

C

e and outcome difference 
rs found little differences.  

d it difficult to detect a pattern 
n comparison states.  
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Current Regulatory Scheme 

G

ort-stay general hospital beds, the state health plan 
contains planning policies, a need projection, and criteria and 

ital beds are projected on an 
institutional rather than a regional or statewide basis, because 

ct the 
hospitals with projected need, as well as the overall short-stay 
ospital bed need projections by SSDR for 2011.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

eorgia 

Department of Community Health. 

Under Georgia health planning law, the establishment of new, 
replacement or expanded short-stay general hospital beds 
requires Certificate of Need approval.  To guide the development 
of all sh

standards for reviewing CON applications. The law and the rules 
of the Department of Community Health/Division of Health 
Planning, require a Certificate of Need (CON) prior to the 
establishment of a new, replacement or expanded hospital facility.   

Need for short-stay general hosp

these services are considered basic hospital services.  The 
Department’s current need projections, which reflect a base year 
of 2006 and a horizon year of 2011, show an overall statewide 
excess of short-stay general hospital beds.  However, on an 
institutional level, there are 22 hospital facilities with projected 
need in 2011 for additional beds.  Figures 5-10 and 5-11 depi

h
 

CHAPTER 5:  ACUTE CARE:  MEDICAL/SURGICAL SERVICES 56 
FINAL REPORT OF THE COMMISSION ON THE EFFICACY OF THE CON PROGRAM 

 



 

Figure 5-10: Hospitals with Projected Need for Short-stay Beds in Horizon Year 2011. 

Hospital Name County SSDR

Authorized 
Capacity Less 

LTCH Beds
Projected 

Beds Needed

Surplus/ 
(Deficit) 

Beds

Brooks County Hospital Brooks 11 25 31 (6)
pital Chatham 12 280 281 (1)

WellStar Cobb Hospital Cobb 3 382 419 (37)
obb 3 633 666 (33)
eKalb 3 250 258 (8)
eKalb 3 579 641 (62)
ayette 3 106 117 (11)
oyd 1 230 244 (14)
orsyth 2 85 99 (14)
ulton 3 481 482 (1)

ton 3 537 539 (2)
Fulton 3 458 549 (91)

ulton 3 410 447 (37)
winnett 3 200 223 (23)
winnett 3 300 424 (124)
winnett 3 111 121 (10)
owndes 11 29 32 (3)
itchell 10 23 25 (2)
ewton 5 97 100 (3)
ckens 1 35 39 (4)
ockdale 3 138 146 (8)

Wilkes 7 25 28 (3)
5,414 5,911 (497)

Shortstay Hospital Bed Need Projection for 2011
Hospitals with Projected Need

Statewide

Candler Hos

WellStar Kennestone Hospital C
Children's Healthcare at Egleston D
Emory University Hospital D
Piedmont Fayette Hospital F
Redmond Regional Medical Center Fl
Northside Hospital Forsyth F
Emory Crawford Long Hosptial F
Northside Hospital Ful
Piedmont Hospital
Saint Joseph's Hospital of Atlanta F
Emory Eastside Medical Center G
Gwinnett Medical Center G
Joan Glancy Memorial Hospital G
Smith Northview Hospital L
Mitchell County Hospital M
Newton Medical Center N
Mountainside Medical Center Pi
Rockdale Hospital and Health Systems R
Wills Memorial Hospital
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Figure 5-11: Short-stay Hospital Bed Need Projections by SSDR for 2011. 

SSDR

Total 
Authorized 
Capacity

Capacity Less 
LTCH Beds

Projected 
Beds Needed

Surplus/ 
(Deficit) Beds

1 1,473 1,453 1,163 290
2 1,090 1,090 874 216
3 8,659 8,559 7,623 936
4 978 978 766 212
5 989 989 675 314
6 1,506 1,472 1,176 296
7 2,145 2,145 1,290 855
8 1,355 1,325 810 515
9 906 906 448 458

10 1,489 1,489 980 509
11 1,263 1,263 850 413
12 1,684 1,644 1,412 232

Statewide 23,537 23,313 18,067 5,246

Shortstay Hospital Bed Need Projection for 2011
by State Service Delivery Region

 

 required prior to the establishment of a 
nt of an existing hospital, or expansion of 
se provisions do not apply to the following 

cements in existing hospital facilities which 
l or equipment expenditure over the 
 or (2) changing the physical location of 

ng facility regardless of cost; provided, 
ct in excess of the applicable capital or 

services, must meet the applicable service sp
threshold matter, meet the need standards set fo
(8)(c)(2)(iii) but shall not be required to meet 
requirements in Rule 272-2-.09(8). 

A hospital that has been approved through
process to use a certain number of short-stay ho
long-term acute care (LTAC) beds shall have 

 

A Certificate of Need is
new hospital, replaceme
an existing hospital.  The
situations: (1) bed repla
do not require a capita
applicable dollar threshold;
existing beds within an existi
however, that any proje
equipment expenditure dollar threshold must be reviewed in 
accordance with the review considerations set forth in Rule 272-
2.08. 

An existing hospital seeking an expansion to be used for new 
institutional health services, including perinatal services, 
rehabilitation services, or psychiatric and substance abuse 

ecific rules and, as a 
rth in 272-2-.09 

the other 

 the certificate of need 
spital beds for 

such LTAC beds 
removed from the official inventory of available short-stay beds 
once the LTAC is certified by Medicare; provided, however, that 
such beds will revert to the hospital’s official inventory of available 
short-stay beds at any point that the LTAC ceases operation or is 
no longer certified by Medicare.  An application to use existing 
short-stay hospital beds for LTAC beds shall not be subject to the 
guidelines in Rule 272-2-.09(8). 
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Comparison States 

Many states have deregulated Certific
that were set in place in 1979.  Georgia
states that continue to comprehensively 
Today, many states are reviewing the eff
process.  Those states that implemented sun
CON laws have recently considered reversi
order to control the costly post-CON sat
surgery centers, and diagnostic cent
continued to regulate hospital expansio
the process of updating their CON 
provisions that are more responsive to cu
healthcare market forces.    

A summary of eight comparison state
hospitals is depicted in Figure 5-12.   

 

ate of Need (CON) Laws 
 is one of twenty-seven 

regulate hospital services. 
ectiveness of the CON 

set provisions in their 
ng their decisions in 

uration of new hospitals, 
ers. States that have 

ns and construction are in 
guidelines to implement 
rrent industry trends and 

s and their regulation of 
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FIGURE 5-12. 
 

Hospital Regulation 
  FL GA IA ME MA OR WA WV WI 

Threshold Any 
amount 

Capital: 
$1,483,083; 
Equip: 
$823,934, 
any bed 
increase 

Any 
Amount  

Capital:$2,66
6,198; Equip: 
$1,333,098; 
New Svc: 
$121,880 

Capit
300; 
$1,3

al:$12,516,
Equip: 

35,272 

Any amount (do 
not look at 
capital 
expenditures at 
all) 

Any amount 

Capital:$2,000,000; 
Equip: $2,000,000; 
New Svc or 
Facility: None 

N/A 

New 
spitals Yes Yes Yes Yes Yes Ho Yes Yes Yes No 

Existing 
spitals, 
w Service, 
Equipment 

Yes Yes Yes Yes-over 
threshold 

Yes-if 
considHo

Ne
or 

it is 
ered 

innovative 
Yes Tertiary health 

services only Yes No 

Sale, 
ansfer, or No 

subdivision of 
GA or 
equipment 
moved from Tr

Lease 

If from a 

1 facility to 
another 
creates a 
new service 

No Yes No No Yes 
Yes-if currently 
operating as a 
health care facility 

No 

Renovation No Yes No Yes No No No Yes-if exceeds 
threshold No 

Relocation, 
Replacement 

If more 
than 1 
mile from 
current 
site 

Yes-If more 
than 3m 
iles from 
current site 

No-unless 
initiated by 
or for an 
HMO 

Yes No 

Yes-if 
substantial 
increase or 
change in 
services 

No Yes-if exceeds 
threshold No 

Beds No Yes Yes Yes No Yes Yes Yes No 

Licensure, 
Regulation 

Does not 
issue 
licenses to 
facilities 
lacking 
CON or 
CON 
exemption 

Reviews 
applicants' 
past 
licensure 
history. 
Must be 
nationally 
accredited 

Not 
available 

Must be 
licensed 

Yes-original 
licensure must 
obtain CON 

Dept of Human 
Svcs licenses.  
No info 
available on 
requirements 

State licenses Not available No 

Moratoria, 
Caps No No None New 

hospitals 
Open heart 
surgery No No Not available N/A 
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Federal Oversight 

Medicare and Medicaid 

Medicare, M id ublic in ce ement 
mechanisms are essen iability of hospi a
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Hospital Pay s un  Ind re nd
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Recommendations 

NOTE:  The Commission did not reach consensus on the regulation 

Re

s a surplus of nearly 5,600 too 
many medical/surgical beds at the State’s hospitals, some 

mission believe that CON regulation of 
ds should be maintained, particularly 

given the high costs of medical construction.  These members 
hat the current regulation of short stay general 
eds is effective and ensures access for those 

mbers of the Commission disagree.  These members 
ission feel that there is no need to regulate the 

addition of beds to established facilities as it hinders the 
 

completion of the review process in order to expand. 
re, the current manner in which the Department’s 

rules forecast need for new beds is institution specific (i.e. the 
c utilization). They 

also feel that money that should be used to deliver health 

arty.   

Recommendation 5.1     (3 Agree, 4 Disagree, 3 Abstain) 

Deregulate Short Stay General Hospital Beds by not requiring 
Certificate of Need for the expansion of Short-Stay beds, but 

still requiring a CON for the establishment of new hospitals. 

The members who agree with this recommendation disagreed 
with Recommendation 5.0 and for similar reasons.  The 
members who disagree with this recommendation agree with 
Recommendation 5.0 and for the same reasons. 

Recommendation 5.2     (4 Agree, 2 Disagree, 4 Abstain) 

d exemption, the 
facility would be able to expand by 10 beds or 10%, whichever 

once every two years. 

ion allowing a short stay 
ry two years when it has 

he members of the Commission who agree with this 
ecommendation feel that because of the cost of construction 

involved with adding additional beds and because of seasonal 
fluctuations in utilization rates, the statutory exemption should 
be broadened.  Such members maintain that the utilization rate 
should be lower because a facility may have an average 
annual utilization rate of 75%, but that the facility may still 
exceed 100% utilization during seasonal periods such as 

of general, short stay, acute care hospitals. 
 
commendation 5.0    (3 Agree, 2 Disagree, 5 Abstain) 

Maintain existing CON regulation of Short Stay General 
Hospital Beds. 

Because data shows that there i

a 

members of the Com
medical and surgical be

maintain t
hospital b

Amend the exemption for the addition of beds to short stay 
hospitals to allow expansion of such facilities without obtaining 
a CON when the facility has reached a utilization of 75% for 
the prior 12 months.  Under the amende

needing these services. 

Other me
of the Comm is greater, 

Currently, the statute has an exempt
hospital to increase its beds once eve

delivery of health care when a facility has to wait for the

demonstrated an 85% utilization rate for the prior twelve 
months.  If this utilization is achieved, the facility may expand 
by 10 beds or ten percent, whichever is less, without obtaining 
a Certificate of Need.   

Furthermo

forecast relies on an institution’s own histori

services is taken out of the system if money has to be 
dedicated to resources (i.e. attorneys, consultants, etc.) 
needed to file and/or fight an appeal if the project is denied by 
the Department or opposed by another p

T
r
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winter.  In addition, these members support increasing the 
ich hospitals who have obtained the 

Such members support such a 
recommendation based on the economies of scale.  

or this reason, these members recommend that the 

cause they believe that exemptions which allow 

 
 
 
 

 

number of beds by wh
utilization can expand.  

 
 

Oftentimes it may be cost prohibitive to expand a facility to add 
10 beds or fewer, the limit of the current statutory exemption.  

 
 
 
 

F
exemption permit the addition of up to 10% more beds. 

Those members who are opposed to this recommendation are 
so opposed be  

 
 
 
 

existing facilities to expand may have a tendency to promote 
monopolies in the healthcare market. 
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Chapter 

6 A

pecialized Cardiovascular Serv

cute Care S rvices 

S ices 

e

An ervices in Geor ia  Analysis and Evaluation of Cardiovascular S g

Overview 

Backgro nd 

According to the American Heart Association and the American 
Stroke ciation, cardiovascular disease (CVD) is the leading 
cause o death in the United States. Data from Heart and Disease 
Stroke Statistics-2006 Update indicates that in 2003, over 13 
million Americans suffer from coronary heart disease (CHD), 
coronar arteries narrowing that restricts oxygen and blood flow to 
the heart; it is the number one killer of both men and women in the 
United States.  Scientists believe that many of these incidents 
could be prevented because CHD is related to certain aspects of 
lifestyle. Risk factors include high blood pressure, high blood 
cholesterol, smoking, obesity and a sedentary lifestyle.  Although 
medical treatments for heart disease have improved tremendously 
over the years, controlling risk factors remains the key to 
preventing illness and death from CHD.  Cardiac catheterizations 
and open heart surgical procedures are common diagnostic and 
therapeutic methods of diagnosis and treatment of this disease. 

CVD is also the leading cause of death in Georgia, according to 
Cardiovascular Disease in Georgia, 2005, published by the 
Georgia Department of Human Resources, Division of Public 
Health and the American Heart Association, Southeast Affiliate.  

This rep rt also reports that Georgia death rates for CVD are 12% 
higher n the national rate, although from 1980 through 2003, 
the CV ortality rate has declined in Georgia by an average of 
2.4 perc nt annually. This decrease has been linked to changes in 
techno y and overall lifestyle changes.  Although the Georgia 
CVD de h rate continues to decline, the rate of decline is slowing.  

Race and gender disparities are strikingly obvious. In Georgia, 
men have higher CVD mortality rates than women, and blacks 
have higher rates than whites. In 2003, the risk of CVD was 20% 
higher for black males than white males and 27% higher for black 
females than white females; CVD is a major cause of costly 
hospitalization and disability, and resulted in 23,295 total deaths, 
of which 41 percent was from coronary heart disease.  The 
mortality rate from coronary heart disease in Georgia has declined 
from 1980 through 2003 at an average of 3.5 percent annually, 
and is lower than the national rate.  During 2003, there were 
50,098 hospitalizations in Georgia as a result of coronary heart 
disease, and 142,336 hospitalizations due to total CVD-related 
conditions. Charges for these services have totaled $3.347 billion. 
The average charge for a hospital stay was $23,514.78. 
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The Departm
ma d

ent of Community Health regulates which facilities 
 or begin offering certain specialized cardiovascular 

ser cluding open heart procedures and adult and pediatri
car theterizations.  Open-heart surgery is a surgic
pro performed directly on the heart or its associated veins 
or arteries, during which a heart/lung bypass machine 
(extracorporeal pump) is utilized to perform the work of the heart 

rays and an electronic image intensifier, the physician 
lates the free end of the catheter to travel along the 

course of the blood vessel into the chambers of the heart. For 
urposes cardiac catheterizations are performed to 
dentify defects in the great arteries of the heart or 

nt 

Access, Supply and Distribution 

 which follow, show the distribution of adult 
eart surgery and cardiac catheterization 

providers in the entire state.  Cardiac catheterization services are 
planned for on a regional basis.  The majority of open heart 
surgery providers are located in the northern portion of Georgia, 
and mostly concentrated in the Atlanta metropolitan region.  
Facilities that offer adult cardiac catheterization services are more 

ted throughout the state, and more providers are 
l areas, although a large concentration is still found 

in the Atlanta area. 

 

 

y expan
vices, in
diac ca
cedure 

c 
al 

Figures 6-1 and 6-2,
and pediatric open h

and lungs. Coronary artery bypass graft surgery (CABG), also 
known as coronary revascularization, is the most commonly 
performed adult open-heart procedure.  Cardiac catheterization is 
a medical, diagnostic or therapeutic procedure during which a 
physician inserts a catheter into a vein or artery of a patient. With 

widely distribu
located in rura

the aid of x-
then manipu

diagnostic p
detect and i
abnormalities in the heart structure, whether congenital or 
acquired. Findings from cardiac catheterizations are important in 
determining whether therapeutic interventions are needed and, 
including open-heart surgery 

The American College of Cardiology (ACC), the American Heart 
Association (AHA), and the Society for Cardiovascular 
Angiography (SCAI) produce guidelines to address the full range 
of standards and criteria recommended by experts for the 
provision of quality care. The ACC/AHA Guidelines for Coronary 
Artery Bypass Graft (CABG) Surgery and the ACC/AHA/SCAI 
Guidelines for Percutaneous Coronary Interventions (PCI) are the 
guideposts for clinical care in specialized cardiovascular services. 
These documents outline specific strategies for cardiovascular 
disease management and procedures; they are intended to assist 
physicians in clinical decision-making by describing a range of 
generally acceptable approaches for the diagnosis, manageme
and prevention of specific diseases or conditions.  The current 
component plan for specialized cardiovascular services in Georgia 
utilizes the guidelines released by the ACC, AHA, and the SCAI. 
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FIGURE 6-1. 
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FIGURE 6-2. 
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Although cardiac catheterization services are planned for on a
regional basis, shown in the map above, many patients leave their 
cardiac planning area to receive
reside in cardiac planning area
region for catheterization service
in other areas.  Please see Figu

 
 

FIGURE 6-3. 

  

 care.  Annually, patients that 
s 1, 4, and 8 consistently leave their 

s, at rates much higher than those 
re 6-3.  

Cardiac Catheterization Patients 
That Leave Area to Receive Care, 2000-2004

0

5

10

15

20

25

30

35

40

2000 2001 2002 2003 2004

Pe
rc

en
ta

ge
 th

at
 L

ea
ve

 A
re

a Area 1

Area 2,3,5

Area 4

Area 6,9

Area 7

Area 8

Area 10,13

Area 11,12

CHAPTER 6:  ACUTE CARE:  CARDIOVASCULAR SERVICES 68 
FINAL REPORT OF THE COMMISSION ON THE EFFICACY OF THE CON PROGRAM 

 
Source:  Cardiac Catheterization Survey, Georgia Department of Community Health, Division of Health Planning 

 
The objective need methodology for open heart and cardiac 
catheterization services established by the Specialized 
Cardiovascular Services Component Plan allows the need for 
services in an area to be calculated based on aggregate utilization 
data, demand for services, and population projections.  Since 
2000, the number of open heart surgeries performed per capita 
has decreased, while the total number of diagnostic and 

therapeutic cardiac catheterizations has increased, shown in the 
chart below.  1.07 persons per 1000 underwent an open heart 
surgery in 2004, a decrease of 15.08 percent from 2000.  Cardiac 
catheterizations have grown 27.04 percent during the period of 
2000 to 2004; according to most recent, complete data, in 2004 
14.00 people per 1000 required a therapeutic or diagnostic cardiac 
catheterization.  Refer to Figure 6-4. 

 
 
 

 



 

FIGURE 6-4. 
 

Georgia Cardiovascular Procedure       
Rates Per Capita (1000) 

 

Year 
Cardiac 

Cathe
Open Heart 
Surgery Per terization 

Per Capita Capita  
2000 11.02 1.26 

2001 11.76 1.20 

2002 12.43 1.15 

2003 12.59 1.13 

2004 14.00 1.07 

Sources:  Cardiac Catheterization & Open Heart Surveys, Georgia 
Department of Community Health, Division of Health Planning 

rt surgery providers in the state of 
 since 2001; 20 hospitals around the 

ce.  The number of freestanding 
that have cardiac catheterization 

dily, increasing 21.74 percent from 
abs.  However, many facilities are 

laboratory on site, so there are 
than actual laboratories.  In 2004, 61 

 
The number of open hea
Georgia has remained stable
state currently offer the servi
facilities and hospitals 
laboratories has grown stea
2000, for a 2004 total of 112 l
authorized to operate more than 1 
considerably less providers 
different facilities offered car
per capita rates, the average number of open heart surgeries 

area. 

 

 

 

 

 

diac catheterizations.  Similar to the  

performed per provider has decreased 26.38 percent from the 
year 2000, while the average number of catheterizations 
performed by each lab increased 12.92 percent. See Figure 6-5.  
State Service Delivery Region 3, in which much of the Atlanta 
metropolitan area resides, contained 42.33 percent of Georgia’s 
total population in 2004; 53.08 percent of the open heart surgeries 
and 45.80 percent of cardiac catheterizations took place in this 
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FIGURE 6-5. 
 

Georgia Cardiovascular Procedure 
Average Rate Per Lab/Provider 

 

Year Cardiac 
Catheterizations 

Number 
abs 

ons t OHS 
Providers 

OHS per 
Provider 

Catheterizati
per Lab 

Open Hear
Surgeries of L

2000 90,240 2 16 646.75 9 980.87 10,348 
2001 98,269 4 20 499.25 96 1023.6 9,985 
2002 105,975 104 9 9,848 20 492.4 1018.9
2003 109,440  4.04 7 20 494.35 109 100 9,88
2004 124,052  7.61 3 20 476.15 112 110 9,52

Sources:  Cardiac Catheterization & Open Heart Surveys, Georgia Department of Community Health, Division of Health Planning 

 

Utilization 

 
 
 

 

 As was discussed in the previous section, and shown in the 
graphs below, the total number of open heart surgeries performed 
statewide has decreased 7.97 percent, while the cardiac 
catheterization use rate continues to grow overall, 37.47 percent 
during the 2000 to 2004 time period.  Therapeutic catheterizations 
(angioplasties) have been utilized as a viable treatment option for 
coronary heart disease at a growing rate, increasing 51.14 percent 
over the past 5 years.  During the same time period, diagnostic 
cardiac catheterizations have been performed at an increasing 
frequency, growing 32.94 percent.  In 2004, diagnostic cardiac 
catheterizations accounted for 72.66 percent of total 
catheterizations in the state of Georgia.  See Figures 6-6 and 6-7. 
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FIGUR . ES  6-6 and 6-7

Georgia Open Heart Surgery Utilization,
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Source:  Cardiac Catheterization Survey, Georgia Department of Community Health, Division of Health Planning 

 



 

 

Cost 

While the actual number of ope
Georgia has decreased, the av
dramatically.  As shown in Figu
for the state of Georgia for an op
This represents a 67.58 perce
when patients were charged an ave
heart procedure. 

n heart surgeries performed in 
erage charge per surgery has risen 
re 6-8, in 2004, the average charge 

en heart surgery was $84,776.37.  
nt increase in charges since 2000, 

rage of $50,587.35 per open 

 

 

 

 

 
FIGURE 6-8. 

Georgia Open Heart Surgery, 
Average Charge Per Surgery, 2000-2004

$75,938.16$66,277.83

$51,942.07$50,587.35

$0

$10,000

$20,000

$30,000

$40,000

$50,000

$60,000

$70,000

$80,000

2000 2001 2002 2003 2004

$84,776.37$90,000

 
Source:  Open Heart Survey, Georgia Department of Community Health, Division of Health Planning 
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As demonstrated in Figure 6-9, although the overall total of cardiac 
catheterizations performed per capita and per lab has been 

easing, the average charge per procedure has not diminished.  
004, the average charge for a catheterization was $18,092.95, 

which increased 24.33 percent since 2000, when the average 

 

IGURE 6-9. 

incr
In 2

 

charge was $14,551.87. 

F

Georgia Card
 Average Charge P

iac Cathet izations,
er Procedure, 2000-2004

$18,092.95

$15,911.05
$14,897.07

$14,297.53$14,551.87

$8,000

$12,000

$16,000

$20,000

2000 2001 2002 2003 2004

er

 
Source:  Cardiac Catheterization Survey, Georgia Department of Community Health, Division of Health Planning 
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Q

 to be predictive of mortality after CABG, 
which include such risk factors as urgency of operation, age, prior 
heart surgery, gender, left 
stenosis of the left main coronary artery, the number of major 
coronary arteries with greater than 70% stenosis, and procedural 
volume.  With regards to volume, the number of procedures has 
been correlated with patient outcomes. These guidelines suggest 
that after review of several national databases, a cut-off line of 
approximately 200 cases defines high and low-volume institutions. 
The AHA/ACC pointedly conclude that survival after CABG is 
negatively affected when carried out in institutions that perform 
fewer than the minimum threshold number (200) of cases 
annually. Similar conclusions have been drawn regarding 
individual surgeon volumes. Because of the clear distinction with 
program results, the guidelines recommend outcome tracking and 
close monitoring of institutions or individuals that perform less than 
100 cases annually.   

ACC/AHA/SCAI Angioplasty Guidelines     The angioplasty 
guidelines, most recently published in 2005, include factors related 
to clinician and facility volume, backup cardiac surgery capabilities 
of the facility, peer review standards, and outcome monitoring.  
Like CABG procedures, a volume-outcome relationship has been 
noted by many studies.  
procedures be performed by high-volume facilities (more than 400 
procedures) by operators with acceptable annual volume (at least 
75 procedures); the guidelines also recommend that primary 
(emergency) procedures be performed by an operator who 
performs at least 75 elective and 11 primary percutaneous 
coronary interventions (PCI) procedures per year, at a facility that 
does 400 elective and at least 36 primary PCIs annually.  The 
guidelines do not endorse the performance of elective PCIs in a 
facility without cardiac surgery capability; however, they do 

ecognize the difficult balance between emergent care in hospital-
based settings without surgical back-up.  They stressed the 
mportance of ensuring that a mechanism for backup and bailout 
are in place to provide assistance should patients become 
unstable in a freestanding laboratory. Further, interventional 
procedures of any kind should not be performed in a freestanding 
facility.  The guidelines also set standards for quality assurance, 
and focus on individual physicians and treatment teams that 
extend to the performance of the laboratory as a whole, and a 
continuous quality–improvement program should be included in 
the laboratory’s overall design.  It is important therefore to promote 
peer review and outcome monitoring that accounts for case mix 
and clinical anomalies. 

In terms of quality, the most recent Specialized Cardiovascular 
Services Component Plan and rules recognize the guidelines 
recommended by the ACC, AHA, and SCAI.  Both the open heart 
and cardiac catheterization rules set standards for applicants to 
meet based on volume, transfer agreements, adverse impact on 
existing providers, access (geographic, financial), and quality 
improvement plans (outcome monitoring, peer review).  
Specifically, applicants must show that they will be able to perform 
the following annually: 

• Open Heart: 300 surgeries 

• Adult Cardiac Catheterization:  1,040 catheterizations  

ation: 150 catheterizations  

The data analyses produced for the CON Commission by Georgia 
State University—Health Policy Center included information 
related to the quality of cardiovascular care and services and is 
depicted in Figure 6-10.  The table below shows the percentage of 
markets in each state chosen for the study that failed the expected 
mortality rate for each condition included.  The analysis of the 
mortality data based on markets did not reveal any apparent 
patters with respect to CON regulation and no statistical 
correlation. 

 

ruality 

ACC/AHA CABG Guidelines     The CABG (coronary artery 
bypass graft) guidelines, most recently published in 2004, provide 
a framework for patient outcomes, and delineate the core 
variables that were found

i

ventricular ejection fraction, percent 

The guidelines suggest that elective • Pediatric Cardiac Catheteriz
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FIGURE 6-10. 

Percentage of Markets that Fail Indicators 
Congesti

Heart Failu
Mortality R

(IQI 16) 

ve 
re 
ate 

Acute 
Stroke 

Mortality 
Rate (IQI 17) 

Acute 
Myocardial 
Infarction 

Mortality Rate 
(IQI 32) 

State 
CABG 

Mortality 
Rate (IQI 12) 

Colorado 0% 0% 17% 0% 
Florida 5% 0% 4% 0% 
Georgia 25% 11% 6% 7% 
Iowa 0% 12% 24% 6% 
Maine 0% 25% 0% 0% 
Massachusetts 0% 0% 0% 0% 
Oregon 33% 17% 33% 0% 
Utah 0% 0% 0% 0% 
Washington 0% 0% 11% 0% 
West Virginia 0% 14% 20% 20% 
Wisconsin 0% 27% 27% 9% 

Source:  Report of Data Analyses t

 

o the Georgia C

 

ommission on the Efficacy of the CON Program 

FIGURE 6-11. 

Failure Rates as a  In Figure 6-11, failure rates of 2 cardiovascular procedures are 
reported as a function of counties; these procedures have been 
identified as potentially over utilized.  Georgia and West Virginia 
were not included in this analysis, as data were incomplete.  
Again, a pattern related to CON is difficult to detect. 

 

 

 

 

 

 

Percentage of Counties Reporting 
State (IQI 26) (IQI 27) 

CABG Rate PTCA Rate 

Colorado 22% 67% 
Florida 58% 52% 
Iowa 10% 10% 
Maine 100% 67% 
Massachusetts 33% 25% 
Oregon 86% 50% 
Utah 67% 40% 
Washington 60% 33% 
Wisconsin 62% 64% 
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The report also included data related to cardiovascular disease-
related hospital admissions which is depicted in Figure 6-12.  The 
analyses found that of these 4 conditions lis
only the hypertension admission rate was po
presence of CON regulations. 

 

FIG  

 

ted in the table below, 
sitively correlated with 

 

 

 

URE 6-12.

Pr ntion Qu Indicateve ality ors,  
Percentage of C ties with ater Tha pected R s oun  Gre n Ex ate

Indicator  C FL IA ME M OR U WA WI O  A T 
Chroni
Pulm sease 
Admis QI 5) 

0% 0 3% 5% 
c Obstructive 

13% 33% 11% 27% 14% % onary Di
sion Rate (P

Hyper ion 
Rate ( 29% 7% 0% 0% 0% 0% 0% tension Admiss 15% 9% PQI 7) 

Congestive Hea
Admission Rate (PQI 8) 5% 23% 2% 0% 7% 0% 5% 3% 3% rt Failure 

Angina Without Procedure 
Rate (PQI 13) 40% 37% 20% 27% 8% 0% 22% 22% 38% 

Source:  Report of Data Analyses to the Georgia Commission on the Effi Procacy of the CON gram 
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Current Regulatory Scheme 

G

epartment of Human Resources. 

The Georgia Department of Human Resources currently does not 
regulate specific cardiovascular services.  The Office of Regulatory 
Services licenses and inspects hospitals that provide open heart 
and catheterization services; however, they do n
individual diagnostic centers that 
cardiac catheterizations. 

Department of Comm

The Georgia Departm currently has a 
component plan a uire  
considerations that acute care ca
services:  adult cardiac catheterization services, open heart 
surgical services, and atio  o
heart services; the mo or the rvi
was issued in August 2001.  In terms of setting standards for 
establishing or expan or  h
services at a facility, th an utilizes certain de
set by the AHA, ACC, and SCA
entities that desire to expand thei
or open heart services, or a facility that wishes to offer these 
services for the first time, must apply under these considerations, 
and address all of the rules.  Under current regulations, a facility 
with no open heart back-up on-site may not be authorized to 
provide catheterizations which require this back-up, although it 
may offer diagnostic cardiac catheterizations, provided there exists 
a transfer agreement to a facility with open heart surgical services. 

A current exception to facilities with no open heart back-up that are 
uthorized to provide therapeutic catheterizations is the Atlantic 

Cardiovascular Patient Outcomes Research Team (C-Port) 
rial.  This trial allows selected hospitals to participate in a 

study protocol to offer primary and elective angioplasty without 
n-site open-heart surgical services.  36 hospitals in Georgia 

were eligible to participate, and 10 were selected; the program 
was launched in January, 2006, and is currently on-going.  

 study results so far.   
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FIGURE 6-13. 

Summary of Georgia's Atlantic C-Port Trial Through October 25, 2006 

Anticipated 

Hospital Name County 
Volume Elective PCI Patients Primary PCI 

Angioplasties Total Patients Total Patients 
Archbold Memorial Hospital Thomas 177 63 30 
Southern Regional Medical Center Clayton 275 85 15 

Spalding Regional Medical Center Spalding 87 33 0 

Tift Regional Medical Center Tift 309 77 11 
Cobb 165 119 11 Wellstar Cobb Hospital 

Tanner Health System Carroll 163 8 2 

spital Laurens 254 67 14 Fairview Park Ho

West Georgia Health System Troup 126 41 12 

Hamilton Medical Center Whitfield 89 49 14 
Southeast Georgia Regional Health 
System Glynn 163 29 19 

Total  1808 571 128 

Notes: 
Elective PCI Patients represent the number recruited into the randomized trial as  October 25, 2006. of

Primary PCI Patients represent the number recruited into the Primary Percutaneous Coronary Intervention Registry as of October 25, 2006. 
 
Source: Sextant Database maintained by John Hopkins Medical Institute 

 

As shown Figure 6-14, applicants that propose to offer open heart 
surgical services are less successful at being granted a CON than 
those that desire to provide adult cardiac catheterization services; 
only 21.43 percent of open heart applicants were successful.  
Additionally, it is evident that very few applicants for pediatric 
cardiac catheterizations have applied for a CON.  Applicants for 
adult cardiac catheterization services have a success rate of 74.47 

 

 

 

percent of being granted a CON.  31.21 percent of adult cardiac 
catheterization and 52.38 percent of open heart applications were 
appealed. 
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FIGURE 6-14. 

Cardiovascular CON Applications,  
1979 to Present, Final Findings 

  val Denial Withdrawal AppealsAppro

Ad heterizatio  105 17 19 44 ult Cardiac Cat ns 

Pediatric Cardiac Catheteri 3 0 0 1 zations 

9 24 9  22Open Heart Surgeries 
 

Sources:  Cardiac Catheterization & Open Heart Surveys, Georgia Department of Community Health, Division lanning 

 

Comparison States

Unlike Georgia,  regulate the number and cilities 
that provide specialized cardiovascular services such as ac 
catheterizations and eart surgery services via a Certificate 
of Need Program.  O
Utah, and Colorado, 
cardiovascular ser ice in that capacity.  Florida and 
Massachusetts regu
hose who offer cardiac catheterizations.  All other comparison 
states have provisions in their CON regulations that govern 

 

 

FIGURE 6-15. 

of Health P

 

Cardiovascular Services: CON Regulation not all states the fa
  Open H Cardiac Catheterization eart  cardi

Colorado No No open h
regon, with a CON program, and  Wisconsin, Florida Yes No 
with no CON programs, do not regulate either 

Georgia Yes Yes v
late open heart surgical providers, but not Iowa Yes Yes 

t
Maine Yes Yes 

providers of specialized cardiovascular services.  This data is 
depicted in Figure 6-15. 

 

 

 

Massachusetts Yes No 

Oregon No No 

Utah No No 

Washington Yes Yes 

West Virginia Yes Yes 

Wisconsin No No 
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Planning Agencies, American Health  Planning Association 



 

Federal Oversight 

Medicare. 

On January 12, 2006, the US Department of H
Services, Centers for Medicare and Medicaid Servi
policy of allowing national coverage of cardiac catheterizations in 
settings other than hospita izations 
ceasing their reviews of anding 
facilities may still receive ed 
by the appropriate Quality an 
in non-reviewed freestan and outpatient 
therapeutic and diagnostic cardiac catheterizations, and open 
heart surgeries, are rei
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ls, based on Peer Review Organ

freestanding facilities.  Freest
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Improvement Organization.  Other th

ding facilities, inpatient 

mbursable services. 
 

Strategic Options 

Option 6.0 

Maintain existing CON regulation of cardiac catheterization. 

ption 6.1 

Deregulate cardiac catheterization from Certificate of Need. 

ption 6.2 

Deregulate cardiac catheterization and create a data reporting 
model. 

O

O

Under this option, applicants would not need to obtain a CON for 
cardiac catheterization; however, hospitals would still be required 
to report data on a regular basis. 

Option 6.3 

Deregulate cardiac c and 

s option, applicant uld not need to obtai  CON for 
atheterization; h er, licensure woul ore 
andards for cardi atheterization. 

Op 4 
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t surgery CO

atheterization create detailed licensure 
standards. 

Under thi s wo n a
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owev
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Option 6.5 

Deregulate diagnostic and therapeutic cardiac catheterization. 

O

O

ed. 

Option 6.8 

Deregulate open heart and create a data reporting model. 

 option, applicants would not need to obtain a CON for 
ired to 

s. 

 option, applicants would not need to obtain a CON for 
open heart surgery; however, licensure would create more 

Option 6.10 

ry. 

Option 6.11 

eregulate pediatric cardiac catheterization and open heart 
surgery from Certificate of Need. 

Option 6.12 

Deregulate pediatric cardiac catheterization and open heart 
urgery and create a data reporting model. 

nder this option, applicants would not need to obtain a CON for 
pediatric cardiac catheterization and open heart surgery; however, 
ospitals would still be required to report data on a regular basis. 

Option 6.13 

Deregulate cardiac catheterization and create detailed licensure 
standards. 

 option, applicants would not need to obtain a CON for 
pediatric cardiac catheterization and open heart surgery; however, 

 

 

 

 

D

Under this option, applicants would not need to obtain a CON for 
diagnostic or therapeutic cardiac catheterization. 

ption 6.6 

Maintain existing CON regulation of open heart surgery. 

ption 6.7 

Deregulate open heart from Certificate of Ne

s

U

h

Under thisUnder this
open heart surgery; however, hospitals would still be requ
report data on a regular basis. licensure would create more detailed standards for such services.  

Option 6.9 
 

Deregulate open heart and create detailed licensure standard

Under this

detailed standards for open heart surgery. 

 

 
Maintain existing CON regulation of pediatric cardiac 
catheterization and open heart surge
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Recommendations 

NOTE:  The Commission did not reach consensus on the regulation 
e 

dation 6.0     (4 Agree, 1 Disagrees, 5 Abstain) 

Deregulate diagnostic cardiac catheterization and require 
providers 

approved to offer open heart surgery. 

mbers of the Commission who support the 
deregulation of adult diagnostic cardiac catheterization 

c catheterization 
will allow for the proliferation of these services in the market 

ccess to residents in all areas of the state.  Such 
members feel that this service is a valuable service to the 

e lives, 
particularly in states such as Georgia with high rates of 

One member of the Commission disagrees.  This member feels 
rvice should continue to be regulated by Certificate of 
cause cardiac catheterization is such a specialized 

est 
ogy 

quality as high volume 

h programs. 

Re (Unanimous)

isting CON regulation of open heart surgery. 

Members of the Commission agree that open heart surgery 

the service.  They also agreed 

Rec (Unanimous)

xisting CON regulation of pediatric cardiac 
catheterization and open heart surgery. 

 pediatric cardiovascular services be maintained 

commendation 6.1   
of cardiac catheterization, but did achieve consensus on th
regulation of open heart surgery. 

 
Maintain ex

Recommen services should continue to be regulated by CON because of 
the technical nature of the service and the highly-skilled labor 
force that is required to perform therapeutic catheterizations to be performed only by 
that licensure standards should be added to routinely monitor 
the quality of open heart surgical programs. 

ommendation 6.2   
The me

maintain that deregulating diagnostic cardia
Maintain e

assuring a

The Commission unanimously agrees that Certificate of Need 
regulation ofcitizens of the state and has been shown to sav

because of the complex and highly-skilled nature of these 
services and the concentrated demographic that utilizes these 
services. 

coronary disease.  These members feel that the regulation of 
the quality of this service could be managed by Licensure. 

that this se
Need.  Be
service, certain quality standards must be met to achieve the b
possible outcomes.  Because the American College of Cardiol
recommends that minimum volumes be maintained to ensure the 
quality of the service, this member feels the Certificate of Need 
process ensures that there will not be a proliferation of low volume 
providers who won’t maintain the same 
providers. 

Several members of the Commission report that this 
recommendation should only apply to hospital-based cardiac 
catheterization and not to freestanding cat
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Chapter 

7 Acute Care Services 

Perinatal Services 
An tetrical H Analysis and Evaluation of Perinatal and Obs ealth Services in Georgia 

Overview 

Ba

 in 
the nation in 2003 for low birth weight babies. In 2004, 1 in 11 

e infant mortality rate in Georgia varied from a low of 6.0 
deaths per 1,000 live births for Hispanics to a high of 13.4 deaths 

gh the teen 

orgi as fall t decade, 

 States in 2004.  These 

 statistics.  Among them are the lack of access to 
appropriate healthcare services, poor nutrition, poverty, lack of 
insurance, shortage of healthcare providers, rise in unintended 
pregnancies and substance abuse.  Although medical technology 
in the United States today has far exceeded what was thought 
imaginable just a few decades ago, many women still do not have 
access to the full range of perinatal services. 

Sources: March of Dimes PeriStats, America’s Health: State 
Health Rankings – 2004 and 2005 Editions from the United Health 
Foundation, Annie E. Casey Foundation’s Kids Count database, 
Agency for Healthcare Research and Quality, CDC’s National Vital 
Statistic Reports, Vo. 55, Number 1:  Births:  Final Data for 2004  

pregnancy rate in Ge a h en over the pasckground 

The health of infants is a high priority for the State of Georgia and 
the nation as a whole. Although Georgia policy makers have 
endeavored to improve perinatal health care to women and infants 
throughout the state, Georgia continues to rank near the bottom 
nationwide in infant health indicators, ranking 44

thGeorgia is ranked 30  nationwide among states for teen 
pregnancies, with 53.4 teen births per 1,000 population, compared 
to a rate of 41.1 per 1,000 in the United
indicators are suggestive of the need for improved perinatal health 
care services.  

Health planners believe that several factors contribute to poor 
infant health

th in 2005 with an 
infant mortality rate of 8.5 deaths per 1,000 live births, and 41st

babies born in Georgia (9.3% of live births) were considered low 
birth weight infants, above the objective of no more than 5.0% of 
live births set by the United States Department of Health and 
Human Services. Low birth weight is viewed as a primary indicator 
of infant health by both health planners and economists. 

The State of Georgia also is faced with alarming rates of teen 
pregnancies, unintended pregnancies and a great disparity 
between black/white infant health and survival rates. For example, 
in 2005, th

for non-white Hispanic blacks.  Black infants (13.1%) were about 2 
times as likely as Hispanic infants (5.8%) to be born low birth 
weight during the 2001-2003 period. In addition, althou
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Ac ply and Distribution 

As , 102 of Georgia’s 153 general acute care hospital
fac ered either Basic, Intermediate or Intensive Neonat
Ca ere is one licensed freestanding birthing center in 
Georgia, the Family Health and Birth Center in Rincon, Effingham 
County.)  Of these hospitals, 50 offered Basic Perinatal Care 

diate Care (Specialty/Level 
 Care (Sub-specialty/Level 

published by the Council on Maternal & Infant Health in 1999 
”), offers basic inpatient care for pregnant women and 

 without complications.  Intermediate Neonatal Care, or 
“Specialty Perinatal Hospital Service” under the Guidelines, 

c perinatal care, as well as manages certain high-risk 
pregnancies and moderately ill newborns. Finally, a Neonatal 

as.  The 
majority of the Level III/Subspecialty NICUs are located in the 

 

 

 

 

 

 

 

cess, Sup

s 
al 

 of 2004
ilities off
re.  (Th

(Level 1), 34 offered Neonatal Interme
II), and 22 offered Neonatal Intensive
III). A “Basic Perinatal Hospital Services,” as defined in the 
Recommended Guidelines for Perinatal Care in Georgia,  

(“Guidelines
newborns

provides basi

Intensive Care hospital, or “Subspecialty Perinatal Hospital 
Service” under the Guidelines, has the highest level of 
technological capability in the state, as well as additional specialty 
staff to provide care for all maternal or fetal complications and a 
Neonatal Intensive Care Unit (NICU) equipped to treat critically ill 
newborns.   

For Certificate of Need purposes, Basic Perinatal Services and 
Neonatal Intermediate Care Services are planned for on a regional 
basis, based on twelve State Service Delivery Regions (“SSDR”).  
Neonatal Intensive Care Services have larger regional planning 
areas, dividing the State into five NICU Planning Are

northern portion of Georgia, and are mostly concentrated in the 
metropolitan Atlanta area. (15 of the State’s 22 NICUs are in NICU 
Planning Area 1.)  The maps below, Figures 7-1, 7-2, and 7-3, 
depict the distribution of perinatal services throughout the State.  
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FIGURE 7-1: Distribution of Basic Neona al Services in Georgia, 2006 t
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FIG 06 URE 7-2:  Distribution of Intermediate Neonatal Services in Georgia, 20
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FIGURE 7-3: Distribution of NICU Services in Georgia, 2006 
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In the five year period between 2000 a
providers offering basic perinatal service
number of basic perinatal bed
with a total of 1828 basic ne
total of 1803 newborn bed
intermediate and NICU provide
from 2000 to 2004, but the nu
intermediate and intensive ca
intermediate and 338 intensiv
intermediate and 391 intensiv
below describes the number of 
service for the past five years. 

 

 

 

 

 

FIGURE 7-4: Number of Perinatal Beds (Basic, Intermediate and NICU), Georgia, 2000-04 

nd 2004, the number of 
s, as well as the total 

 

s, has declined, from 50 providers 
wborn beds, to 46 providers with a 

s. Conversely, the number of 
rs has stayed virtually the same 

mber of authorized neonatal 
re beds have increased, from 456 

e care beds in 2000, to 482 
e care beds in 2004.  Figure 7-4 

beds at each level of perinatal 

Supply of Perinatal Beds 
2000-04 

 

Year Basic Perinatal 
Beds Intermediate Beds NICU Beds 

2000 1828 456 338 
2001 1884 451 372 
2002 1861 494 380 
2003 1803 491 394 
2004 1803 482 391 
Sources:  Georgia Division of Health Planning’s Perinatal Services Database; 

 Recommended Guidelines for Perinatal Care in Georgia; Rules of the Department of Community Health. 
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Utilization  

FIGURE 7-5: Number of Births, Birth Rates, and Fertility Rates in Georgia, 2006 

 Over the past decade, the birth rate in Georgia has stayed fairly 
constant, between a low of 45.2 live births per 1,000 females in 
1994 to a high of 47.4 per 1,000 females in 2000. Nationwide, 
after dropping steadily from 1990 to 1997, the nationwide birth rate 
has fluctuated only slightly, but is lower generally than in Georgia. 
Figure 7-5 below describes the number of births, birth rates, and 
fertility rates in Georgia from 1994 to 2004. 

 

 

 

 

Trends in Number of Births, Birth Rates, and 
Fertility Rates for Georgia Residents, 2001-04 

 

Year Number of B Fertility Rates irths Birth Rate 

1994 110,986 64.0 45.2 
1995 44.7 63.6 112,246 
1996 113,986 44.3 63.4 
1 11997 8,167 44.8 64.6 
1 12998 2,366 45.5 65.9 
1 12999 6,494 46.1 67.3 
2 13000 2.286 47.4 69.7 
2 13001 3.468 46.7 69.3 
2002 133,285 45.9 68.4 
2003 135,831 46.3 69.2 
2004 138.561 46.8 69.9 

Source:  Georgia DHR, Division of Public Health 
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In terms o
increase

f obstetrical beds, the occupancy rate has generally 
d from 2000 to 2004, from 58.55% in 2000 to 63.42 in 

2004.  Figure 7-6 below depicts the change in the obstetrical 

rical Ocucpancy Rates, Georgia, 2000-04 

  

occupancy rates over the past five years.  

FIGURE 7-6: Trends in Obstet

Georgia Obstetrical Occupancy Rate, 
2000-2004

55.63%

58.55%

63.42%

50%

52%
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66%

2000 2001 2003 2004

60.76%
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2002

 

Consistent with the increased er of s and the 
increased occupancy rates fo tetrical  the total 
number of admissions for all level rinata
increased, as have the total number of days of 
elow depicts the growth in admissions and perinatal days of care.  

As shown in Figure 7-8 below, however, the average length of stay 

has decreased for tal intensive care services, fluctuated for 
intermediate servic d increased for basic neonatal services 

ti riod.  The average length of stay for 
s has remained fairly constant over the past five 

ears, fluctuating between 2.65 days in 2000 to a high of 2.73 
ays in 2004. 

 numb live birth neona
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FIGURE 7-7: Perinatal Services Admissions and Number of Days of Care, Georgia 2000-04 

Trends in Perinatal Services Utilization 
2000-04 

 

Year Basic 
Admits Admits Days Days 

Intensive 
Care Days 

Intermediate Intensive Care Basic Intermediate 
Admits 

2000 120,991 7,604 5,296 263,252 91,182 96,099 
2001 121,840 6,137 7,094 272,740 86,033 103,132 
2002 121,395 7,247 6,176 275,273 102,448 94,182 
2003 123,867 8,009 6,565 279,646 103,404 99,992 
2004 124,424 9,774 6,500 287,528 113,343 109,543 

 

FIGURE 7-8: Average Length of Stay for Newborns, Georgia 2000-04 

Trends in Perinatal Services 
Average Length of Stay, 2000-04 

 

Year ALOS (days) – 
Basic 

ALOS (days) – 
Intermediate 

ALOS (days) – 
NICU 

2000 2.18 11.99 18.15 
2001 2.24 14.02 14.54 
2002 2.27 14.14 15.24 
2003 2.26 12.91 15.23 
2004 2.31 11.59 16.85 
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Source:  Georgia, Division of Health Planning Perinatal and Obstetrical Services Database 

engths of stay for newborns after uncomplicated deliveries in 
Georgia are within the Guidelines’ recommendations.  Moreover, 
while there is still some debate about the impact of short hospital 

For Georgia hospitals, cesarean section rates averaged 29.2 
percent in 2004, according to the National Vital Statistics Report 
2004.  This is an increase over the 3-year rate for 2002-2004 of 

According to the Georgia Guidelines for Early Newborn Discharge, 
developed by the Council on Maternal Health, a 48- to 72-hour 
hospital stay for a newborn is typically necessary for appropriate 
postpartum medical care and observation of the newborn, 
although the Council did recognize some potential benefits of early 
newborn discharge (prior to 48 hours).  The above average 

stays for obstetric patients, studies continue to reveal that early 
obstetric discharges after uncomplicated spontaneous vaginal 
deliveries are safe.  However, there is minimal information 
regarding the consequences of early discharge following cesarean 
and assisted vaginal deliveries.  

l
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26.2% reported by the G
Division of Public He
delivery by cesarean section rate over the
which hovered in the 20th percentile 
Georgia trends are consistent with increasing cesarean delivery
rates nationwide.  The national rate of cesarean delivery increased
by 6 percent fro 3 to perce nd
highest rate ort e Un fter fa
between 1989 a 6, al cesa  has risen 
41 percent. The ed  in the c n delivery rat
and the risks, be an m conse s of cesarea
delivery, are the ct  debate ill need to b
considered in pla or rogram

In 2004, pregnancy and newborn infa
third most expensive conditions treated in United 
Pregnancy complications require an average of 2
days of care per year at a cost of $1 billion p
charges.  The average cost of treatment 
care unit is between $20,000 and $30,00 rchers 
estimate the cost of delivery and are  very low 
birth weight can exceed $100, n year llars), and 
based on data from Georgia's D ent of M Assistance, 
the cost of care for a very lo  weight can reach 
$500,000.00.   

Over the past several year al cost ciated with 
perinatal care have incre
contribute to this rise.  Among them inflation, new technologies, 

n the State of Georgia.  
liveries was $5,086 and 

 premature delivery was $7,714.  In 2003 
liveries with an average charge of $4,817 

for uncomplicated deliveries and $6,596 for premature deliveries.  
Figure 7-9 below depicts the trends in average hospital charges for 

ure ted d m 2000 to 2004 (data 
 to p ery available only since 
   

 

eorgia Department of Human Resources, 
alth, and continues a trend of increasing 

In 2004, there were 145,214 deliveries i
The average charge for uncomplicated de

 past decade in Georgia, 
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 s, hospit s asso
ased nationwide.  Several factors 

 
including neonatal intensive care units; the rising cost of 
malpractice insurance; and the loss of revenue due to 
uncompensated medical care.  
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Figure 7-9: Average Hospital Charges for Perinatal Services, Georgia 2000-04 

Average Hospital Charges For Premature and Uncomplicated Delivery 
Yearly Aggregate Totals 

Premature Delivery Uncomplicated Delivery Average 
Year 
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Average Charge  Charge 
2000 * $3,807.00 
2001 * $3,940.00 
2002 * $4,401.00 
2003 $6,596 0 $4,817.00 .0
2004 $7,717 0 $5,086.00 .0

* = Question not asked during survey year. 
Prepared by: Data Resources and Analysis Section, Division of Health Planning -- 11/6/2006 

Source: Annual Hospital Questionnaire 
 

From 2000 to 2004, the hospital with the lowest reported average 
charge for uncomplicated deliveries in the State was Minnie G. 
Boswell Memorial Hospital in Greene County.  In November 2006, 
Minnie G. Boswell closed its maternity ward, citing shortfalls to 
their labor and delivery department due to changes in the 
Medicaid program.  The hospitals reporting the highest average 
charges for uncomplicated deliveries during this time period were 
East Georgia Regional Medical Center in Bulloch County (2000-
04), Atlanta Medical Center in Fulton County (2000-02), Miller 
County Hospital in Miller County (2001), South Georgia Medical 

 far the highest average charge for 
premature deliveries -- $12,414 and $14,921, respectively – 
almost twice the State average.  Grady Memorial Hospital in 
Fulton County (SSDR 3) had the highest average charges for 
premature deliveries in 2003 ($47,893) and 2004 ($57,674) and 
Minnie G. Boswell Memorial Hospital, Louis Smith Memorial 

ospital in Lanier County, and Meadows Regional Medical Center 
in Toombs County had the lowest.   

Quality 

The leading single cause of infant mortality in the United States, 
ccording to the Recommended Guidelines for Perinatal Care in 

Georgia, is birth defects.  Because most birth defects occur early 
 pregnancy, often before recognition of pregnancy and the first 

prenatal visit, Georgia planners have recognized that to have a 
ignificant impact on the health of women and infants, policy 

makers must focus considerable attention and efforts on 
reconception and interconception. The Guidelines also recognize 

that access to prenatal care has long been associated with 
eduction in infant and maternal mortality and morbidity.  These 

issues, although beyond the focus of the Certificate of Need 
rogram and this report, are some of the most important factors 

contributing to the quality outcomes of the State’s perinatal health 
services. 

Another quality issue facing perinatal health policymakers in 
Georgia and nationwide is the shortage of qualified personnel and 

H

a

in

Center in Lowndes County (2002), Mountainside Medical Center 
in Pickens County, (2003), North Fulton Regional Medical Center 
in Fulton County (2003), and Spalding Regional Medical Center in 
Spalding County (2003-04). The Department did not begin 
collecting data on the average costs of premature deliveries until 
2003.  In both 2003 and 2004, SSDR 3, encompassing 
metropolitan Atlanta had by

s

p

r

p
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staff in an ever-changing and te
is crucial that hospitals offeri
secure qualified physicians an
optimum level of care to the mothe
because perinatal services have become increasingly sp
an important factor for health planners to consider is the need to 
sustain a sufficient number and variety of patients for specialized 
providers in order to maintain compete nd proficiency.   

 

chnologically advancing service.  It 
ng perinatal services be able to 

 

d nursing staff to provide an 
r and the newborn. In addition, 

 

ecialized,   

ncy a

Current Regulatory Scheme 

Georgia 

Department of Human Resources. 

lized at a rate of 75% for two years before a new or 
expanded service can be approved. For neonatal intermediate and 
intensive care, 80% utilization for two years is required.   

physician training programs, 
nurse midwifery training programs, and regional perinatal centers 

ew perinatal services that would adversely impact these 
ng programs and facilities by decreasing the number and 

d since 1980, 75% and 86% were approved, respectively.  

services be uti

The Office of Regulatory Services of the Georgia Department of 
Human Resources regulates through licensure maternal and 
newborn services offered through hospitals at all three levels of 
care, as well as maternity homes, and birthing centers.  ORS rules 
include requirements for the level of staffing, equipment and 
physical plant of facilities offering perinatal services.   

Department of Community Health. 

The Department regulates perinatal services through its 
Component Plan for Perinatal Services and attendant Certificate of 
Need service-specific rules for perinatal services and birthing 
centers. DCH determines the need for new or expanded perinatal 
hospital services through the application of a numerical need 
method and an assessment of the aggregate occupancy rate of 
existing services. The Department uses three separate need 
formulas to determine need for basic obstetric perinatal services, 
neonatal intermediate care, and neonatal intensive care, all of 
which are based on a calculation of the demand for such services 
in the horizon year (use rate for the services times the projected 
population in the horizon year) and the existing supply of beds.  
For basic obstetric service the current rules require existing 

In addition, the current rules have a very specific adverse impact 
requirement, protecting perinatal 

from n
existi
type of patients accessing these services.  An exception to the 
need methodology is permitted to assure geographic access in 
rural areas, to allow expansion for an existing service with 
consistently high utilization, or to remedy atypical barriers to 
service.   

As shown in Figure 7-10 below, more applicants have proposed to 
offer basic obstetric services than neonatal intermediate or 
intensive care services since 1979.  Of the 113 applications 
submitted to offer basic obstetric services since 1980, 80% were 
approved. These applications generated a fairly high percentage 
of appealed decisions, 31%, although the Department’s decision 
was only reversed 3 times in the early 1990s.  Of the 28 
newborn/nursery and 29 NICU and intermediate care applications 
submitte
These applications also generated a fairly high percentage of 
appeals, 21% and 30% respectively, although the Department’s 

CHAPTER 7:  ACUTE CARE:  PERINATAL SERVICES 94 
FINAL REPORT OF THE COMMISSION ON THE EFFICACY OF THE CON PROGRAM 



 
decisions with respect to these services have not been reversed.   

 

tal CON Applications Filed From 1979 to Present 

The total dollar amount of the projects reviewed by the 
Department for obstetric services since 1980 is $1,480,891,980.  
The total amount of newborn/nursery projects review is 
$426,922,258 and the total amount of NICU and intermediate care 
services is $899,543,831. 

FIGURE 7-10: Final Findings of Perina

Perinatal Applications,  
1979 to Present, Final Findings 

Approval Denial Withdrawal Appeals  
Obstetrics 91 10 12 31 

Newborn/Nursery 21 3 4 5 

29 2 2 8 NICU/Intermediate 

Source:  Georgia, Division of Health Planning; Departme

The current need projections for perinatal services indicate 

nt of Community Health Service-Specific Rules for Perinatal Services 

no 
numerical need for additional basic obstetric services in the current 
horizon year of 2011.  Moreover, none of the SSDRs have 
aggregate utilization over 75% for basic services during either of 
the past two years as required by the Rule.  With respect to 

ed projection indicates a deficit 
 2 (deficit of 7 beds) and 3 

C

both services through CON.  Florida, Massachusetts, 
and West Virginia cover NICUs, but not obstetric services by CON, 

omparison States 

Unlike Georgia, not all states regulate perinatal services, even if 
they have Certificate of Need programs.  16 states regulate 
obstetrics services through CON and 23 states regulate NICUs.  
Of the comparison states used by the Georgia Health Policy 
Center, only Iowa, Maine and Washington join Georgia in 
regulating 

Neonatal Intermediate Beds, the ne
of intermediate beds in 2011 in SSDR
(deficit of 8 beds), but only SSDR 2 has the requisite aggregate 
utilization (132.3% in 2003 and 145.9% in 2004).  With respect to 
NICU beds, the 2011 need projection indicates a deficit of 25 beds 
in NICU Planning Area 4 and aggregate utilization in that area of 
over 80% for the past 2 years (166.7% in 2003 and 179.7% in 
2004).  The other 4 NICU planning areas have a surplus of NICU 
beds and aggregate utilization below 80%. 

and Colorado, Oregon, and Wisconsin do not cover either service. 
These results are depicted in Figure 7-11. 
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FIGURE 7-11: Comparison Stat

 

 

es CON Regulation of Perinatal Services 

Perinatal Services: CON Regulation 
  Obstetrics NICU 

Colorado No No 

Florida No Yes 

Georgia Yes Yes 

Iowa Yes Yes 

Maine Yes Yes 

Massachusetts No Yes 

Oregon No No 

Utah No No 

Washington Yes Yes 

West Virginia No Yes 

Wisconsin No No 

Source:  American Health Planning Association, 

deral Oversight 

Medicare/Medicaid 

Medicaid is currently the primary payer source for about one-half 
of all births in the state (49% of all births were Medicaid births in 
2002, ranking Georgia 11th in the nation fo

National Direc

Fe

r % of Medicaid births).  
Georgia ranks 6th in the nation for total number of Medicaid births 
in 2002, with 66,307 births covered by Medicaid.   

 

tment and Active Labor 
Act (“EMTALA”), passed as part of the Consolidated Omnibus 

udget Reconciliation Act of 1986. The overall purpose of 
EMTALA, referred to as an “anti-dumping” measure, is to prevent 
ospitals from rejecting patients, refusing to treat them, or 

transferring them to “charity hospitals” because they are unable to 
ay or are covered under the Medicare or Medicaid programs. 

Essentially, EMTALA requires that any patient who comes into the 

tory of State Certificate of Need Programs, 2006 

EMTALA 

Another federal law that impacts the delivery of perinatal care in 
Georgia is the Emergency Medical Trea

B

h

p
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emergency department of a hospital must be provided with an 
“appropriate medial screening examination” to determine if she is 
uffering from an “emergency medical condition.”  A pregnant 

woman who presents in active labor and is found to be in have 
emergency medical condition mu
until she is stable or can be transferred to another hospital if 
appropriate under EMTALA regulations.  

In May 2004, the Centers for Medicare and 
created an EMTALA Technic l Advisory Group, which sh
provide recommendations to he ator of CMS on 
EMTALA regulations and their a to hospitals and 
physicians. The EMTALA TAG fourth meeting on 
November 2-3, 2006. 

       

s

st be provided with treatment 

Medicaid (“CMS”) 
a
t

all 
Administr

pplication 
had its 

Strategic Options 

Option 7.0 

Maintain existing CON regulation etrical and perinatal 
services. 

Option 7.1 

Deregulate obstetrical and perinatal om Certificate of 
Need. 

cal and perinatal services and create a data 

Option 7.3 

Deregulate ob rical and perinatal services and create detailed 
licensure stan s. 

Under this op applicants would not need to obtain a CON for 
obstetrical an natal services; however, licensure would create 
more detailed dards for such services. 

late perinatal services by level. 

of obst stet
dard

tion, 
d peri
 stan services fr

Option 7.4 
Option 7.2 

Deregu
Deregulate obstetri
reporting model. 7.4A:  Deregulate Level I 

7.4B:  Deregulate Level II 

7.4C:  Deregulate Level III 

Under this option, applicants would not need to obtain a CON for 
obstetrical and perinatal services; however, hospitals would still be 
required to report data on a regular basis. 
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O

O

Deregulate freestanding birthing centers from Certificate of Need. 

 

 

 

 

 ption 7.5 

Maintain existing CON regulation of freestanding birthing centers. 

ption 7.6 

Recommendations 
NOTE:  The Commission did not reach full consensus on the
regulation of perinatal a
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nd obstetrical services. 

 
    (6 Agree, 1 Disagrees, 3 Abstain) 

e Level I perinatal services and continue regulation 
and Neonatal Intensive Care. 

services be deregulated because these services are 
already provided by most hospitals in the state and do not 

ecialized labor.  These members believe that access 
to perinatal and obstetrical care will be enhanced by their 

ndation.  The members who make this 
dation maintain that Level II and Level III services 

ue to be regulated by CON because of the highly- 

 Level II should be deregulated in addition to 

 

One member of the Commission made the recommendation to 
maintain existing CON regulation for this service. This member 
believes that maintaining Certificate of Need regulation of 
Level I perinatal services will address the problem of large 
fixed costs incurred by facilities that provide these services 
and the shortage of skilled workforce. 

mbers of the Commission report that this 

arding freestanding facilities. 

Recommendation 7.0

Deregulat
of Level II Several me

recommendation should be limited to Level 1 perinatal 
services at hospitals and should not be construed as a 
recommendation reg

Most members of the Commission recommend that Level I 
perinatal 

require sp  

 recommendation.  The fact that federal law already requires a 
facility to treat a woman in active labor further supports this 
recomme
recommen
should contin
skilled nature of these services and the workforce that is 
required to support them.  One member of this group further 
believed that
Level I. 
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Chapter 

8 Acute Care Services 

Mental Health Services 
An Analysis and Evaluation of Psychiatric and Substance Abuse Inpatient Programs in Georgia 

Overview 

Ba

d older, this figure 

ercent of the total costs of mental health per year. 
hese costs can be expected to rise as our population ages 

nce coverage for mental 

s such as 
educed productivity and lost employment.  Due to the 

complex biological, social, and psychological etiologies of 
ental illness, and the range of disabilities, treatment 

approaches vary.   Planning for mental health services should 
include a range of interrelated services that provide a 
continuum of care for individuals in a variety of settings.   
Ideally, clients may then be treated in the least restrictive 
setting appropriate for their treatment needs at different stages 
in time.   Inpatient psychiatric and substance abuse hospital 
care is viewed as one important component of this health care 
system that is restrictive, highly-developed and resource-
intensive. Outpatient therapy day or night treatment programs 

and the number of people with chronic disorder and organic 
syndrome increases.  Additionally, the need for mental health 
services increases in areas where the level of environmental 
risk factors such as poverty increases.  Both nationally and in 
Georgia recognition of mental illness and its costs to society 
have increased.  Spending and insura

ckground 

Approximately 26.2 percent of adults in the United States have 
symptomatic mental disorders, such as major depression, 
according to National Institute of Mental Health (NIMH) 
estimates. When applied to the 2004 U.S. Census residential 
population estimate for ages 18 an health services have dramatically increased, although the 

majority of funds are directed at hospitalization.  It has been 
recognized that the provision of mental health services 
reduces the need for other health care services.  In addition, 
untreated mental disorders result in other cost

translates to 57.7 million people. NIMH estimated that over 20 
percent of adults requiring care do not seek it.   In addition, an 
estimated 1 in 10 children and adolescents in the United 
States suffers from mental illness severe enough to cause 
some level of impairment. An estimated two thirds of all young 
people are not getting the help they need, according to the 
Center for Mental Health Services (CMHS). 

Substance abuse disorders including alcohol and drugs are 
among the most common mental disorders found in 8.1 
percent of Americans, according to the Substance Abuse and 
Mental Health Services Administration: 2005 National Survey 
on Drug Use and Health.  Psychiatric catastrophic illnesses 
are among the top leading catastrophic illnesses comprising 
over 40 p

r

m

T
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c mental health centers, halfway houses, group 
h esidential treatment centers, and part-time 
hospitalization are other components of the mental healt
sys t are less costly and can be made available at th
co  level. 

Statewide, hospitalization for mental health disorders 
 expenditures. 
ers and other 

need for hospital care while community-based 
care limits the number of hospital readmissions.  

sing the need for inpatient hospital care, the range 
 provided by the mental health system in an area 

sorders.  In 

Reimbursement can also determine what types of services are 
offered.  Although reimbursement for mental health services 

ocus is still on inpatient hospital services.   
term hospital stays are often covered by 

private insurance and there has been a growth in the number 
of private psychiatric facilities in Georgia.  Residential 
treatment centers, which are often not covered by private 
insurance, are not being developed in Georgia.   

services 
digents), 

and fully 
insured.  The availability of care for the uninsured or 
underinsured is limited and there are restrictions concerning 
Medicaid and Medicare coverage. The state regional hospitals 

ommunity 
o rmes, 

tem tha
mmunity

h 
e 

has increased, the f
For example, short-

constituted 44 percent of total mental health
Outpatient therapy residential treatment cent
treatment settings provide appropriate levels of mental health 
care for many individuals and reduce the need for 
hospitalization.  Preventive services and early treatment may 

The range of third-party coverage for mental health 
includes no coverage (indigents and medically in
Medicaid-eligible, under-insured Medicare-eligible 

reduce the 
follow up 

When asses
of services
must be evaluated.  If there is limited availability of one type of 
service other related services may be over-utilized.  The 
availability and utilization of mental health services is also 
influenced by such factors as government funding, 
reimbursement, economic status, and unemployment.   Fiscal 
policies at the national and state levels have, for example, 
limited the resources available for preventive mental health 
programs.  

Utilization of state psychiatric hospitals has dramatically 
decreased due to policies of deinstitutionalization, funding 
limitations and the growth of the private sector, as well as 
increased possibilities for treatment of certain di
Georgia, state programs are currently stressing a community 
oriented approach, which includes residential treatment 
facilities.  For some individuals these facilities provide a less 
costly and a more efficacious form of treatment than inpatient 
hospital care.   

Reimbursement issues often dictate what type of treatment an 
individual may receive and where that care may be provided. 

provide inpatient services to the public sector in Georgia.  
These hospitals experience high occupancy rates, which limit 
the number of beds available for new admissions.  Private 
free-standing psychiatric hospitals are not reimbursed by 
Medicaid in Georgia, limiting the availability of such care to 
Medicaid patients.   

Historically, private insurance coverage for mental health 
services was limited when compared to coverage for other 
types of illness.  The Mental Health Parity Act prohibits 
different dollar limits for mental health services and general 
health care.   

Prepaid health plans, such as health maintenance organizations 
and preferred provider organizations, experience higher utilization 
rates for outpatient mental health services than traditional 
insurance plans.  Such plans usually offer coverage for a range of 
services, while emphasizing and encouraging the use of less 
costly, preventive services that induce the use of early treatment 
and avoid hospitalization. 
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tervention, diagnosis, and understanding the 
manifestations of mental disease in the patient, development of an 

onal 
hospitals) 

 

 

 

 

 

 

cess, Supply and Distribution 

Inpatient psychiatry is one of the medical services defined in the 
statute as requiring a Certificate of Need.

 
Inpatient psychiatric care 

involves crisis in

ongoing plan of treatment designed to minimize critical episodes 
and the promotion of the patient’s ability to live and function in the 
community.  

 There are three types of facilities providing inpatient 
psychiatric and substance abuse services in Georgia: 

• Public freestanding hospitals (State’s regi

 

 

 

 

 

 

• Private freestanding hospitals 

• General or other specialty hospitals with psychiatric 
and/or substance abuse programs 

The locations and distribution of these facilities throughout 
Georgia are provided in Figures 8-1, 8-2, and 8-3. 
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FIGURE 8-1. 
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FIGURE 8-2. 
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FIGURE 8-3. 
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There are 50 facilities statewide providing psy
substance abuse services, representing
age 18 and over and 237 for 0-1
a summary of the number of inp
substance abuse bed capacity, by category. 

chiatric and 
 1,691 beds; 1,464 for 

7.  Figure 8-4 below presents 
atient psychiatric and 

 

 

FIGURE 8-4. 
 

 Psychiatric and Substance Abuse Beds by Ownership 
 

Hospital 
Type 

Total 
Facilities 

Adult 
Psych 

Adult 
SA 

Total 
Facilities 

Child 
Psych 

Adolescent 
Psych 

Adolescent 
SA 

Private 1,013 20 
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442 35 75 234 52 
Public 884 7 8 7 38 116 0 
Total 1,897 27 450 42 113 350 52 
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Utilization  

Figures 8-5 and 8-6 demonstrate the utilization of psychiatric and 
substance abuse programs in the state of Georgia, by planning 
area, and in comparison to regional and national trends.  

 

FIGURE 8-5. 

 Psychiatric Bed Occupancy Rates by Planning Area 
 

P s 
- A N 

lanning 
Area 

Total 
Facilities 

O/R Age
0-12 

O/R for 
Ages 13

O/R for 
ges 18+ 

O/R for 
Total CO

17 Beds 
1 2 0%  63% 0% 63% 
2 1 57% 99% 115% 106% 
3 1 0% 0% 17% 17% 
4 1 0% 0% 81% 81% 
5 4 27% 15% 40% 33% 
6 5 0% 0% 43% 39% 
7 2 54% 67% 74% 69% 
8 4 57% 36% 50% 48% 
9 6 17% 17% 59% 41% 

10 9 41% 48% 67% 65% 
11 4 146% 68% 71% 71% 
12 2 0% 37% 81% 73% 
13 2 77% 75% 93% 89% 
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Cost 

compared to national level
Total expenditures for psychiatric services in Georgia 

s is illustrated in Figure 8-7.  

  

FIGURE 8-7. 

 State Expenditures for Mental Health                                     
Fiscal Year 2003 

  

State 
Expenditure 

% State  Mental 
Health Expenditures 

U.S. 
Expenditures 

% U.S. 
Mental 
Health 
Expenditures

State Hospitals-
Inpatient $188,955,538 44% $7,529,415,330 29%
Other 24-Hour Care $38,646,153 9% $4,771,823,921 18%
Ambulatory/Community $187,897,364 44% $13,431,433,352 51%
Total $415,499,055   $25,732,672,603   

 
 
Quality 

The quality of a psychiatric or substance abuse program is 
function of many interrelated variables which include the
program plan, admission policies and criteria, treatment 
protocols, discharge planning and the institutional or 
programmatic capacity to deliver services in an efficient and 
cost effective manner.   

Outcome measures such as a patient’s readjustment to society 
are also an important tool for determining the level of treatment 
delivered. Figure 8-8 below indicates the percentage of 
patients readmitted to state psychiatric hospitals within 30 to 
180 days. 

 

 
 
 
 
 
 

 
 
 

a 
 

 
 

 

CHAPTER 8:  ACUTE CARE:  MENTAL HEALTH SERVICES 108 
FINAL REPORT OF THE COMMISSION ON THE EFFICACY OF THE CON PROGRAM 



 

 
 

URE 8-8. 

 

 

*Rep eportin es 

In order to insure that the program q provided i
efficient and ost effective manner, the minimum size of one 
program is e minimum size of a freestanding 
hospital is 5  a general hos hiatric 
and/or substa  must h of 15 
beds dedicat The  may 
have one pro of 15 ore 
programs th  together have 15 or mo nated for 
their use.  Unit facilities below this level are usually too small to 
be able to provide specialized staff and services at a 

able cost and maintain program integrity and quality. 

 

 

FIG
 Outcome Measures 

 Georgia U.S. 
State Hospital Readmissions: Within 30 Days 12.5% 13,514 9.1% 40* 2,388 
State Hospital Readmissions  : Within 180 Days 5,048 26.3% 30,167 20.4% 41

Readmission to any psychiatric Hospital: 30 Days N/A - 27,625 14.6% 15 
resents the number of r

n an  

g stat

uality is 
c
ight beds, the 

0 beds, and pital with psyc
avnce abuse programs e a minimum  

ed to these programs. 
gram with a minimum 

general hospital
beds or two or m  

at re beds desig

reason
 

Current Regulatory Scheme 
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G

onitors compliance with Georgia's licensure rules 
and regulations for psychiatric and substance abuse programs.  

 

 

Department of Community Health. 

The Georgia Department of Community Health currently has 
specific review requirements that address both acute and 
extended care psychiatric or substance abuse inpatient programs.  
Acute care psychiatric or substance abuse inpatient programs as 
defined in Rule 111-2-2-.26(1)(a), provides medically oriented 
evaluation, diagnosis, stabilization and short term treatment for an 
average of 45 days or less for adults and usually 120 days or less 

eorgia 

Department of Human Resources. 

The Georgia Department of Human Resources currently does not 
regulate psychiatric or substance abuse inpatient programs.  The 
Office of Regulatory Services of the Department of Human 
Resources m
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for children and/or adolescents.  Five programs are defined: adult 
psychiatric, adult substance abuse, adolescent psychiatric, 
adolescent substance abuse and child psychiatric.  Substance

se care for children is included in the child psychiatric program
re are currently 1,897 adult acute psychiatric a

substance abuse beds statewide.  3 0 acute psychiat
cute su e are 

113 acute c

Extended ent 
programs focus on self-help and basic living skills 
patient’s ability to perform successfully in society upon discharge.  

For the public sector a Certificate of Need is not required for new 
or expanded psych/substance abuse programs as long as the 
proposed number of beds does not exceed the total number 
needed statewide as determined in the short-stay bed need 

ethodology and as long as the capital costs do not exceed the 
N threshold.  All entiti iring to expand their services for 

e m ly un ese co erations.   

Fo ivat a e of  is required prior to the 
establi ment w ic or stance abuse program, 

expenditures for an existing program exceed the 
CON threshold.  A CON is also required for the increase of beds in 
n existing program except when the increase is exempt or will not 

result in an increase in the bed capacity of a facility.  Figure 8-9 
emonstrates the application volume for psychiatric and substance 

abuse services since CON began in Georgia. 

 

F
 
 

FIGURE 8-9. 
 

 
.  abu

The nd 52 adult 
ric beds and 

m
CO
the

es des
der th

5
s  first tim ust app nsid52 a bstance abuse beds exi t for adolescents.  Ther

hild psychiatric beds in the State.  
r the pr e sector, Certificat Need
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 care psychiatric and substance abuse inpati
to enhance the when capital 

sh  of a ne psychiatr sub

aThe program is designed to treat people who do not require acute 
care and who usually have at least one previous acute care 
admission.  Two programs are defined: adult psychiatric and 
substance abuse and adolescent/child psychiatric and substance 
abuse.  There are currently 489 adult extended beds over 42 
facilities in Georgia and 980 adolescent/child extended beds 
dispersed between 27 providers. 

d

Psychiatric and Substance Abuse Applications               
1979 to Present 

 Approved Denied Withdrawn Appeals 
Adult Inpatient Psych 63 39 52 25 

Adult Substance Abuse 32 17 26 29 
Child/Adolescent Psych 19 1 8 5 

Child/Adolescent Substance 
11 Abuse 2 3 5 

Extended Care Psych 11 2 2 3 
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Comparison States 

Of the 10 survey states, 5 currently regulate inpatient psychiatric 
and substance abuse services.  These results are depicted in 8-
10. 

FIGURE 8-10. 

 

 

 

 

 

      Psychiatric and Substance Abuse 
CON Regulation 

Colorado No 
Florida Yes 
Georgia Yes 
Iowa No 
Maine Yes 
Massachusetts Yes 
Oregon No 

 Utah No 
Washington No 
West Virginia Yes 
Wisconsin No 

 

 Federal Oversight 

Medicare. 

A freestanding psychiatric hos hich is 
JCAHO accredited is deemed fication 
except for two Medicare specia uated 
each year by ORS or by the Nati

 

 

 

 

 

 

 
 

 

 

 

p w
 to meet Medicare certi
ital public or private  

l conditions which are eval
onal Institute of Mental Health. 
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Strategic Options 

O

ain existing CON regulation of inpatient psychiatric and 
substance abuse services

Option 8.1 

Deregulate inpatien tance abuse services 
fro e of Need. 

Opti

De  inpatient psychiatric and tance abuse services 
an porting model. 

Un s option, applicants would n ed to obtain a CON for 
inp atric and substance se services; however, 
ho ill be required to  on a regular basis. 

Opti

 psychiatric and substance abuse services 
censure standards. 

 option, applicants would not need to obtain a CON for 
inpatient psychiatric and substance abuse services; however, 

 

 

 

 

 

 

 ption 8.0 

Maint  
. 

 

 

t psychiatric and subs  
m Certificat

 
on 8.2 

 
regulate  subs
d create a data re  

der thi ot ne  
atient psychi abu
spitals would st report data  

on 8.3  

 Deregulate inpatient
and create detailed li

 
Under this

 
licensure would create more detailed standards for such services. 
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Recommendations 

Recommendation 8.0 

gulation of inpatient psychiatric and 
substance abuse services. 

ssion members agree that inpatient psychiatric and 

Maintain existing CON re

The Commi
substance abuse services should continue to be regulated by 
Certificate of Need. 
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Chapter 

9 Long Term Care Services 

Skilled Nursing 
An rsing Home Services and Continuing Care Retirement Communities 
in 

Analysis and Evaluation of Nu
Georgia 

Overview 

Background 

Applic n of the CON process to the long-term care industry has 
a somewhat different rationale than for other, more specialized 
services. The extent to which public payers, particularly state 
Medicaid programs, pay for nursing home services and the 
budgetary impact of such expenditures for public payers has 
caused policy makers to look for ways to constrain the growth of 
these programs. Therefore, many states have retained CON 
programs to limit the supply of long-term care beds in order to 
constrain public expenditures. Furthermore, some states have 
implemented a moratorium on the licensing of new nursing home 
beds even in the absence of a CON program. 

As Georgia's population ages and becomes more diverse, there is 
growing concern about long-term care and how to assure 
provision of needed long-term care services. Population 
projections for the year 2006, developed by the Governor's Office 
of Planning and Budget, indicate the state now has 1,004,115 
citizens (civilian, non-institutional) aged 65 and older. By the year 

2011, Georgia's population aged 65 and over is expected to reach 
over 1.2 million. 

In addition, the last 100 years have brought with them a steady 
evolution and dramatic changes in science, medicine, technology, 
economics, sociology and a host of other environmental variables. 
A very important contribution to the market for retirement housing 
has been the vast improvement in the financial and economic 
condition of the elderly.  In 1985, 75 percent of the elderly owned 
their own homes and 83 percent owned them mortgage free.   

The improved economic condition of the elderly has spurred the 
development of a different model of nursing home services, those 
which are offered as part of a continuing care retirement 
community (“CCRC”).   

 While there is no typical make-up of a CCRC, each offers some 
form of continuum of care that includes residential living 
arrangements and the availability of nursing facility services.  A 
CCRC differs from other retirement options by providing a 
continuum of housing, services, and health care, centrally planned, 
located, and administered.  For those communities providing 

atio



 

nursing care, two circumstances determine the fee for such care.  
 into a nursing facility bed from outside the CCRC 

typ quires payment of a daily rate commensurate wi
ma  for the area.  Those who transfer to a nursing 
bed e residential portion of the CCRC pay either a specific 
monthly fee or a daily rate.  For communities that include health 
care coverage in their monthly fee, residents are able to declare a 

fees on their annual income tax 
ns.  

 units can be either individual apartments or rooms.  
The nursing care beds consist of either private or shared rooms.  

to the residential units and nursing beds, CCRC 
ve common areas and amenities which can be used by 

ents.  All of the CCRCs have dining facilities and 
meeting rooms on their premises. Other amenities 

could include salons, barber shops, game rooms, fitness centers, 

 the entry fee and/or 
monthly fees paid by residents.  Modified agreements usually 

period with no up-front entrance fee required.  

 Monthly fees are charged by all facilities.  Typically, the greater 
the endowment (entrance) fee at a facility, the greater the average 

s types of CCRC resident agreements 

• Type A:  All Inclusive Guarantees resident fully paid 
nursing care at no extra cost beyond the resident's 
monthly fee.  

charge for additional nursing care beyond the 
predetermined number of days.  

• Type C: Fee-For-Service Guarantees residents access 

Ac

spersed throughout the State, with the 

Direct entry
ically re
rket rate
 from th

th the 
facility 

monthly fee.  The variou
are:  

certain portion of the medical 
statements as medical deductio

 The independent living units (ILUs) of a CCRC could range from 
studio apartments to individual cottages. The assisted living or 
personal care

• Type B: Modified Does not guarantee unlimited nursing 
care but provides a pre-specified number of days each 
year or during a resident's lifetime.  Residents pay a daily 

In addition 
facilities ha
all the resid
lounges or 
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chapels, libraries, and a host of other services.  

 The variety of continuing care agreements (or contracts) offered 
by CCRCs has increased over the years largely due to the advent 
of Medicaid and Medicare, rising health care costs, shifting 
consumer preferences and government regulations which have 
precipitated a myriad of contractual arrangements with residents.  
The most significant variation relates to the amount of health care 
coverage included and the types of payment plans and refund 
options offered.  Extensive agreements cover most long-term 
health care without additional charges beyond

cover some portion of long-term health care services.  Fee-for-
service agreements usually require residents to pay for the long-
term health care services on an as-needed basis.  While the 
majority of CCRCs provide lifetime care in exchange for an up-
front entrance fee and ongoing monthly fee, as stated earlier, 
some CCRCs provide an agreement that may be for a shorter 

to their nursing wing, but usually charges for each day of 
care.  

• Type D: Equity Models The condo/co-op model offers 
residents an equity opportunity to share in the ownership 
of the community and is an option for those looking for the 
benefits of owning real estate and the deduction of 
mortgage interest on taxes.  

cess, Supply and Distribution 

As of October 30, 2006, the Department’s facility inventory shows 
that there are 379 nursing care facilities in Georgia with a total of 
42,790 existing and/or approved nursing beds. This data is 
depicted in Figures 9-1 and 9-2. There are currently 9 CCRCs.  
These facilities are di
highest concentration in state service delivery region 3 (metro 
Atlanta).  Information regarding CCRCs is depicted in Figure 9-3. 
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FIGURE 9-1. 

Number of Nursing Home Beds (2000 – 2005) 

SSDR 2000 2001 2002 2003 2004 2005 

1 3871 3889 3901 388 9 3889 9 388
2 2179 2263 2269 2256 2212 2202 
3 10,865 10,875 10,802 10,758 10,658 10,668 
4 2410 2396 2386 2442 2406 2406 
5 2017 2013 2013 2013 2013 2013 
6 4361 4401 4401 4436 4436 4436 
7 3568 3568 3548 3597 3597 3597 
8 2470 2470 2470 2470 2470 2470 
9 3106 3106 3106 3106 3106 3106 
10 2346 2506 2506 2506 2506 2506 
11 2665 2695 2695 2695 2680 2680 
12 2718 2866 2766 2760 2760 2760 

TOTAL 42,576 43,048 42,863 42,928 42,733 42,733 
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FIGURE 9-2. 

Number of Nursing ties (2000 – 2005) Home Facili

SSDR 04 2005 2000 2001 2002 2003 20

1 40 39 40 39 39 39 
2 21 23 22 21 20 19 
3 82 84 81 79 78 77 
4 23 22 21 23 22 22 
5 24 24 23 23 23 23 
6 39 40 40 39 39 39 
7 31 31 30 30 30 30 
8 20 20 20 20 20 20 
9 33 33 33 33 33 33 
10 25 25 25 25 25 25 
11 25 27 27 27 26 26 
12 29 30 29 28 28 28 

392 398 391 387 383 381 T L OTA
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FIGURE 9-3. 

Number of CCRC Facilities (2000 – 2005) 

SSDR 2 2 2 2 2 20000 001 002 003 004 05 

1 0 0 0 0 0 0 
2 1 1 1 1 1 1 
3 2 2 2 2 3 3 
4 0 1 1 1 1 1 
5 0 0 0 0 0 0 
6 1 1 1 1 1 1 
7 0 0 0 0 0 0 
8 0 0 0 1 1 1 
9 0 0 0 0 0 0 
10 0 0 0 0 0 0 
11 0 0 0 0 0 0 
12 0 1 1 2 2 2 

4 6 6 8 9 9 TOTAL 
 

Utilization 

According to Department data, the State’s 39,660 approved and 
existing nursing beds had an overall occupancy rate of 89 percent 
in 2005.  There were no individual planning areas that reached the 
95 percent threshold that would allow for new or expanded 
services.  This information is further depicted in Figure 9-4. 
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FIGURE 9-4.
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 % 
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82.73 % 
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1,030,149      
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10 765,383      
89.38 % 

794,990         
86.91 % 

809,8
88.54

42        
 % 

795,059       
86.92 % 

782,586        
85.56 % 

761,733        
83.28 % 

11 899,406      
92.46 % 

884,814        
89.95 % 

794,324        
80.75 % 

894,962         
90.98 % 

894,382        
91.43 % 

871,653        
89.11 % 

12 793,860      
80.02 % 

837,256        
80.04 % 

866,840        
85.86 % 

860,464        
85.41 % 

753,128        
74.76 % 

803,844       
79.79 % 

TOTAL 13,443,518    
86.81 % 

13,417,227   
85.39 % 

13,362,778   
85.41 % 

13,498,840   
86.15 % 

13,207,628    
84.68 % 

13,571,240     
87.01 % 
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According to Kipli 004 Re nt Report S. avera
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FIGURE 9-5. 
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Quality 

Quality is accounted fo
In order to receive a CON f
must demonstrate the fo

• An applicant 
to comply wit
operational 
Regulatory Servi
Resources; and

• An applicant 
uncorrected o
nursing home
by the applic
physical plan
included in th

• An applicant and 
the applicant
previous convi

• An applicant sh
recruit, hire a
current Medi
Department’s
services prop
are available 
and 

• An applicant shall provide a plan for a comprehensive 
quality improvement program that includes, but is not 

 training and a 
ity indicators and 

ccordingly.  

on will be 
dence of the ability 
s of appropriate 

ears after the facility 

‐term care 
ctive states have 

care hours per 
 the less restrictive 

N states have 
care hours per 

‐CON states. 

sed staff per 
eorgia to the select 

. 

 

 

r in the accreditation and licensing process.  
or nursing home services, an applicant 

llowing: 

shall provide a written statement of its intent 
h all appropriate licensure requirements and 
procedures required by the Office of 

ces of the Department of Human 
 

shall provide evidence that there are no 
perational standards in any existing Georgia 
s owned and/or operated by the applicant or 
ant's parent organization. Plans to correct 
t deficiencies in the applying facility must be 
e application; and 

any facility owned and/or operated by 
 or it's parent organization shall have no 
ction or Medicaid or Medicare fraud; and 

all demonstrate the intent and ability to 
nd retain qualified personnel to meet the 
caid certification requirements of the 

 Division of Medical Assistance for the 
osed to be provided and that such personnel 
in the proposed geographic service area; 

limited to, procedures and plans for staff
program to monitor specific qual
measure the facility's performance a

• In competing applications, favorable considerati
given to an applicant that provides evi
to meet accreditation requirement
accreditation agencies within two y
becomes operational. 

On the structural measures of quality, the long
facilities located in markets in the most restri
significantly higher levels of licensed and total 
patient per day than facilities located in
states. In addition, facilities located in CO
significantly higher levels of licensed and total 
patient per day than facilities located in non

One measure of quality is the number of licen
resident per day.  Figure 9-6 compares G
group of comparison states. 
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FIGURE 9-6. 

Licensed Staff Hours per Total Patient Care Staff  
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Resident per Day Hours per Resident per Day 
ALL STUDY STATES 1.42 3.86 

Absolute Moratorium States   

Florida 1.57 4.4 

Maine 1.37 4.42 

Massachusetts 1.59 3.91 

Utah 1.66 4.16 

Washington 1.49 4 

West Virginia 1.25 3.67 

Wisconsin 1.67 3.79 

Mean:  Moratorium States 1.51 4.065 

   

Limited Restriction States   

Colorado 1.51 3.76 

Georgia 1.31 3.49 

Iowa 1.14 3.26 

Oregon 1.25 3.86 
Mean:  Limited Restriction 
States 1.24 3.5 
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Current Regulatory Scheme 

Georgia 

Department of Human Resources. 

ORS facilities, which include 378 
nursing  facilities for people with 
mental rrangements, an
1,701 pe re homes.  The Long-Term Care Section i
also respo or the licensing and inspection of residenti
child care h include child caring institution
therapeutic ate adoption agencies. 

The followi programs and services are required t
be licen red by the Department of Huma
Resources of Regulatory Services (ORS). Som
of these f also be certified for Medicare an
Medicaid (federal programs). Federal certification is a
voluntar long-term care residenti
services

• ) Homes 

• unity Living Arrangements   

•  

• Homes 

Departm

In July 1996, the Department of Community Health changed its 
rocedures for reviewing Certificate of Need (CON) 

applications for nursing home beds by adopting a batching 
eview process. Under this process, all applications for nursing 

home beds are reviewed simultaneously, at six-month 
ervals. (C bmitted at any time).  
e Dep ew applications in 

counties with  identified need for 
nursing home beds ex On January 9, 1997, the Health 
Strategies Council adopted a new Nursing Facilities 
Compone s commitment to 
revisit the plan as si anges occur in the long-term 
care industry, the He trategies Council appointed the 
Technical Advisory Co ee to begin work in May 1999, 
specifically to reexam he Nursing Home Bed Need 
Methodol e Nursing Home Bed 
Need Methodology of al states, as well as changing 
demographics and use patterns in Georgia. After much 
discussion and several data runs, utilizing Georgia data, the 
TAC felt that the appr hat stratified the population into 
four age categories (sp ally 0-64, 65-74, 75-84, and 85+ 
age groups) would be b ted for the state of Georgia. This 
methodology places high hts on the 75-84 and 85+ age 
groups, those populatio s with the highest nursing home 
utilization. The TAC felt that this methodology was most 
reflective of community needs, service experience and state 
policy expectations. Fu ore, they agreed to maintain the 
following standards, a ned in the Skilled Nursing and 
Intermediate Care Facilities Rules that were adopted and/or 
reissued in 1997: 

• Three-year Plannin  Horizon; 

• Urban/Rural/Retirement Bed Size Requirements; 

• Favorable Consideration Standard; and 

• Exceptions to Need Standard 

int
Th

CRC applications may be su
artment will only accept and revi

in planning areas where an
ists. regulates long-term care 

homes, 13 intermediate care
retardation, 180 community living a nt Plan.  In light of the Council'd 

s gnificant chrsonal ca
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mmitt
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faciliti

al 
s, es, whic
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ogy. The TAC examined th
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sed or registe

o 
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 (DHR), Office 
acilities may 

e 
d oach t

ecific 
est sui

er weig
y program.   The following 
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al 

n group
 Intermediate Care (Nursing
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Skilled Nursing Homes

Personal Care 
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ent of Community Health. 
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The Department of Community Health, Division of Health 
ices in the state through 

nursing home services 
and CCRC services, a CON is required before a provider can 

rvices.  A CON is required for the expansion of existing 
services and/or the establishment of a new service.  

r of CON applications that the 

 

FIGURE 9-7. 

Planning regulates health care serv
the Certificate of Need program.  For 

offer se

Figure 9-7 summarizes the numbe
Department has received since the beginning of the CON 
Program.  For CCRC, the Department has approved every 
application that has been submitted under the CCRC 
sheltered-bed rule. 

: 

CON Applications for Skilled Nursing (1979 – Present) 

Approved 243 
Denied 96 
Pending 2 
Withdrawn 119 
Total 460 

 

Comp i

Nin om Georgia, Iowa, Massachusetts, 
Maine, Oregon, West Virginia, Washington, and Wisconsin) have 

ursing Homes, while Colorado 
and Utah do not.  In Iowa and Oregon, the expansion possibilities 

ar son States 

c parison states (Florida 

a CON process that applies to N

through the CON process apply to specific beds. In Colorado, only 
Medicare or private-pay beds may be built. No additional Medicaid 
beds are being approved.   
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Fe

n 42 CFR 
Part 483, Subpart B, to receive payment under the Medicare or 

esponsibility for certifying a skilled nursing 
facility's or nursing facility's compliance or noncompliance, 

xcept in the case of State-operated facilities.  However, the 
State's certification for a skilled nursing facility is subject to 
CMS' approval.  "Certification of compliance" means that a 
facility's compliance with Federal participation requirements is 
ascertained.  In addition to certifying a facility's compliance or 
noncompliance, the State recommends appropriate 
enforcement actions to the State Medicaid agency for 
Medicaid and to the regional office for Medicare.  

The CMS regional office determines a facility's eligibility to 
participate in the Medicare program based on the State's 
certification of compliance and a facility's compliance with civil 
rights requirements. 

ederal Oversight 

Medicare. 

Skilled nursing facilities (SNFs) and nursing facilities (NFs) are 
required to be in compliance with the requirements i

Medicaid programs.  To certify a SNF or NF, a state surveyor 
completes at least a Life Safety Code (LSC) survey, and a 
Standard Survey. 

The State has the r

Strategic Options 

Option 9.0 

Maintain existing CON regulation rsing facilities. 

Option 9.1 

Maintain existing CON regulation ng facilities and 
issue a moratorium on new beds. 

Option 9.2 

N but issue a moratorium on new skilled 

O

Deregul killed nursing facilities and create a data reporting 
model. 

Under thi ption, applicants would not need to obtain a CON for 
the est ment or expansion of a skilled nursing facility; 
howeve ed nursing facilities would still be required to report 
data on lar basis. 

Option 9.5 

Deregulate skilled nursing facilities in general and only require a 
CON for Medicaid-Certified Beds. 

Option 9.6 

Maintain existing CON regulation of CCRCs. 

Option 9.4 

of skilled nu ate s

s o
ablish of skilled nursi
r, skill
a regu

Deregulate from CO
nursing beds. 

ption 9.3 

Deregulate skilled nursing facilities from Certificate of Need. 
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Option 9.7 

Deregulate CCRCs as long as the nursing beds remain sheltered. 

Under this option, sheltered skilled nursing components of CCRCs 
would be exempt from having to obtain a CON. 

 

Recommendations 

Re

 regulation of skilled nursing facilities.  

The members of the Commission unanimously recommend 
g CON regulation of skilled nursing facilities.  As the 

opulation of elderly citizens grows, there will be an 
rks to 

s to 
need.  CON also serves as a gatekeeper to ensure 

ed nursing service market entrants.   

R

Deregulate CCRCs as long as the nursing beds remain 
sheltered. 

n members agreed unanimously to exempt Continuing 
 Retirement Communities (CCRC) from Certificate of Need 

 by the Department of Insurance before applying for a 

on recommends that only CCRCs that 
heltered nursing beds be added to the list of statutorily-

ces and facilities. 

commendation 9.0  (Unanimous) ecommendation 9.1  (Unanimous) 

Maintain existing CON

maintainin
state’s p

Commissio
Care

increased need for skilled nursing services.  CON wo
ensure that there will be an adequate number of service

regulation because these facilities have been routinely approved 
by the Department in large part because they have already been 
approvedmeet that 

the quality of skill Certificate of Need.  The Commission recommends that CCRCs 
continue to comply with Department rules that their skilled nursing 
beds remain sheltered to prevent any inaccuracies in projecting 
need for other skilled nursing beds throughout the State.  
Therefore, the Commissi
maintain s
exempt servi
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Chapter 

10 Long Term Care Services 

Home Health Care 
An Analysis and Evaluation of Home Health Services in Georgia 

Overview 

Ba

dividuals 
who could not otherwise be served in their own home or 
another community setting. 

A wide range of home and community-based services also are 
available in the continuum, starting with residential services 
such as assisted living (known in Georgia as personal care 
homes) and ending with minimally restrictive programs such as 
adult day health care and home delivered meals. Many of 
these services are available to citizens through several waiver 
programs offered by the Department of Community Health 
through its Medicaid programs. Persons served through these 
home and community-based waiver programs must meet the 
potential criteria for nursing home or institutional care. 

rvices in their own homes or the home of a family 

ices to qualified enrollees. 

There are other services available through home and 
community-based programs. Personal support and private 
home provider services are other types of home care services. 
Many of these services and programs do require state 
licensure, but do not require a certificate-of-need for operation. 
Since these services are not provided as physician-directed 
health care, they are not reimbursable by Medicare. Many 

Home health service is one component of the long-term care 
continuum. It is a health care service that allows patients to 
receive se

ckground 

The continuum for long-term care services consists of a wide 
range of service options for seniors, persons with disabilities 
and others in need of transitional living and support services. 
Skilled and intermediate care nursing facilities provide services 
at the most restrictive and intensive end of the long-term care 
continuum. These facilities provide health care support and 
maintenance within a residential setting, ideally for in

member. Home health services also fill an important role in 
providing nursing services and therapeutic care for individuals 
transitioning out of an acute care setting. Home health is a 
very specific, specialized type of home care, requiring skilled 
nursing care, ordered by a physician. Visits are part-time or 
intermittent, and treatment plans have to be reviewed and 
updated at least every two months. Medicare generally defines 
“intermittent” services as those provided or needed less than 7 
days each week or less than 8 hours each day for period of 21 
days or less. (Medicare Advisory: October 1998). Medicare 
and Medicaid reimburse most costs associated with the 
provision of home health serv
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home and community-based services are reimbursed by 
r waiver programs. Because of the 

cted, costly nature of home health care, it i
ng term care services which require a Cert

 Access, Supply and Distribution 

States is a diverse and 

disability, or terminal illness.  Annual expenditures 
care were projected at $38.3 billion in 2003, 

according to the National Association for Home Care & 

Medicaid through thei
medically dire
of the few lo
of Need. 

s one 
ificate 

Home health care in the United 
dynamic service industry.  Approximately 20,000 providers 
deliver home care services to 7.6 million individuals who 
require services because of acute illness, long-term conditions, 
permanent 
for home 

Hospice. 

Several historic and demographic factors have influenced the 
provision of home care services over past years and continue 
to shape the industry.  Some of these factors are discussed 
below: 

• Changing demographics, especially the aging of the 
population: Since age and functional disability are 
likely predictors of the need for home health services, 
the aging of Georgia's population will impact the need 
for these services.  

• Impact of Medicare’s Prospective Payment System 
(PPS): Shorter hospital stays for Medicare 
beneficiaries, as a result of the PPS, have resulted in 
more people discharged quicker and in frailer 
conditions. Also, more diagnostic and treatment 
procedures are being done on an ambulatory basis. 
During the 1980’s, Medicare’s annual home care 
benefit increased significantly and the number of home 
care agencies had risen to over 10,000. More recently, 
the number of Medicare-certified home health 

agencies declined to 7,747, the direct result of 
changes in Medicare home health reimbursement 

t of the Balanced Budget Act of 1997. 
ation of Home Care, 2004) 

• Changes in technology

enacted as par
(National Associ

: Advances in complex medical 
care now allow many people to survive traumatic 
events and to live longer than ever before with serious 
health conditions. In recent years, technology has 
allowed home care to become increasingly high-tech, 

uding intravenous infusions, parenteral nutrition, 
plemental oxygen, monitoring devices, and 

respirators. 

• Increased Consumer Demand

incl
sup

: There continues to be 

Dat
in 2
dow
stat

On
pro
Acc
hist
pe health 
age
vac
nur
hom
the 
are 

a growing interest in finding ways to keep patients out 
of institutions treating patients in home or community 
settings. Home care supporters are quick to point out 
that care delivered in a patient's home should cost far 
less than similar care in a hospital or nursing home. 

a from the Annual Home Health Services Survey indicates that 
000 there were 104 home health agencies licensed statewide, 
n from 117 agencies in 1999.  By 2005 the number of agencies 
ewide decreased by only one, to 103. 

e of the major concerns in planning for statewide services is the 
vision of home health services for Georgia’s rural communities.   
ess to healthcare services is particularly problematic, given 
orical problems in recruitment and retention of health care 

rsonnel.  Staffing vacancies and their impact on home 
ncies vary across the state. Figure 10-1 below demonstrates the 
ancy rates for registered nurses, licensed practical nurses and 
se aides by SSDR.   In 2005, skilled nursing (RNs and LPNS) and 
e health aides accounted for 67 percent of all home health visits in 

state of Georgia.  The vacancy rates for the home health workforce 
provided below in Figure 10-1. 
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FIGURE 10-1. 

 

 

 

 

 

 

 

 2005 Home Health Workforce: Vacancy Rate by Planning Area 

 
Total 

Facilities FT RN 
Vacant 

RN 
Vacancy 

Rate FT LPN 
Vacant 

LPN 
Vacancy 

Rate 
FT Aides/ 
Assistants 

Vacant 
Aides/ 

Assistant 
Vacancy 

Rate 
Georgia 103 43,123 109.47 0.25% 316.56 41.00 12.95% 505.34 20.45 4.05% 
SSDR 1 7 93.79 12.00 12.79% 41.00 3.00 7.32% 30.89 0.00 0.00% 
SSDR 2 8 67.5 5.00 7.41% 24.00 6.00 25.00% 20.00 1.00 5.00% 
SSDR 3 22 42,356.3 45.60 0.11% 91.84 16.00 17.42% 82.33 4.50 5.47% 
SSDR 4 6 61.5 3.80 6.18% 14.18 0.00 0.00% 25.50 0.25 0.98% 
SSDR 5 7 66.57 7.30 10.97% 23.15 2.00 8.64% 17.56 0.50 2.85% 
SSDR 6 5 52.5 3.00 5.71% 16.00 2.00 12.50% 21.50 1.00 4.65% 
SSDR 7 7 70.15 10.85 15.47% 16.50 1.00 6.06% 28.00 3.00 10.71% 
SSDR 8 8 50.5 4.00 7.92% 9.50 2.00 21.05% 37.60 3.50 9.31% 
SSDR 9 7 105.17 3.00 2.85% 42.00 1.00 2.38% 161.48 2.00 1.24% 

SSDR 10 7 84.7 8.70 10.27% 20.88 6.49% 6.00 28.74% 46.25 3.00 
SSDR 11 11 66.11 1.21 1.83% 11.50 1.00 8.70% 24.28 1.00 4.12% 
SSDR 12 8 48.92 5.01 10.24% 6.01 1.00 16.64% 9.95 0.70 7.04% 



 

Utilization 

Between 2000 and 2005 the number of home health patients 
decreased from 113,232 to 125,463, or by 10.8 percent, and 
the number of patient visits declined 25.8 percent.  Decreasing 
reimbursement rates for this service has led to decreases i
the number of providers.  Limits on the frequency and duration 
of home care services as s
decreased patient visits. 

The utilization of home health agencies is provided in Figure 
10-2. 

 

 

 

 

 

n 

et by the PPS have significantly 
 

FIGURE 10-2. 
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 Cost 

 Most third-party payers, including HMOs and other private 
carriers, reimburse for home health agency and other home 
care services. Private insurers will generally cover home 
health agency care for their beneficiaries when this care 
substitutes for hospitalization or other institutional care. 
However, the services provided by home health agencies, in 
Georgia and across the nation, are primarily a Medicare 
benefit.  In Georgia in 

 

 

 
2005, Medicare accounted for 69 

Medicare is the dominant payer for home health services, 
changes in payment policies have ceased the rapid growth in 
spending for the service.  

 

 

 

percent of home health agency patients and approximately 
90.2 percent of net patient revenues for the service.  Because 

FIGURE 10-3. 
 

Home Health Average Charge Per Visit 
 

SSDR 2000 2003 2005 
Georgia $104.15 $130.17 $142.10 

1 $113.62 $127.94 $144.54 
2 $105.42 $142.09 $160.90 
3 $112.19 $138.09 $148.03 
4 $102.19 $126.96 $130.31 
5 $109.58 $137.97 $157.90 
6 $112.19 $156.86 $167.56 
7 $112.19 $136.75 $136.48 
8 $101.26 $127.15 $141.44 
9 $86.92 $105.82 $118.59 

10 $87.02 $118.56 $121.81 
11 $102.67 $104.23 $109.99 
12 $96.08 $138.36 $152.15 
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Quality 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The quality of care provided by home health agencies may be 
examined through the measurement of the outcome of 
treatment.  Home Health Quality Measures are depicted in 
Figure 10-4, as compiled by the Commission’s Georgia State 
consultants. 
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FIGURE 10-4. 

Home Health Agency M asures e

State 

at 
walking 
or 
moving 
around 

who get 
better at 
getting in 
and out of 
bed 

patients 
whose 
bladder 
control 
improves 

have less 
pain 
when 
moving 
around 

% of 
patients 
who get 
better at 
bathing 

of 
tients 

who get 
tter at 
ing 

medicines 

% 
patients 
who are 
short of 
breath 
less 
often 

% of 
patients 
who had 
to be 
admitted 
to the 
hospital* 

% Patients 
who need 
urgent, 
unplanned 
medical 
care 

% 
patients 
who 
stay at 
home 
after an 
episode 
of 
home 
care 

% of 
Patients 
who get 
better 

% of 
patients % of 

% of 
patients 
who % 

pa

be
tak

                      
All Study States 37 51 46 60 60 37 56 28 22 68 
                      
CON States 37 52 44 59 59 38 56 30 25 65 

Georgia 40 54 51 63 61 40 60 29 21 67 
Iowa 38 49 40 56 59 37 54 30 24 65 
Washington 37 52 50 58 63 38 61 21 18 76 
West Virginia 43 56 46 59 59 36 56 28 25 70 
                      
Non-CON States 37 51 47 61 60 37 56 27 21 69 
Colorado 35 49 48 56 62 36 59 23 21 72 
Florida 38 51 49 62 63 41 57 24 18 71 
Maine 38 55 48 58 59 39 58 27 22 70 
Massachusetts 39 50 51 63 60 41 59 32 23 65 
Oregon 35 53 50 58 62 37 62 21 20 76 
Utah 41 57 52 58 67 40 63 23 20 71 
Wisconsin 38 51 47 59 58 36 58 26 22 71 

 
 
 
 
 
 
 



 
 
 

 

Current Regulatory Scheme 

Georgia 

Department of Human Resou

Georgia's licensure rule fo e h 
Agencies w established ov e  mi
requirem ng to n and m
home heal  agencies. The Office of Regulatory Services of 
the Depa n Reso es com ance t
state guide es. 

Departmen munity Health

A wide var e health a cies have emerg servin
individuals ferent set gs.  The Certificat of Nee
(CON) Pro rs only licen alth agencie
which are fined as: private organi ns, whi h are pr arily 
engaged i re to ividual ho ar nder 
written pla  of a physi  a iting b  in th
places of resi ce used as su ndivi s' home, -time 

d  or er th
supervision ered pr sional rse, a e 

ervices: 

• ph apy; 

• ccupational therapy; 

• peech therapy; 

• edical-social services under the direction of a 
hysician; or 

• part-time or intermittent servi  of a home health 
aide. 

rtifi N  a e cy is required 
o t bli nt of hom th agency or the 

the rvice a of an existing 

The ed for a new o expand me health agency is 
determined t ou h application of a numerical need 

ogy an a h p cted number of 
erved  existing genci .  Home health 
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com tive re w.  Fig  10-5 d onstr s the number of 
CO cations that h  been ived by the Department 
sinc ginning of the ON pro m. 
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FIGURE 10-5. 

Home Health Applications                                  
1979 to Present, Final Findings 

BATCHED REVIEW  Approved Denied Withdrawn Appeals 
383 TOTAL APPLICATIONS  133 182  180 68

 
 

e Community Health Accreditation Program, 
Inc. (CHAP). Accreditation by these organizations is 

eal of approval." Such an 
approval indicates that an organization meets certain 

ent of Human Resources/Office 
of Regulatory Services. Accreditation may also be a condition 
of r b in insurers and other payers. 

 
 
 

JCAHO, CHAP. 

Two major accreditation bodies for these services are the Joint 
Commission on Accreditation of Health Care Organizations 
(JCAHO) and th

recognized nationwide as a "s

performance standards. Because these standards reflect 
state-of-the-art performance expectations, organizations that 
meet these standards improve their ability to provide quality 
patient care. Both of these organizations perform on-site visits 
and establish standards for many aspects of home health 
agencies including, but not limited to, patient advocacy, 
governance, administration, quality of care, quality assurance 
and medical records. Home Health Agencies that are surveyed 
and certified by CHAP and/or JCAHO have deemed status 
with Medicare and the Departm

eim ursement for certa
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Comparison States 

Among the states that have a CON program,
services are not always covered.  Nationwid
include home health care as a reviewable servi

FIG

 home health 
e only 17 states 
ce.   

URE 10-6. 

HOME HEALTH AGENCY 
CON Regulation 

Colorado No 
Florida No 
Georgia Yes 
Iowa Yes 
Maine No 
Massachusetts No 
Oregon No 
Utah No 
Washington Yes 
West Virginia Yes 
Wisconsin No 

 

Fe

Medicare. 

As the federal agency with authority over Medicare’s 
administrative, clinical, and reimbursement policies, CMS 
effectively shapes the home health agency environment, and 
determines its direction as a covered benefit. CMS 
established, and periodically updates, the Medicare Conditions 

f Participation, standards by which CMS’s contracting agency 
in each state – in Georgia, the Department of Human 

 Services – evaluates home 
rtifies them for participation in, and 

ment by, Medicare. The Conditions of Participation 
s a edicaid programs, to determine 

bility for ticipatio and payment by that federal-state 
entitlement program.   

As part of a broad quality improvement initiative, the federal 
government began requiring that every Medicare-certified 
home health agency complete and submit health assessment 
information for their clients. The instrument/data collection tool 
used to collect and report performance data by home health 
agencies is called the Outcome and Assessment Information 
Set (OASIS). Since fall 2003, CMS has posted on the 
Medicare website a subset of OASIS-based quality 
performance information showing how well home health 
agencies assist their patients in regaining or maintaining their 
ability to function. Measures of how well people can get along 
in their homes performing activities of daily living (ADLs) form 
a core of the measures, but these are supplemented with 
questions about physical status and two use-of-service 
measures (hospitalization and emergent care). 

In 2004-05, a private non-profit organization, the National 
Quality Forum (NQF), convened technical experts representing 
varying perspectives to review quality measures for home 
health care.  Following a long review and consensus 
development process, the group endorsed measures for use in 
public reporting. The ten measures CMS includes in Home 
Health Compare (as of September 2005) reflect those 
recommendations. 

The measures (all collected via the OASIS data set) are: 

• Improvement in Ambulation/Locomotion  

o

Resources/Office of Regulatory
health agencies and ce
reimburse
are al o used by m ny state M
eligi  par n in 

As depicted in Figure 10-6, among our eight study states with 
CON, only Georgia, Iowa, Washington and West Virginia 
include home health as a reviewable service.  

deral Oversight 
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• Improvement in Bathing  

Improvement in Transferring  

• Improvement in Pain Interring with Activity  

• Acute Care Hospitalization  

• Emergent Ca

• Discharge to Community  

• t in Dyspnea (Shortne  Breath)  

• Impr ry Incontine

Another part S/CMS quality initiative includes Quality 
Improvemen anizations (QIOs). QI in each state 
and are priv ons that contra h CMS to help 
improve the  provided to patients. In 
addition to a eficiaries with complaints about the 
quality of care they receive, physicians and other health care 
experts work with home health agencies to encourage the 

• 

• Improvement in Management of Oral Medication  

re  

Improvemen ss of

ovement in Urina nce 

of the HH
t Org Os exist 
ate organizati ct wit
quality of care  Medicare 
ssisting ben

adoption, use, and monitoring of best practices and quality 
measures. 
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Strategic Options 

Option 10

Mai in

Optio 1

Mai in gulation of home health and issue a 
moratorium on new agencies. 

Option 10.2 

Deregulate from CON but issue a moratorium on new home health 
ag ie

O

O

ption, applicants would not need to obtain a CON for 
the establishment or expansion of a home health agency; 
however, home health agencies would still be required to report 
data on a regular basis. 

Option 10.5 

Deregulate home health agencies in general and only require a 
CON for Medicaid-Certified Agencies. 

 .0 

nta  existing CON regulation of home health. 

n 0.1 

nta  existing CON re

enc s. 

ption 10.3 

Deregulate home health from Certificate of Need. 

ption 10.4 

Deregulate home health and create a data reporting model. 

Under this o
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Recommendations

Recommendation 10.0  (Unanimous) 

ces. 

ssion unanimously recommends that home health 
services continue to be regulated by CON.  Members of the 

es quality in this area.  Committee 
members considered the concerns expressed by home health 

keholders regarding indigent and charity care 
t stated in the service-specific rules.  They decided 

Maintain existing CON regulation of home health servi

The Commi

Commission believe that CON regulation adequately 
determines need and assess

agency sta
commitmen
to leave the issue of determining the proper indigent and 
charity care requirement to the Department and its rule-making 
authority. 
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Chapter 

11 Long Term Care Services 

Assisted Living 
An me Services in Georgia  Analysis and Evaluation of Personal Care Ho

Overview 

Ba

n but do not require clinical care or support. They 
provide housing, meals, supervision, and some assistance with 
activities of daily living (ADL) to residents who may not need the 
level of skilled care provided in nursing homes. There is no 
uniform personal care home model. They vary in the types of 
services they provide and the types of residents they serve. 
Personal care homes range from small, freestanding, 
independently owned homes with a few residents to large, 
corporately owned facilities that offer meals, housekeeping, and 
limited personal assistance. Some services may be provided by 
the facility’s staff or by staff under contract to the facility. In other 
instances, the facility may arrange with an outside provider to 
deliver some services, with residents paying the provider directly, 
or residents may arrange and pay for services on their own. 
Residents come to personal care homes from their own 
residences, family referrals or referrals from healthcare facilities. 
States have the primary responsibility for overseeing the care that 
personal care home facilities provide to their residents. The terms 
“personal care home” and “assisted living” are synonymous. The 

number of states that use the term “assisted living” has increased 
significantly in the past two years, and there is wide variation 
among the states in how the term is defined. The State of Georgia 
uses the term “personal care homes.”  

• Personal care homes represent a consumer-focused 
model of resident housing which organizes the setting 
and delivery of services around the resident rather than 
the facility. The personal care home model is continuing 
to evolve and is offering a level of care that is considered 
to be appropriate for seniors wishing to maintain 
independent lifestyles. Whereas personal care homes 
were previously developed as a “between” level of care 
from a retirement community to a nursing home, today, 
personal care homes are now being developed as core 
resident models. This is evident with the increasing 
number of freestanding facilities.  

There are several factors which are expected to impact the 
demand for personal care homes in the future, including the aging 
of the American population and the increase in life expectancy, the 
increase in the number of persons aged 85 and over and the 
increase in the number of people who live alone. Forecasters 
predict that the 85+ age cohort will increase 33.2 percent between 

ckground 

Personal care homes are residential care settings for persons who 
can no longer live independently and who require some 
supervisio
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2  Another factor is the increasing numbers of persons 
alder with incomes sufficient to afford assisted living.  
 National Academy for State Health Policy sug

t e long term care trends that have been eviden
t o ten years has been the endorsement by providers 
of the “aging in place” concept. This concept would allow providers 
to retain residents with higher levels of impairment and allow 

o be provided onsite. Other trends 
lized resources for residents with 

n which women outlive men. This growth in the 
derly living alone has resulted in the increasing 

demand for services that historically have been provided by a 
er family members or live-in caretakers. Other 

cluding the rising rates of divorce have increased the 

Ac

 

 

 

 

 

 

 

 

 

 

 

000-2010.
80-years and 
Moreover, the
hat among th
he past five t

gests 
t over 

 

limited health related services t
include the provision of specia
Alzheimer’s disease or related dementia. The rapid growth of the 
frail elderly is expected to impact the demand for this resident 
model. Demographically, this population increase reflects an aging 

 

population i
number of el

spouse, oth
changes in
number of people living alone. 

cess, Supply and Distribution 

As of June 2001, the Georgia Department of Human Resources, 
Office of Regulatory Services reported licensing 1,611 personal 
care homes with a bed capacity of 25,234 beds. While 85% 
(1,366) of all personal care homes in Georgia are those that have 
24 beds are less, these facilities maintain only 40% of all beds. 
Facilities with 25 beds are greater (245) represent fifteen percent 
(15%) of all facilities and maintain 60% of personal care home 
beds. Only facilities with 25 beds are greater are currently 
regulated by the state’s Certificate of Need process. In 2005, 255 
facilities with 25 beds or greater existed in Georgia. 

Figure 11-1 depicts the current distribution of personal care homes 
in the state. 

 

 

CHAPTER 11:  LONG TERM CARE:  ASSISTED LIVING       142 
FINAL REPORT OF THE COMMISSION ON THE EFFICACY OF THE CON PROGRAM 



 

FIGURE 11-1. 
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Utilization 

In Georgia, the average occupan
with 25 beds or greater was 87
rentable beds in 255 facilities. 

A 2000 Price Waterhouse Coop
survey conducted by Georgia-AL
homes serve mostly residents wit
years old. The Georgia – ALFA surv
with 25 or more beds. The Pric
indicated that over half of the reside
some level of Alzheimer or dementi
with three ADL’s, typically bathi
administration. A typical resident i
female and is either widowed or si

Cost 

Most residents of personal care h
through other private funding, he
policies. Costs vary depending on t
and the types of services required 
average daily cost in 1999 was $7
$2,247/month, or $28,000 annually.  In
room and board charge in Geo
tracks the number of facilities an
Georgia’s personal care homes. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

cy rate for personal care homes 
.50% in 2005, based on 12,573 

ers/ALFA study and an ad hoc 
FA indicated that personal care 
h an average age of about 83 

ey focused only on facilities 
e WaterHouse Coopers survey 

nts in this age cohort have 
a impairment and require help 

ng, dressing and medication 
n a personal care home is 

ngle. 

omes pay for care out-of-pocket, 
alth insurance, or long term care 

he size of the resident’s room 
by residents. Nationally, the 

6.60, equating to approximately 
 2005, the average monthly 

rgia was $3,242.  Figure 11-2 
d average monthly charge for 
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FIGURE 11-2. 

Georgia Personal Care omes  H

Year Facilities 
Number of 
Residents 

Average 
Charge/Month 

Number of 

2001 273 9,057 $2,022 

2002 282 9,875 $2,069 

2003 267 10,709 $2,498 

2004 253 10,831 $2,263 

2005 255 11,001 $3,242 

 

Qu  

 

 

 

 

 

 

ality 

A CON applicant for a new or expanded personal care home is 
required to provide evidence of intent to comply with all 
appropriate licensure requirements, resident life safety standards, 
and operational procedures required by the Georgia Department 
of Human Resources.  

 

CHAPTER 11:  LONG TERM CARE:  ASSISTED LIVING       145 
FINAL REPORT OF THE COMMISSION ON THE EFFICACY OF THE CON PROGRAM 



 

Current Regulatory Scheme 

Georgia 

Department of Human Resources 

DHR licenses a personal care ho any ng that provide
or arranges for the provision of housing, food service, and one or 
more personal services for two or adu o are not relate
to the owner or administrator by blood or marriage. (Personal 
services include but are not limit ndi  assistance wit
and supervision of self-administered medications and essential 
activities or daily living such ting thing, grooming
dressing, and toileting.)  

The following facilities are exempt f his ure requirement: 

• Boarding homes or rooming houses that provide no 
personal services other than lodging and meals.  

 

• Facilities providing residential services for correctional 
institutions.  

• Hospices.  

• Therapeutic substance abuse treatment facilities.  

• Group residences organized by or for persons who 
choose to live independently or who manage their own 

re and share the cost of services including but not 
care, transportation, rent, utilities and 

  

• table organizations providing shelter and other 
ces without charging any fee to the residents.  

• y personal care home operated by the federal 
nment.  

 All p are homes shall be licensed as provided for in Code 
Secti -3, except that, in lieu of licensure, the department 
may ersons who operate personal care homes with two 
or th  for non-family adults to comply with registration 
requirements designed to protect the health, safety, and welfare of 
the occupants of such personal care homes.  

Department of Community Health 

The 2001 Personal Care Home Technical Advisory Committee 
TAC) recommended that need for Personal Care Homes be 

determined through the application of a numeric formula. This 
three-tiered stratification formula is similar to the methodology that 
is used for nursing home and home health services. Need is 
projected on a three-year planning horizon.  

The numeric need for a new or expanded personal care home 
facility in any planning area in the horizon year is determined by a 
population-based formula which is the sum of the following:  

• A ratio of 18 beds per 1,000 projected horizon year civilian 
noninstitutional (CNI) population age 65-74  

ca
limited to attendant 
food preparation.

 Chari
servi

me as  dwelli s 

 more lts wh d 
 An

govered to i vidual h 

ersonal c
on 31-7

as ea , ba , 

require p
ree bedsrom t  licens

• Facilities offering temporary shelter such as those for the 
homeless and victims of family violence.  

• Treatment facilities that provide medical nursing services 
and that are approved by the state and regulated under 
more specific authorities. 

(
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• A ratio of 40 beds per 1,000 projected horizon year civilian 
n age 75-84;  

• A ratio of 60 beds per 1,000 projected horizon year civilian 
noninstitutional (CNI) population age 85+. 

r personal care home beds in 
each health planning area is determined by subtracting the 

In addition to the numerical need standard, the Department, 

uses a number of other standards in determining whether to grant 
a p
are: 

• continuity of care 

• 

• personnel 

• vement program 

sibility 

Comparison States 

Many states do not regulate personal care homes through a CON 
program.  S e 
personal ca  
is a listing of

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

noninstitutional (CNI) populatio

pecifically, of the ten comparison states, only two regulat
re homes through a certificate of need process.  Figure 11-3
 the comparison states. 

The net numerical unmet need fo

number of existing and approved personal care home beds in the 
health planning area from the projected number of personal care 
home beds needed in the horizon year; provided however, that if 
the net numerical unmet need exceeds fifty percent (50%) of the 
current existing and approved beds in the planning area, the net 
numerical unmet need is limited to fifty percent (50%) of the 
existing and approved beds at the time the calculation is made.  

through the Division of Health Planning and the CON process, 

ersonal home operating certificate.  Among these standards 

• physical plant design 

quality of care 

quality impro

• financial acces

• data reporting 
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FIGURE 11-3. 

Personal Care Homes  

CON Regulation 

Colorado No 

Florida N  o

Georgia Y s e

Iowa N  o

Maine N  o

Massachusetts Y s e

Oregon N  o

Utah No 

Washington Yes 

West Virginia No 

 

Federa

By l , onal care home expenses. 

 

 

 

 

 

l Oversight 

aw Medicare does not pay for pers
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Strategic Options 

Option 11.0 

Maintain existing CON regulation of personal care homes with 
greater than 24 beds. 

Option 11.1 

Maintain existing CON regulation of personal car ut also 
require a CON for those homes with fewer than 25 beds. 

Option 11.2 

Maintain existing CON regulation of personal  
increase the bed threshold to a higher limit. 

Option 11.3 

Deregulate personal care homes from Certificate of Need entirely. 

Option 11.4 

Deregulate personal care homes and create a data reporting 
model. 

pplicants would not need to obtain a CON for 
the establishment or expansion of a personal care home; 

 
data on a regular basis. 

Option 11.5 

Deregulate personal care homes except for Medicaid-Certified 
Personal Care Homes 

is option all personal care homes that are to be Medicaid-
rtified would require a CON regardless of size. 

Under th
Ce

e homes b

care homes but

Under this option, a

however, personal care homes would still be required to report
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Recommendations 

Recommendation 11.0  (Unanimous) 

mission unanimously recommends that CON 
ation of personal care homes be discontinued except for 

wer beds, 
d by CON because they receive reimbursement 

from the State.  In order to encourage personal care homes as 
an alternative to skilled nursing facilities, the Commission 

ss and regulation. 

Deregulate personal care homes except for Medicaid-Certified 
personal care homes. 

The Com
regul
those personal care homes that seek Medicaid certification. 
This recommendation requires that all Medicare-certified 
personal care homes, including those with 24 or fe
be regulate

recommends that all non-Medicaid personal care homes be 
exempt from the Certificate of Need proce
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Chapter 

12 Long Term Care Services 

Rehabilitation Services 
An patient Physical Rehabilitation Services in Georgia  Analysis and Evaluation of Comprehensive In

Overview 

Ba

Department of Community Health rule that governs this service 
defines CIPR Programs as “rehabilitation services which have 
been classified by Medicare as an inpatient rehabilitation facility as 
per 42 C.F.R. §412.23(b)(2), provided to a patient who requires 
hospitalization, which provides coordinated and integrated 
services that include evaluation and treatment, and emphasizes 
education and training of those served. The program is applicable 
to those individuals who require an intensity of services which 
includes, as a minimum, physician coverage 24 hours per day, 
seven days per week, with daily (at least five days per week) 
medical supervision, complete medical support services including 
consultation, 24-hour-per-day nursing, and daily (at least five days 
per week) multidisciplinary rehabilitation programming for a 
minimum of three hours per day.” 

A key indicator of increased demand for inpatient services is 
population growth. Georgia’s growing population is expected to 

result in higher inpatient utilization and as this growing population 
ages, the demand for inpatient services also will increase.   

More importantly, another substantial gain in population is 
anticipated in the 75 & over age group. This is attributed to both 
medical advances and lifestyle improvements that have increased 
life expectancy.  As a direct result of this aging of the population, 
there will be an increased demand for health care services. 

Inpatient Rehabilitation Facilities are intended to serve patients 
recovering from medical conditions that typically require an 
intensive level of rehabilitation in an inpatient setting.  The number 
of inpatient rehabilitation facilities (IRF) has grown steadily over the 
past decade as have Medicare payments made to these facilities.  
According to a recent GAO Report, the number of IRFs grew from 
907 in 1992 to 1,256 in 2003. The aging of the population will 
continue to add to the demographic shift in the population.  
Additionally, the longer life span of patients with chronic diseases 
and disability should also increase the need and demand for 
rehabilitation services.  Because of the ongoing challenges to 
industry providers, planning for the development of inpatient 
rehabilitation services remains a difficult process. 

ckground 

A Comprehensive Inpatient Physical Rehabilitation (CIPR) 
Program is generally defined as a facility that provides medical 
and rehabilitation services for twenty-four hours a day.  The 
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Access, Supply and Distribution 

The rules for Comprehensive Inpatient Physical Rehabilitation 
Services delineate four planning areas called Rehabilitation 
Regions. Figure 12-1 is a map of the service regions including the 
existing facilities. 
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FIGURE 12-1. 
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Figure 12-2 shows the number of C
Stay (ALOS), and the occupancy rate

IPR beds, Average Length of 
s of each CIPR facility by 

Rehabilitation Region.  In 2005, there were twenty-seven facilities 

3, and in Area 4 it is 59.40%. The largest 
concentration of facilities and beds in is Area 1 which includes the 
metropolitan Atlanta area.  Children’s Healthcare of Atlanta – 
Scottish Rite has the highest average length of stay and the 
highest occupancy rate in the state, as it has the greatest number 
f pediatric inpatient rehabilitation beds.  Currently, the Roosevelt 

Warm Springs Institute for Rehabilitation has the highest number 
of set-up and staffed CIPR beds, its occupancy rate is 71.13%, 
and the ALOS for the facility is 26.9 days. 

 

 

 

 

 

FIGURE 12-2. 

Number of Beds, Percent Occupancy, & Average Length of Stay by 
Planning Area, 2005 

CIPR 
Area Facility 

Total 
No. of 
Beds 

Percent 
Occupancy 

Average 
Length of 

Stay  
1 St. Mary's Hospital 20 75.73% 15.4  

 

 
that reported data regarding their CIPR programs.  These facilities 
reported a total of 704 beds throughout the state.  The average 
occupancy rate for facilities in Area 1 is 56.74%, 67.74% in Area 2, 
49.00% in Area 

 

 

 

o

 Southern Regional Medical Center 20 23.75% 15.5  
 DeKalb Medical Center 25 46.71% 14.5  
 Emory University Hospital 46 69.63% 14.3  
 Wesley Woods Geriatric Hospital 16 54.59% 10.1  
 Floyd Medical Center 17 65.72% 13.6  
 Redmond Regional Medical Center 20 49.10% 10.1  
 Atlanta Medical Center 17 54.17% 13.5  
 CHOA - Scottish Rite 23 83.00% 29.8  
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Number of Beds, Percent Occupa e Length of Stay by 

CIPR 
Area 

 North F

ncy, & Averag
Planning Area, 2005 

Facility 

Total 
No. of 
Beds 

Percent 
Occupancy 

Average 
Length of 

Stay  
ulton Regional Hospital 33 64.87% 15.1  

 Piedmont Ho
 South Fulton 
 Emory Eastsi
 Roo

sptial 15 75.34% 12.9  
Medical Center 20 46.23% 13.7  
de Medical Center 20 14.42% 12.1  

sevelt Warm Springs Institute 64 71.13% 26.9  
         

seum Medical Centers 29 73.29% 11.6  
uth Central GA Rehab 58 81.79% 15.0  

w Park Hospital 15 60.11% 12.6  
ctor's Hosptial of Augusta 28 55.78% 12.2  

  
2 Coli
 HealthSo
 Fairvie
 Do

         
cal Centers 48 27.49% 11.6  

ey Memorial Hospital 18 61.22% 10.8  
rgia Medical Center 24 35.90% 11.6  

hston Orthopedic Hospital 28 49.13% 13.4  
bold Memorial Hospital 20 78.73% 13.8  

Medical Center 15 41.61% 7.5  

  
3 Palmyra Medi
 Phoebe Putn
 South Geo
 Hug
 Arch
 Tift Regional 

         
dler Hospital 23 71.22% 14.5  

h's Hospital 22 68.95% 12.5  
cal Center 20 37.97% 11.9  

  
4 Can
 St. Josep
 Satilla Regional Medi
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Figure 12-3 shows the gross revenue per CI
2000-2004 for the th ehabilitation specialty hospitals in the 
state.  Those facilities are:  Roosevelt W rings Institute 
for Rehabilitation, HealthSo Rehabilitation 
Hospital, and Walton eha ross revenues 
per CIPR day remain  fai
time period.  Since 20 2, R has seen a 
slight decline in gross reven PR days 

increased.  Both the gross revenues and number of patient 
ed nt for HealthSouth Central Georgia.  

abi Hospital saw a peak in gross revenue 
p day in .  During that year, the facility saw its 
h ss rev to te, however the number of patient 
d ned eleven percent (11%) from the previous year.  
T ing y oth gross revenue and CIPR days 
d o  reversed in 2004. 
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Quality 

The Commission o creditation of Rehabilitation Facilities 
(CARF) is a private, not -profit third party on body that 
accredits over 30,000 ces 
continuum.  Purchaser  an cal rehabilitation 
care choose CARF accredit itation 
services that demonst  th eet 
internationally recogn a

CARF requires organi tion to demonstrate to a survey team 
conformance to stand ds h s values 
and approaches in th lo  mission; 
input from persons s ved al-
centered planning; design, he persons 
served; continuity of ca e; qu rvices; 
leadership, ethics, a d nancial 
management; human so  accessibility; health and safety; 
infrastructure mana en ent and 
performance improv t.  

A quality organization, a co ng: 

• Service design nd  needs 
of the perso  se  other 
stakeholders.  

• Involvement the s partners in the 
individual plan g p

out a agement system that is used to 
ntinuou prove the quality of individual programs 

orga l p actices.  

T n of CA  to p omote the quality, value, and optimal 
o f servi roug  a consultative accreditation process 
th s on en g t  lives of the persons served.  Since 
a cess t  qu lity health care services has always 
bee staple of G orgia’s CON standards, the Georgia CON 
ru standar for comprehensive inpatient physical 
re n servi uir facilities to be CARF accredited. 
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of persons served a
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Current Regulatory Scheme 

Georgia 

Department of Communit

In Georgia, Comprehensi
(CIPR) is a covered servi
governing this service 
revised rules require th
Medicare as an inpa
accepting its first patie
minimum bed sizes, lice

cations submitted to 
ces from 2001 to 

was submitted over 
ons submitted were 
rawn prior to a final 

appealed over this 

 

y Health 

ve Inpatient Physical Rehabilitation 
ce under the CON program.  The rules 

were recently revised in mid-2006.  The 
at CIPR programs be classified by 

tient facility within twenty-four months of 
nt.  The rules also establish standards for 
nsure and expansion, and data collection. 

Figure 12-4 is a summary of the CON appli
the Department for Inpatient Rehabilitation Servi
2006.  An average of two applications per year 
this period.  None of the fourteen applicati
denied.  Four of the applications were withd
decision.  Only three applications have been 
time period. 

 

 

FIGURE 12-4. 

CON Applications Submitted Requesting 
Rehabilitation Services
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Comparison States 

Of the comparison states, Maine, Massachusetts, Washington, 

 

 
 

 

FIGURE

and West Virginia also regulate rehabilitation services under their 
individual CON programs.  Colorado, Florida, Iowa, Oregon, Utah, 
and Wisconsin do not regulate these services by Certificate of 
Need.  Of the thirty-six (36) states with Certificate of Need 
programs, twenty-six regulate rehabilitation services.  Figure 12-5 
represents the study states and whether they regulate 
rehabilitation services. 

 
 
 

 

 12-5. 
 

Rehab Services Regulated by CON 

Colorado N 
Florida N 
Georgia Y 
Iowa N 
Maine Y 
Massachusetts Y 
Oregon N 
Utah N 
Washington Y 
West Virginia Y 
Wisconsin N 

 
 

Federa

uring the 1990s, the rehabilitation industry experienced 
considerable changes due to shifting market forces.  The driving 
orces of change were threefold and included a shift in payer type, 
from indemnity, fee-for-service insurers to managed care 
rganizations (MCOs); changes in Medicare reimbursement 

methodologies mandated by the Balanced Budget Act of 1997 

(BBA);  and the Centers for Medicare & Medicaid Services’ 
Seventy-five Percent Rule. 

Balanced Budget Act 

Passed in August 1997, the main objective of the Balanced 
Budget Act (BBA) was to reduce Medicare outlays.  A component 
of the BBA, the prospective payment system (PPS), has had 
significant implications for the rehabilitation industry. The PPS for 

l Oversight 

D

f

o
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rehabilitation was intended to reduce the significant amount of 
n hospitals.   

The BBA also instituted the PPS for rehabilitation facilities, an 
the government took in an attempt to reduce some of the 

unnecessary shifting of patients between PPS facilities to the more 
ment facilities.  The conversion 

-based reimbursement system to 

ne of the most challenging issues facing the inpatient physical 
rehabilitation services industry is the implementation of the 75% 
Rule.  Originally issued in
for the Centers for Medi
able to distinguish IRFs from o
The Rule also ensures that 
intensive services are not 

The 75% Rule was most recently 
implemented over a thre
The revised Rule states that 
an IRF, it must show that du
percent of all its patients, i
intensive rehabilitation servi
the thirteen conditions li
remaining 25 percent of p
in the rule.  If an IRF does n

75 percent rule, it may lose its classification as an IRF and would 
no longer be eligible for reimbursement at a higher rate.  The 2004 
final Rule also laid out a 3-year transition period during which 
enforcement of the rule was resumed, with the threshold 

Medicare Reimbursement 

Medicare payments to IRFs grew from $2.8 billion in 1992 to an 
stimated $5.7 billion in 2003.  Payments are projected to grow to 

almost $9 billion per year by 2015.  Because patients treated at 
IRFs require more intensive rehabilitation than is provided in other 
settings, such as an acute care hospital or a skilled nursing facility, 
Medicare pays for treatment at an IRF at a higher rate than it pays 
for treatment in other settings.  With the increase in total 
payments, CMS also projects significant savings during the first full 
year after implementation of the Seventy-five percent Rule. 

 

 

 

 

 

 

 

money paid by Medicare to rehabilitatio

percentage of patients meeting the condition requirements being 
lowered to 50 percent for the first year and subsequently rising in 
stages to reach 75 percent for the IRF’s cost reporting period 
starting on or after July 2007. Effective July 1, 2007, the close of 
the transition period, IRFs will be expected to meet full compliance 
with the 75% Rule. 

action 

favorable TEFRA-based reimburse
of acute rehabilitation from a cost
PPS was phased-in over a three-year period that was intended to 
begin on October 1, 2000, but was postponed until 2002. During 
that time, acute rehabilitation facilities were reimbursed under a 
blended rate schedule combining rates established under TEFRA 
and the PPS.   

Seventy-five Percent Rule  e

O

 1983, the 75% Rule serves as a method 
care & Medicaid Services (CMS) to be 

ther settings for payment purposes.  
Medicare patients who may need less 

placed in IRFs. 

revised in 2004 and is being 
e-year period that started in July, 2005.  

in order for a facility to be classified as 
ring a 12-month period at least 75 

ncluding its Medicare patients, required 
ces for the treatment of at least one of 

sted in the rule.  The Rule allows the 
atients to have other conditions not listed 

ot comply with the requirements of the 
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Strategic Options 

O

O

Deregulate comprehensive inpatient physical rehabilitation 
services rom Certificate of Need. 

Option 12.2 

Deregulate comprehensive inpatient physic ation 
services and create a data reporting model. 

Under this option, applicants would not need to ob ON for 
the establishment or expansion of comprehe
physical rehabilitation services; however, existing
still be required to report data on a regular basis. 

Option 12.3 

Deregulate comprehensive inpatient physic ation 
services rom CON but increase licensure standards. 

 

 

 

 

 

 

 

 

 

 

 

 

 

ption 12.0 

Maintain existing CON regulation of comprehensive inpatient 
physical rehabilitation services. 

ption 12.1 

 
 f

 

al rehabilit
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Recommendations 

Re

s and not on authorized beds. Such members 
 the need methodology will allow the 
y project need and allow new 

rts the deregulation of 

commendation 12.0  (6 Agree, 1 Disagrees, 3 Abstain) 

Maintain existing CON regulation of Comprehensive Inpatient 
Physical Rehabilitation. 

A majority of the Commission recommends that 
comprehensive inpatient physical rehabilitation (CIPR) 
services continue to be regulated by CON.  In addition, these 
members of the Commission recommend that the need 
methodology for CIPR services be based on set-up-and- 
staffed bed
agreed that this change to
Department to accuratel
providers to enter the market, increasing access to CIPR 
services.  Such members did not recommend the deregulation 
of this service because they felt that the service required a 
highly-skilled workforce and that deregulation may drain the 
workforce from existing facilities, thereby lowering quality of 
care. 

One member of the Commission disagreed with this 
recommendation.  This member suppo
CIPR services to promote access and competition. 
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Chapter 

13 Long Term Care Services 

Traumatic Brain Injury 
An Analysis and Evaluation of Traumatic Brain Injury Services in Georgia 

Overview 

Background 

The CON rules define traumatic brain injury as ”a traumatic insult 
to the brain and its related parts resulting in organic damage 
thereto that may cause physical, intellectual, emotional, social, or 

Injury Prevention 
and Control, the severity of a TBI may range from “mild,” i.e., a 

 in mental status or consciousness to “severe,” i.e., an 
extended period of unconsciousness or amnesia after the injury.  

severe” (an 
extended period of unconsciousness or amnesia). 

There are three stages of treatment for TBI: acute, sub-acute, and 
hronic.  The goal of acute treatment is to stabilize the patient 

immediately after injury; once the patient is stabilized, the focus 
urns to maintaining body fluid levels and preventing or treating 
other complications.  During acute treatment, particular attention is 
paid to monitoring and treating swelling in the brain as it could lead 
to intracranial pressure (ICP).  ICP can prevent blood from 

circulating properly in the brain tissue causing excessive damage 
o brain cells.  A brief period of excessive ICP could cause 
ermanent damage.  Other concerns of acute TBI treatment are 
reventing the buildup of fluid in the brain and preventing the onset 

of other medical problems (e.g. seizures, pneumonia, sinusitis, 
tc.). 

ub-acute treatment is provided after stabilization, and can range 
from maintaining medical stability to returning a patient to the 
ommunity to admitting a patient to a chronic care facility.  During 

sub-acute treatment, patients are generally admitted to acute 
ehabilitation hospitals that are equipped to manage TBI and its 

complications.  The main goals of sub-acute treatment are early 
etection of complications, facilitation of neurological and 

functional recovery, and prevention of additional injury.  
eurological function improvement is often fragmented, so 

rehabilitation professionals that specialize in TBI (e.g. physical and 
ccupational therapists, neurologists, and others) help patients 

and their caregivers understand neurological improvements.  
ome patients have to re-learn basic and routine tasks such as 

buttoning a shirt or tying shoelaces.  When some patients are 
dmitted to acute rehabilitation hospitals following a TBI, they may 

experience post-traumatic amnesia (PTA).  During PTA, patients 

t
p
p

evocational changes in a person.  It shall also be recognized that a 
person having a traumatic brain injury may have organic damage 
or physical or social disorders, but shall not be considered 
mentally ill.”  According to the National Center for 

S

c
brief change

r
The severity of a TBI can range in severity from “mild” (a brief 
change in mental status or consciousness) to “ d

N

oc

St

a
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may experience poor balance, poor coordination, or weakness.  
of the extent of their injuries and their 

ay try to walk or climb out of bed by 
themselves, which may cause them further harm.  Generally, once 

be safe at home, the patient is discharged from the acute 

rk together to 
rovide the physical, mental, and emotional treatment necessary 

to help the patient achieve his recovery goals. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

They may be unaware 
physical limitations, and m

patients and their caregivers can demonstrate that the patient will 

rehabilitation facility. 

There are two categories of chronic treatment, community-based 
rehabilitation and return to work or school, and treatment of long-
term effects of TBI.  In order for a patient to experience the full 
benefits of rehabilitation, it must take place in their communities 
and outside of a controlled environment. Depending on the 
complexity of their cases, some patients do best with individual 
therapy at an outpatient facility or in their own homes while others 
benefit from case-management programs.  Both settings involve 
working with specialists, but the case-management approach also 
involves a case manager, and can also include social workers 
and/or vocational specialists. Some TBI patients may experience 
residual symptoms that require skilled management by qualified 
neurologists, physiatrists, and neuron-psychologists. 

The key component of treatment of and ultimately recovery from 
TBI is social support.  A patient’s care network consisting of family, 
friends, and professionals becomes essential to his recovery.  
Once a patient plateaus, his care network must wo
p
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Acc ly and Distribution 

ht designated TBI facilities in the state of Ge
sts the facilities along with the location 

unt of each. 

 

 

FIGURE 13-1. 

eds 

ess, Supp

orgia.  
and 

 There are eig
Figure 13-1 below li
official bed co

SSDR County Facility Name Total B

1 Walker Safehaven 12 

3 Cobb Transitions Atlanta 14 

3 DeKalb Shepherd Pathways 27 

3 Fulton Atlanta Rehabilitation Institute 10 

3 Fulton Restore Neurobehavioral Center 24 

3 Gwinnett 
Learning
Peachtre

 Services Cor
e Campus 

poration-
18 

3 Gwinnett Palm Creek Farm 6 

7 Richmond Walton Transitional Livi nter 20 ng Ce
 

 

 

 

 

 

 

For purposes of the administration and implementation of the 
CON program, need for Traumatic Brain Injury services is 
based on the need method described in the State Health 
Component Plan for Traumatic Brain Injury Facilities.  Need is 
determined by a demand-based forecasting model which takes 
into account patient projections for both Transitional Living and 
Life Long Living Programs.   

The services and facilities are distributed throughout Georgia 
as depicted on Figure 13-2. 
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FIGURE 13-2. 
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Utilization  

 The most common causes of TBI are falls, motor vehicle 
accidents, struck by/against events, and assaults.  More than half 
of all TBIs are the results  of falls and motor vehicle accidents.  In 
the United States, 1.4 million people sustain a TBI each year.  Of
that number, 235,000 are hospitalized and survive, and 50,000
die.  In addition, 80,000 to 90,000 people experience the onset of 
long-term or lifelong disability asso ith ast 2% of 
the US population currently lives with disabilities associated with 
TBI.  Approximately 75% of TBIs that occ r each year are 
concussions or other forms of mild TBI

 

 
  

 ciated w TBI.  At le

u
. 

FIGURE 13-3. 
 

 
n Injury Association of Oklahoma 
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There are some segments of the population that are at high risk fo
TBI.  They include: 

• Young people 

• Low-income individuals 

• Unmarried individuals 

• Members of ethnic mino

• Residents of inner citie

• Men 

• Individuals with previou

• Individuals with previou

Men are twice as likely to sustain a 
than three times as likely to di
highest risk for TBI are 0-4 and 
TBI results in an estimated 435,
and 37,000 hospitalizations.  The hig
the 15-24 age group.  TBI hospital
African Americans and American I
Americans have the highest deat

Cost 

The CDC estimates that the dire
TBI totaled $60 billion in the Unit
include the loss of productivity, whi
sustains a TBI and is unable to retu
The total cost of acute care and 
billion - $10 billion alone.  It is esti
of severe TBI costs $600,000 to 

n 2002, a study was conducted at Craig Hospital in Denver, 
Colorado to examine the service utilization, payor source and 
costs associated with TBI one year after discharge from initial 
rehabilitation.  The study followed 60 participants who had 
sustained a TBI and had been hospitalized in an inpatient 
rehabilitation setting.  During the one year after inpatient 
discharge, the average charges per person were $40,348.  The 
services included in that time frame were therapy, medical 
services, psychological services, personal assistance, equipment, 
and other services.  Therapy comprised the largest percentage of 
charges.  Personal assistance was the most expensive service on 
a per person basis; however, only 20% of the study group 
received this service.  At Craig Hospital, the payors of outpatient 
services include auto insurance, commercial insurance, Medicaid, 
and Worker’s Compensation. Auto and commercial insurance 
tended to pay more for these services.  

 
Quality 

Under CON rules, an applicant for or an owner of a TBI facility 
must meet the standards of the Commission on Accreditation of 
Rehabilitation Facilities.  Also, the applicant/owner must meet the 
licensure rules of the Georgia Department of Human Resources 
for Traumatic Brain Injury Facilities. 

 

 

 

 

 

r I

rity groups 

s 

s history of substance abuse 

s TBI 

TBI as women and are more 
e from a TBI.  The age groups at 
15-19.  Among children ages 0-14, 
000 emergency department visits 

hest mortality rate occurs in 
ization rates are highest among 
ndians/Alaska Natives.  African 

h rate. 

ct medical and indirect costs of 
ed States in 2000.  Indirect costs 

ch occurs when an individual 
rn to his former occupation.  

rehabilitation is estimated to be $9 
mated that the care for a survivor 

$1,875,000 over a lifetime.   
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Current Regulatory Scheme 

G epartment of Community Health. 

he Georgia Department of Community Health uses a component 
plan and specific review considerations in regulating TBI facilities.  

he component plan was last updated in 1990, but is currently 
being revised by the Department and the Health Strategies 

ouncil. 

Deorgia 

Department of Human Resources 

As stated previously, an applicant/owner must meet the licensure 
Rules of the Georgia Department of Human Resources for 
Traumatic Brain Injury Facilities. 

T

T

C

Strategic Options 

Option 13.0 

Maintain existing CON regulation of traumatic 

 

Option 13.1 

Deregulate traumatic brain injury facilities from

tion 13.2 

Deregulate traumatic brain injury facilities and create a data 
reporting model. 

Under this option, applicants would not need to obtain a CON for 
the establishment or expansion of traumatic brain injury facilities; 
however, existing entities would still be required to report data on a 
regular basis. 

 

Op

brain injury facilities. 

 Certificate of Need. 

Recommendations 

Recommendation 13.0  (Unanimous) 

Deregulate traumatic brain injury facilities as long as detailed 
licensure standards are developed. 

The Commission unanimously supports the deregulation from 
ertificate of Need of Traumatic Brain Injury facilities.  

Evidence demonstrates that there have been no applications 
or new or expanded facilities in recent years.  In addition 

Licensure already has detailed licensure standards for such 
services as Traumatic Brain Injury Facility is a specific 
licensure classification.  Therefore, as long as these service-

sure standards are maintained, the Commission 
supports the deregulation of these facilities. 
specific licen

C

f
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Chapter 

14 Special and 

Ambulatory Surgery 

Other Services 

An A l mbulatory Surgery Servinaysis and Evaluation of A ces in Georgia 

Overview 

Background 

Ambulat acterized as any surgical 
procedu re admitted to a facility that 

4% from 1994.  Several 
ctors have contributed to this rapid growth in outpatient 

surgery.  These factors include: 

 alternative to inpatient 
surgery services, outpatient surgery services are 
more attractive to health insurance carriers who 
bear most of the costs of surgery.  Therefore, 
these carriers offer their members financial 

merous procedures covered 
by Medicare when performed by an ambulatory 
surgery center certified by Medicare. 

• Managed Care Environment – Today’s managed 
care environment is creating a healthcare market 
place that encourages the development of 
outpatient surgery services.  Managed care 
companies and other third party payers recognize 
that quality care can be provided on an outpatient 
basis in a more cost effective manner. 

• Third Party Payers - because ambulatory surgery 
services are a low cost

ory surgery is best char
re performed on patients who a

does not admit patients for treatment which would normally require 
a stay exceeding 24 hours and that does not provide 
accommodations for treatment of patients for periods of twenty-
four hours or longer. 

The growth in ambulatory surgery services and transition from 
inpatient to outpatient surgery services continues to be rapid.  
Research indicates that the number of ambulatory surgery 
centers in Georgia has increased by 25

incentives to have surgery performed on an 
outpatient rather than inpatient basis. 

• Medicare Reimbursement – Medicare has 
continued to add nu

fa

• Consumer demand - Outpatient surgery is 
perceived as more convenient and less 
threatening than inpatient surgery and has proven 
to be less costly than inpatient surgery because it 
eliminates costly hospital inpatient stays.   
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• New Surgical Techniques – New surgical 
no hospital stay or greatly 

sting the number of 
outpatient surgical procedures in both hospitals 
and surgery centers.  Technological 
breakthroughs have contributed greatly to the 

ss of ambulatory surgery 

mbursement for professional 
services have encouraged physicians to seek 
ways to expand office capacity and to make their 

more efficient.  Performing outpatient 
surgery in freestanding facilities or in their own 
offices is more convenient and cost-effective for 
physicians because performing surgery in these 
facilities rather than in hospitals allow physicians 

surgeries in a significantly shorter time. 

• Competition – The growth of non-hospital affiliated 
freestanding surgery centers is causing hospitals 
to position themselves to protect their market 

regulations, ambulatory surgery services 
er multi-specialty or limited purpose. A 

multi-specialty ambulatory surgery service offers general surgery; 
rg y in on not limited, 

s; surger f, but not 

cology, ophthalmology, 

Under current regulations, the following categories of ambulatory 
surgery facilities fall under Certificate of Need (CON) review: 

• Hospital-based, multi-specialty facilities

techniques that require 
reduce lengths of stay are boo

   

These facilities are part of a hospital and offer surgical services to 

 Freestanding, multi-specialty facilities

growth and succe
services. 

patients who do not require inpatient hospitalization, and only fall 
under CON regulation if they incur expenses in excess of the 
current CON threshold. 

•
• Physician Reimbursement – Increased overhead 

and declining rei :   

These are freestanding surgical facilities that offer surgical 
services to patients in at least two specialty areas.  These facilities 
can be owned by hospitals, physicians, or any other business 

ll under CON regulation in three ways: (1) as a new 
acility; (2) if an existing ambulatory surgery facility 

incurs expenditures in excess of the current CON threshold; or (3) 

• Freestanding, limited purpose facilities

practices 

entity and fa
healthcare f

to schedule surgeries more easily and to do more as a diagnostic, treatment, or rehabilitation center. 

:   

alty.  These facilities fall under CON regulation 
n three ways: (1) as a new healthcare facility; (2) if an existing 
ambulatory surgery facility incurs expenditures in excess of the 
current CON threshold; or (3) as a diagnostic, treatment, or 
rehabilitation center. 

These are freestanding facilities that are owned by hospitals or 
any other business entity and offer surgical services to patients 
within a single specishare.  Hospitals have reacted by offering their 

own outpatient surgery centers. i

Currently under Georgia 
are characterized as eith

or, general surgery and su er e or more of, but 
to the following specialtie or, y in two or ore o

• Physician-owned, single specialty freestanding 
facilities, over the threshold:   

These are freestanding surgical facilities that are owned by 
physicians and that incur development costs 

limited, to the following specialties: dentistry/oral surgery, 
gastroenterology, obstetrics/gyne
orthopedics, otolaryngology, pain management/anesthesiology, 
plastic surgery, podiatry, pulmonary medicine, or urology.  A 
limited purpose ambulatory surgery services offers surgery in only 
one of the above-mentioned specialty areas. 

over the threshold 
amount, which is currently set at $1.61 million.  These facilities 
offer surgical services to patients within a single specialty.  These 
facilities fall under CON regulation as a new institutional health 
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s or through a diagnostic, treatment, or rehabilitation 

sician-owned, single-specialty freestanding f
t oped for under the threshold amount are EXEMPT 
from CON review.  Figure 14-1 is a table indicating the number of 
freestanding facilities that are either CON-approved or exempt as 

ata available regarding 
empt facilities because 

 

 

 

 

 
FIGURE 14-1. 

 

ervices in 
center. 

Currently, phy
hat are devel

acilities 
 

physician-owned.  (There is no reliable d
the number of operating rooms in the ex
these entities are not required to report data to the Department.) 

 
  

Ambulatory Surgery 
Facilities and ORs 
Georgia, CY2006 

Type Facilities ORs 

Freestanding 

47 CON-
Approved 

ASCs 

132 

Physician-
Owned 
Exempt 2
ASCs 

00 N/A 

 
 

 

As indicate
that have r

has almost 
to 200 facili

 

d by Figure 14-2, the number of freestanding ASCs 
eceived CON approval since 2000 has increased 

moderately, from 36 to 47, but the number of exempt facilities 

doubled during that same period, from 109 facilities 
ties in 2006. 
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surgery cent
(many of th
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re were 25 limited-purpose CON-approved ambulatory 
ers with 54 existing and approved operating rooms 

ese provide abortion and reproductive services only).  
 52 multi-specialty ambulatory sur

this period, with 95 existing and approved ORs.  The following two 
maps, Figures 14-3 and 14-4, indicate the distribution of these 
centers throughout the state. 
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FIGURE 14-3. 
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FIGURE 14-4. 
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As depicted in the Figures 14
5 below, patients residing in 
not have ambulatory surger
leave their planning area in orde

ncompassing metropolitan 
eave their planning areas for 

-3 and 14-4 above and the Figure 14-
Health Planning Areas 4, 9, and 11 do 
y services within their HPA and must 

r to access these services.  Less 

than 1% of residents of HPAs 3 and 7, e
Atlanta and Augusta respectively, l
ambulatory surgery. 

 

FIGURE 14-5. 

Percent of Residents Leaving the Planning Area 
Georgia 2000-2005 
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In terms of the supply of dedicated outpatient surgery facilitie
state-wide, the number of hospitals offering dedicated outpatie
facilities has fluctuated over 
declining to 25 facilities in
outpatient operating rooms in 
trends.  CON-authorized free-standi
the past decade, as have the n
facilities.  This information is 

 s 
nt 

the last decade, peaking in 2001 and 
 2004.  The number of dedicated 

hospitals have followed similar 
ng facilities have increased in 

umber of operating rooms in these 
depicted in Figure 14-6. 

 

 

 

FIGURE 14-6. 

Trends in Dedicated Outpatient Surgery Facilities 
(CON-Authorized Only) 

Georgia 1995-2005 
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In 2001, Georgia had a total of 154 ASCs throughout the state, 
with a per capita rate of 1.88.  As reflected in Figure 14-7, Georgia 

 

IGURE 14-7.

is above the national average among Medicare-certified ASCs in 
terms of per capita rates, but well below the top five states, which 
range from 5.53 in Maryland to 2.63 in Idaho. 

   

F  

Medicare-Certified ASCs and Number per Population 
 

  Population Per Capita 
Number 

 2000 of ASCs
2001 

Georgia 154 8,186,453 1.88 

TOP FIVE    

Maryland 293 5,296,486 5.53 

Washington 157 5,894,121 2.66 

North Dakota 17 642,200 2.65 

Wyoming 13 493,782 2.63 

Idaho 34 1,293,953 2.63 

BOTTOM FIVE    

Iowa 12 2,926,324 0.41 

Michigan 33 9,938,444 0.33 

Virginia 20 7,078,515 0.28 

New York  51 18,976,457 0.27 

Vermont 1 608,827 0.16 

US 3,202 285,230,516 1.12 
                 

 
Source:  Health Care Financing Administration; U.S. Census of Population, 2000 

CHAPTER 14:  SPECIAL AND OTHER:  AMBULATORY SURGERY       178 
FINAL REPORT OF THE COMMISSION ON THE EFFICACY OF THE CON PROGRAM 



 

Ut

lly in the past 
few years.  The patient volume in dedicated outpatient operating 
rooms has been in general decline in the past five years, 
consistent with the decline in the number of dedicated outpatient 
operating rooms available in Georgia hospitals. 

 

    

FIGURE 14-8:  Volume of Cs in Georgia, 1995-2004 

 ilization 

The number of procedures performed at CON-authorized 
ambulatory surgery centers has steadily increased over the last 
decade.  The growth in the number of procedures has outpaced 
the patient volumes at these facilities, as indicated in the Figures 
14-8, 14-9, and 14-10.  In addition, the procedure volume per 
freestanding operating room has increased dramatica
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Cost  

 Because exempt ambulatory surgery facilities do not provide data 
to the Department of Community Health, it is difficult to get a 
complete picture relating to the costs of ambulatory surgery 
services in Georgia.  DCH does collect data from those ASCs that 
have CONs.  As reflected in Figure 14-11 below, both gross 
revenue and adjusted gross revenue per patient in these CON-
authorized facilities consistently increased between 2000 and 
2005, with the exception of a dip in 2001.  In 2005, the gross 
revenue per patient for CON-authorized ASCs was $3979 and 
adjusted gross revenue was $3186. 

 

 

   

FIGURE 14-11. 

$1,000.00

$1,500.00

$2,000.00

$2,500.00

$3,000.00

$3,500.00

$4,000.00

19
95

20
00

20
01

20
02

20
03

20
04

20
05

Gross Rev. Per Patient

Adj. Gross Rev. Per
Patient

 

 

CHAPTER 14:  SPECIAL AND OTHER:  AMBULATORY SURGERY       181 
FINAL REPORT OF THE COMMISSION ON THE EFFICACY OF THE CON PROGRAM 



 

On a national level, Medicare collects data for the payments and 
costs associated with ASCs that pro
beneficiaries.  Essentially, M
a bundle of facility services provided in an ambulatory surgery 
center.  In 2002, ambulatory surgery centers furnished almost 3.5 

million surgical procedures to Medicare beneficiaries and received 
ated payments.  Medicare payments to 
rs increased by 17% in 2002 and have 

nearly tripled since 1992, as reflected in Figure 14-12. 

 

FIGURE 14-12. 

vide services to Medicare 
s a fee schedule to pay for 

almost $1.9 billion in rel
ambulatory surgery centeedicare use

Medicare payments to ASCs more than 
tripled, 1992-2004
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Note: ASC (ambulatory surgical center).  Medicare payments include program spending and beneficiary cost sharing.   

Average annual growth of payments (1992-2002) equals 14 percent. 
Source: CMS, Office of the Actuary 

 

 

 

As of April 2004, the national average of Medicare payment rates 
for high-volume ambulatory surgical services varied depending on 

whether the procedures occurred in a hospital outpatient, ASC, or 
physician’s office setting, as reflected in the Figure 14-13 below. 

$500
$0

CHAPTER 14:  SPECIAL AND OTHER:  AMBULATORY SURGERY       182 
FINAL REPORT OF THE COMMISSION ON THE EFFICACY OF THE CON PROGRAM 



 

   

FIGURE 14-13. 
 

Hospital outpatient, ASC, and physician practice expense payment rates  
vary for high-volume ambulatory urgical services, 2004  s

 2004 payment rates 

P

Share of M dicare 
payments to ASCs, 

200
Hospital 

outpatient ASC 
Physician practice 

expense 

e

rocedure code Description 2 
6 46% $1,254 $973 $285 6984 Cataract removal and lens insertion 

6 6% $270 $446 $149 6821 After-cataract laser surgery 

4 6% $453 $446 $226 5378 Colonoscopy, diagnostic 

43239 Upper gastrointestinal endoscopy, biopsy 5% $427 $446 $208 
45385 Colonoscopy with removal of lesion by snare $453 $446 $287 4% 
62311 Epidural inje $183 ction, lumbar or sacral 3% $288 $333 
45380 Colonoscopy $264  with biopsy 3% $453 $446 
45384 Colonoscopy $250  with removal of lesion by forceps 2% $453 $446 
52000 Cystoscopy $126  1% $375 $333 
G0121 Colonoscopy $226 , cancer screening 1% $405 $446 

 
Note:  ASC (ambu
averages for each will be reduced to fiscal year 
2003 levels, as re ct the 1.5% increase for 2004 
required by the M
Source: CMS 200

latory surgical center).  Procedures are arranged by share of Medicare payments to ASCs in 2002, from highest to lowest.  Payment rates shown here are the national 
 procedure.  Physician practice expense rates are for services provided in the office setting.  ASC rates are as of April 1, 2004, when rates 
quired by the Medicare Prescription Drug Improvement and Modernization Act of 2003 (MMA).  Physician practice expense rates refle
MA. 
4, CMS 2003a, CMS 2003b 
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Q

Commission for Accreditation of Healthcare Organizations, the 
Accreditation Association for Ambulatory Health Care, and the 
American Association for Accreditation of Ambulatory Surgery
Facilities, Inc.   

These organizations ensu
met and qualified personnel
care facilities are also 
credentialing process that provi
performed only by licensed

nd plan for 
reviewing patient care, including a stated set of criteria for 
identifying those patients to be reviewed and a mechanism for 
valuating the patient review process. 

The purpose of these procedures is to improve the quality of care 
provided by ambulatory surgery centers.  This process not only 
ensures that high quality services are being provided by qualified 
personnel, but the review procedure allows facilities to monitor and 
measure the quality of those services and perhaps develop new 
methods to improve the quality of care. 

 

uality 

Various organizations play a role in ensuring the quality of care 
during at medical facilities.  These organizations include the Joint 

privileges to perform these procedures by the organization’s 
governing body. 

Additionally, facilities are required to submit a policy a

 
e

re that accreditation requirements are 
 deliver the various services.  Health 

required to provide evidence of a 
des that surgical procedures will be 

 physicians who have been granted 

Current Regulatory Scheme 

Georgia 

Department of Community Health. 

The Department of Community Health is responsible for reviewing 
Certificate of Need applications for ambulatory surgery services in 
a variety of circumstances.  As summarized above, hospital-based 
ambulatory surgery services are regulated by CON only if they 
incur expenses in excess 
ambulatory surgery facilities, both multi-sp
urpose facilities, are regulated by CON if they are deve

new health care facility or diagnostic, treatment or rehabilitation 
enter, or if they are an existing facility that incurs expenses over 

the threshold.  Finally, single-specialty ambulatory surgery 
ervices that are located in physician’s offices are regulated by 

CON only if they incur expenses over the current statutory 

Comparison States 

Of the 37 states with some form of Certificate of Need regulation, 
27 states regulate ambulatory surgery services.  Of the 8 
comparison states studied by the Georgia State University 
consultants, 5 other states besides Georgia review ambulatory 
surgery centers.  Among the comparison states with active CON 
programs, Florida and Oregon do n t include ASCs under CON 

 ASCs indicate that ASCs 
nt regulatory issue because there is either a lack 

of need in the state for those services (Massachusetts) or because 
of a dearth of applicants and hospital acquisition of independent 
ASCs (Maine).  Figure 14-14 details the CON regulation of ASCs 
in the comparison states. 

of the current threshold.  Freestanding review.  Two other states that regulate
o

ecialty and limited t a significaloping a are nop

c

s

threshold.   

 

CHAPTER 14:  SPECIAL AND OTHER:  AMBULATORY SURGERY       184 
FINAL REPORT OF THE COMMISSION ON THE EFFICACY OF THE CON PROGRAM 



 

FIGURE 14-14. 

Ambulatory Surgery Centers and Freestanding Imaging Centers 
State FL GA OR WA WV WI IA ME MA 

Threshold Not review-
able 

Equip: 823,93
Physician Ow
ASC: 1,610,823 $1,500,000 New Svc: 

$121,880 
$1,335,272 

0; 

l: 
,000; 

Equip: 

Facility: None 

Not 
Capital: 1,483,083; Any amount 

Capital: 
$510,000; Capital: 

Capita
$200

4, 
ned 

except PET 
Scanners: 

Equip: 
$1,333,098, 

$12,516,300; 
Equip: 

Not 
reviewable 

Capital:1,200,00
Any new service $200,000; 

New Svc or 
reviewable 

N

 (FSIC) 

 es Yes 

Y pt 
ust 

b ed 
inn

  

ew 
Freestanding 

es – exce
Yes – for equipment 
over threshold Y MRL also m

e consider Yes  Yes Imaging 
ovative Centers

New 
Ambulatory 

 
 (ASC) 

  Yes 

Ye cept  
M , no 
ne S –
AS

  

s – ex
S-ASCYes – ASC and Yes Yes Yes Surgery ed for S
C 

equipments 

Centers

Existing FSIC, 
 hospitals exceeding 

threshold 
Yes Yes Ye   

Yes, including 
s Yes Yes ASC 

Sale or 
Transfer  Yes-if new owner is Yes-if it would 

be a new Yes No  No Yes  not a CON holder service 

Renovation  Yes No Yes Yes  Yes Yes  

Relocation No Yes Not available  Yes Yes    Yes 

Licensure, 
Regulation  

Must meet 
appropriate 
accreditation 
requirements of the 
JCAHO, AAAHC, 
(ASF) and/or other 
accrediting agency 

 Must be 
licensed 

Must be 
licensed  State Incentives Not available  

Moratoria, 
Caps     No need for MRI 

and MS-ASC     
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Among the comparison states, Georgia experienced the most 
rapid growth in the numbers of ambulatory surgery centers, as 

ed in the chart below.  Florida has the greatest number of 
ambulatory surgery centers and Washington has the most per-

“rigor” of the CON program in each state, as determined by the 
Georgia State University consultants.  The consultants concluded 

mber or growth of ASCs in a state.   

GURE 14-15

reflect that there is not a statistically significant relationship between CON 
rigor and the nu

capita.  Figure 14-15 below also reflects the assessment of the 
 

FI
 

. 

Ambulatory Surgery Centers by State and Measures of CON Rigor 

State ASCs 
2004 

ASCs 
1994 Change AS

100,
C per 

000 
Hospital 

Rigor 

Free 
Standing 
Centers 
Rigor 

Washington 195 85 129% 3.2 108 108
Georgia 198 56 254% 2.3 122 110
Florida 319 169 89% 1.9 105 30
Colorado 38 14 171% 1.7 0 0

38 14 171% 1.6 0 0Utah 
55 18 206% 1.5 94 19Oregon 

Maine 18 8 125% 1.4 143 146
Wisconsin 39 21 86% 00.7 0

11 8 38% 0.6 117 117West Virginia 
17 7 143% 0.6 117 117Iowa 

Massachusetts 37 17 118% 0.6 118 124
 

 

Finally, as reported in the 2006 National Directory of State CON 
Programs, of the 27 states that regulate ambulatory surgery 
services, the nature and criteria for regulation varies, as reflected 
in Figure 14-16, which follows.  
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States wi ON Pro m th C gra Am atory S ry Centbul urge ers Revie resholdw Th s 

   pital     uip.  SvcCa     Med. Eq      New . 
Alabama 4 0 moun,251,780 2,125,89 Any A t 

Alaska 1,050,000 1,050,000 1,050,000 

Arkansas  500,000 N/A N/A 

Connecticut 1,000,000 400,000 0 

Delaware 5,000,000 5,000,000 N/A 

Dist. of Columbia 2,500,000 1,500,000 600,000 

Florida  N/A N/A N/A 

Georgia 1,483,083 823,934 Any Amount 

Hawaii 4,000,000 1,000,000 Any Amount 

Illinois 7,167,063 6,575,036 Any Amount 

Iowa 1,500,000 1,500,000 500,000 

Kentucky 1,951,612 1,951,612 N/A 

Louisiana  N/A N/A Any LTC/ 

Maine 2 666,198 1,333,099 , 112,800 

Maryland 10,000,000 N/A 5,000,000 

Massachusetts 12,516,300 1,335,072 Any Amount 

Michigan 2,715,000 Any Amount Any Clinical 

Mississippi 2,000,000 1,500,000 Any Amount 

Missouri 1,000,000 1,000,000 1,000,000  

Montana 1,500,000 N/A 150,000 

Nebraska  ny LTC N/A N/A A

Nevada 2,000,000 N/A N/A 

New Hampshire 2,150,000 400,000 Any Amount 

New Jersey  1,000,000 1,000,000 Any Amount 

New York 3,000,000 3,000,000 Any Amount 

North Carolina 2,000,000 750,000 0 

FIGURE 14-16. 
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Federal Oversig

Medicare. 

Over the years, id a facili or certa surgical
procedures prov  ambulatory surge enters.  H ever, t
receive payment , amb ory surge center
must meet Medicare’s conditions, which specify minimum 
tandards for administration of anesthesia, quality evaluation, 

operating and recovery rooms, medical staff, nursing services, and 

ries grew faster in ASCs than in 
hospitals outpatient departments.  Notwithstanding this trend, over 
half of the most common ambulatory surgical procedures were still 
performed in hospital outpatient departments in 2001. 

 

 

 

 

 

 

  

 

Ohio  2,000,000 N/A N/A 

Oklahoma  500,000 N/A Any W/Beds 

Oregon  Any LTC/Hosp N/A Any LTC/Hosp 

Rhode Island 2,000,000 1,000,000 750,000 

South Carolina 2,000,000 600,000 1,000,000 

Tennessee 2,000,000 1,500,000 Any W/Beds 

Vermont 3,000,000 1,000,000 500,000 

Virginia 5,000,000 Any Listed Equip Any Listed Service 

Washington Varies by Svc N/A Any Amount 

West Virginia 2,000,000 2,000,000 Any Amount 

Wisconsin 1,000,000 600,000 Any LTC  

NO. OF STATES 27    

This graph wa National Direc f State CON ams. s put together using the 2006 tory o  Progr

ht 

Medicare has pa ty fee f in  
ided in ry c ow o 
s from Medicare ulat ry s 

s

 other areas.  Between 1997 and 2003, the number of Medicare-
certified ASCs increased over 50%, as reflected in Figures 14-17, 
14-18, and 14-19.  Moreover, the volume of surgical services 
provided to Medicare beneficia
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FIGURE 14-17. 
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FIGURE 14-18. 

The volume of surgical services grew fast n ASCs than in hos ient dep ents er i pital outpat artm

 Average ual change, 1998-20ann 02 
Measure ASCs nt deparOutpatie tments 
Number of services provided 
to Medicare beneficiaries 9% 1.7% 15.0

Number of beneficiaries 
served 14.5 4.8 

Services per beneficiary 0.4 -3.0 
 
Note: ASC (ambulatory surgical center).  To ensure comparability, we analyzed the volum e set of am urgical 
services in each setting by selecting only those services that are payable by Medicare whe n an AS

ficiary is the change in the total number of ambulat urgical services provided in each setting divided y the number of 
beneficiaries who receiv
Source:  MedPAC analy ms from CMS. 

e of the sam
n provided i

bulatory s
C.  Services per 

bene ory s  b
ed surgical services in each setting 
sis of the 5 percent Standard Analytic files of ASC and hospital outpatient department clai
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FIGURE 14-19. 

Over half of the most common ambulatory surgical procedures were performed in hospital outpatient departments, 2001 

 Share of volume, by setting 

e category 

Share of 
ambulatory 

surgical volume, 
all settings (%) Outpatient departments (%) Physician offices (%) ASCs (%)Procedur

Colonoscopy 16.0 70.8 4.3 24.9 
Cataract removal and lens insertion 12.5 47.7 0.5 51.8 
Minor procedures – musculoskeletal 10.7 48.1 31.1 20.8 
Upper gastrointestinal endoscopy 9.5 72.0 4.5 23.5 
Cystoscopy 9.0 28.7 63.8 7.5 
Ambulatory procedures-skin 7.9 42.4 52.6 5.0 
Other ambulatory procedures 7.3 69.8 16.5 13.8 
Other eye procedures 6.9 27.5 33.6 39.0 
Other minor procedures 5.0 30.1 63.3 6.5 
Ambulatory procedures-
musculoskeletal 3.4 59.8 17.4 22.9 

 
Total 88.1 53.1 24.1 22.8 
     
Note: ASC (ambulatory surgical center).  Table only includes ambulatory surgical procedures that are on the list of services payable by Medicare when performed in an ASC.  
Procedure categories are arranged by their share of ambulatory surgical procedure volume across all settings, from highest to lowest.  Minor procedures – musculoskeletal includes 
interventional pain management procedures (such as epidural injection and facet joint block), soft tissue biopsy, and tumor excision.  Ambulatory procedures-skin includes skin 
debridement, excision of lesion, wound repair, and skin graft.  Other ambulatory procedures in breast biopsy, nasal polyp excision, abscess drainage, and nerve graft.  Other 
eye procedures includes after-cataract laser surgery.  O latory procedures-musculoskeletal 
includes hammertoe operation, anthrotomy, tenotomy, a
Source: MedPAC and RAND analysis of the 5 percent Standard Analy rom CMS, and the Berenson-Eggers Type of 
Service classification scheme from CMS. 

clude 
ther minor procedures include nasal, oral, urological, and nerve procedures.  Ambu
nd tendon repair. 

tic files of physician, outpatient department, and ASC claims f
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Most ASCs that provide services to Medicare beneficiaries are 
for profit, freesta

 

 

0. 

nding and urban, as reflected in Figure 14-20. 

FIGURE 14-2

ASC type 1998 2000 2002 
94% 94% 95% For profit 
6% 6% 5% Nonprofit 

 
Freestanding 99% 99% 99% 
Hospital 
owned and 1% 1% 1
operated 

% 

 
Urban 89% 88% 87% 
Rural 11% 12% 13% 
 
Note: ASC (ambulatory surgical center). 
Source: MedPAC analysis of the Provider of Services file from CMS. 

 

STARK. 

Section 1877 of the Social Security Act, known as the Stark 
law, prohibits physicians from making referrals for certain types 
of services to entities with which they have financial 
relationships.  Stark applies to several types of services, such 
as clinical laboratory, radiology, physical therapy, and home 
health.  However, the Stark law does not apply to surgical 
procedures provided in an ASC.  Stark does prohibit health 
care providers from receiving or paying anything of value to 
influence the referral of services covered by federal health 
programs.  Federal oversight authorities have developed “safe 
harbor” regulations that protect physician investors in ASCs 

from prosecution under Stark if certain conditions are met.  
Among other requirements, these regulations provide 
protection to physicians who invest in ASCs if the ASC is an 
extension of their office practice, if the physicians’ share of the 
ASC’s profits is tied to their overall investment, rather than 
their volume of referrals. 
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Strategic Options 

Option 14.0 

Maintain existing CON regulation of freestandin y 
surgery services. 

Optio

Der services fro N. 

Optio

Der surgery services f CON 
but 

Und ould not need to obtain a N for 
free ry centers; however, thes ers 

to report data on a regular basis. 

Opti

Mai
free

Optio

bolish entirely the exemption for freestanding single specialty 
office based physician-owned ambulatory surgery centers. 

Amend the statutory exemption for freestanding single specialty 
office based physician-owned ambulatory surgery centers. 

olla d a e 
num ORs that can be built out. 

14.5 rease the dollar threshol

14.5 crease the dollar threshol

14.5 dd general surgery to th utory definition ngle 
spec

Opti

Req atutorily exempt ambulato rgery centers to de a 
com ent to indigent a d charit re as a conditi  the 

Require statutorily exempt ambulatory surgery centers to provide 

Option 14.8 

Require doctors performing procedures at statutorily exempt 
surgery centers to be a member of a hospital staff as a condition 
on the exemption. 

Option 14.5 

g ambulator

14.5A:  Remove the d r threshold cap and ad  cap on thn 14.1 
ber of 

egulate freestanding ambulatory surgery m CO
B:  Inc d 

n 14.2 C:  De d 

egulate freestanding ambulatory rom D:  A e stat  of si
require data reporting. ialty 

er this option, applicants w
standing ambulatory surge

would still be required 

 CO on 14.6 e cent

on 14.3 

ntain existing regulations but require both hospital and 
standing centers to address same need standards. 

n 14.4 

exemption. 

Option 14.7 

uire st
mitm

ry su
y ca

 provi
on onn

data to the Department as a condition on the exemption. 

A
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Recommendations 

NOTE:  The Commission did not reach full consensus on the 
regulation of ambulatory surgery, except for the current regulation of 
freestanding multi-specialty centers. 

 

Recommendation 14.0  nanimous) 

Maintain existing CON regula standing multi-specia
ambulatory surgery services. 

The Commission recommend isting regulation 
freestanding multi-specialty am rgery services should be 
maintained. 

Recommendation 14.1  (5 Agree, 1 Disagrees, 4 Abstain) 

Treat General Surgery in a co anner as all other si
specialties. 

he majority of the Commission recommends that General 
Surgery be treated in a manner consistent with all other singe 

s, regardless of the regulatory requirement for single 
specialty facilities. 

R

centers to obtain a Certificate from the Department.  Upon 
application, such applicants would not be required to address 
need criteria but would be required to make indigent and charity 
care commitments, to accept Medicaid, to supply data to the 
Department of Community Health, and to verify that all its 
physicians are members of a hospital staff and are willing to 
acce gency room covera

The me ship of the Commi was sharply divided on 
n-owned e specialty ambulatory 

surgery rs, which are curre empt from Certificate of 
Need can be establi ed for a dollar amount less 
than ap mately $1.6 millio One contingent of the 
Commi agrees with the recommendation that the current 
exemption be abolished and that limited-purpose, physician- 
owned ulatory surgery s (“ASC”) obtain a 
Certifica though such cent ould be free from an 
objec d methodolog uld be required to 
commit to the provision of indigent and charity care at a level 

percent of adjusted gross revenues.  In addition, this 
contingent recommends that these ASCs agree to accept 
Medicaid, if at all possible, and provide services as a minimum 

ialty ambulatory surgery centers have 
been shown to be high quality and low cost alternatives. These 
members who argue for less regulatory control contend that to 
artificially restrain these services raises costs reduces 
efficiency, and prevents physicians from billing facility fees.  

(U
pt emer ge. 

tion of free lty mber
the issue of physicia

ssion 
 singl

cente
 if the center 

ntly ex
shs that the ex of 

bulatory su proxi
ssion 

n.  

amb center
te, al

tive nee
ers w

y.  Such ASCs wonsistent m ngle 

of 3 
T

specialtie

One member disagrees and maintains that general surgery should 
be treated as a multi-specialty because of the complex nature of 
the cases that a general surgeon may perform. 

ecommendation 14.2    (5 Agree, 3 Disagree, 2 Abstain) 

Abolish entirely the exemption for freestanding single specialty, 
office-based, physician-owned ambulatory surgery centers and 
require physician-owned limited purpose ambulatory surgery 

community standard, that such facilities agree to provide 
annual data to the Department, and that all physicians who 
perform procedures at the facility be required to hold hospital 
staff privileges, if possible, and to accept ER coverage.    The 
members who agree with this recommendation do so because 
freestanding single-spec
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Other members disagreed with this recommendation and 
mption for physician-owned ambulatory 
d be abolished and that such centers 

should be required to obtain a Certificate of Need addressing 
e review criteria including a determination of need.  

These members are concerned that if ambulatory surgery 

intain that ambulatory surgery centers take low 
ing patients, and leave hospitals to treat the 
ses and individuals without the ability to pay.  

s 
to the best policy to address this difficult issue 
root causes involve complex factors relating to 

reimbursement and costs that are beyond the CON program’s 

pproach that corrects the cost and 
payment problems for both professional services and hospital-

Recommendation 14.3    (3 Agree, 3 Disagree, 4 Abstain) 

Abolish the exemption for physician-owned, office-based, single 

ards as all 
other ambulatory surgery centers. 

The original recommendation of the Specialized Services Sub-

without 
exception.  The full Commission discussed this 
recommendation, but was sharply divided and no final 
conclusion was reached on the recommendation.  

Recommendation 14.4  (Unanimous) 

Require all providers of ambulatory surgical services to make 
d charity care commitments, to accept Medicaid 
d to supply data to the Department (even if some 

remain exempt). 

ders of 
ambulatory surgical services share the burden of caring for those 

nterest of the state’s health 
planning efforts to have complete data regarding ambulatory 

vel of CON regulation. 

maintain that the exe
surgery centers shoul

indigent an
patients, anall applicabl

centers are allowed to proliferate significantly, hospitals will not 
have a financially sustainable business model.  Mainly, these 
members ma

The Commission recommends unanimously that all provi

acuity, pay
complex ca

who have the inability to pay for services.  The Commission further 
recommends that it is in the best i

The CON Commission has been unable to reach consensu surgical services, regardless of the le
with regard 
because its 

purview. A real and sustainable solution to this dilemma will 
require a health policy a

based services, particularly with respect to the under-insured 
and uninsured. 

specialty ambulatory surgery centers and require such facilities to 
obtain a Certificate of Need under the exact same stand

Committee was to abolish the current ASC exemption and 
require all ASCs to obtain a Certificate of Need 
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Chapter 

15 Special and Other Services 

Radiation Therapy 
An Analysis and Eva a of Radiation lu tion Therapy Services in Georgia 

Overview 

Ba

e United States Department of Health and Human 

. The predominant form of radiation therapy uses an 

ation with other cancer treatments like 

ancer causes one 
2005, the American Cancer Society 

and almost 15,000 Georgians will die from their cancer.   

Ac

residents and between African Americans and white residents.  
For example, there are numerous counties in rural south and east 
Georgia where mortality rates are significantly higher than the 
state average.  Counties in the metropolitan area of Atlanta, with 
the exception of Fulton County, have significantly lower cancer 
mortality rates than the state average.  Moreover, African 
Americans in Georgia were 27% more likely to die of cancer than 
whites.  Nationwide, African Americans have a higher mortality 
rate than whites for each of the major cancer sites, colorectal, 
male lung, female breast, and prostates, as well as a higher 
incidence rate for all of these cancers except female breast. 

cess, Supply and Distribution 

The Department’s facility inventory shows that there are 57 
radiation therapy facilities in Georgia with a total of 78 existing 
and/or approved linear accelerators and 3 cobalt machines.  
These facilities are dispersed throughout the State, with the 
highest concentration in state service delivery region 3 (metro 
Atlanta).  The inventory is reflected in Figures 15-1 and 15-2.   

ckground 

Data from th
Services (HHS) indicates that cancer is commonly treated by 
surgery, radiation, chemotherapy, hormones, and immunotherapy, 
or a combination of two or more of these methods. Radiation 
therapy is a clinical specialty in which ionizing radiation is used to 
treat cancer
external force of radiation, which is focused on the diseased area. 
Radiation therapy is an effective way to treat many kinds of cancer 
in almost any part of the body. For many cancer patients, it may be 
the only treatment needed. For others, radiation therapy may be 
used in combin
chemotherapy and surgery.  

In Georgia, cancer is the second leading cause of death, 
exceeded only by heart disease.  In Georgia, c
in every four deaths.  In 
estimates that more than 35,000 Georgians will develop cancer 

Both in Georgia and the nation as a whole, disparities in both 
incidence and mortality rates exist between rural and metropolitan 
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FIGURE 15-1. 

Number of Radiation Therapy Facilities (2000 – 2005) 

SSDR 2000 2001 2002 2003 2004 2005 

1 2 4 4 4 4 4 
2 2 3 4 4 4 4 
3 23 24 24 23 23 23 
4 4 4 4 4 4 4 
5 3 3 3 3 3 3 
6 3 5 5 5 5 5 
7 3 2 2 2 2 2 
8 2 2 2 2 2 2 
9 1 1 1 1 1 1 
10 2 2 2 2 2 2 
11 3 3 3 3 3 3 
12 3 4 4 4 4 4 

TOTAL 51 57 58 57 57 57 
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FIGURE 15-2. 

Number of Linear Accelerators (2000 – 2005) 

SSDR 2000 2001 2002 2003 2004 2005 

1 3 3 3 2 6 6 
2 2 3 3 4 5 2 
3 34 33 34 30 36 36 
4 5 5 5 5 5 5 
5 2 3 3 2 2 3 
6 2 4 3 3 2 3 
7 4 4 4 5 5 5 
8 5 3 3 3 5 2 
9 1 1 1 1 2 2 
10 3 3 3 4 4 4 
11 4 4 4 4 4 3 
12 7 7 7 7 7 7 

TOTAL 72 73 73 70 83 78 
 

These services are distributed throughout the state according to 
the following map in Figure 15-3. 
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FIGURE 15-3. 
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 Utilization 

According to Department data, th
existing linear accelerators had an
percent for 2004.  This i ion is ed in 15-4. 

 

 

 

 

 

 

 

 

e state’s 83 approved and 
 overall utilization rate of 83 

 

nformat  depict Figure 
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FIGURE 15-4. 

Radiation Therapy Visits & Utilization Rates (2000 – 2005) 

SSDR 2000 2001 2002 2003 2004 2005 

1 22,.2
123.66 % 

60    20,397          
113.31 % 

20,444           
113.57 % 

7,393           
61.6 % 

24,767        
58.96 % 

34,416         
95.6 % 

2 14,733       
122.77 % 

15,722          
87.34 % 

14,594         
81.07 % 

20,940          
87.25 % 

20,654       
68.84 % 

9,650             
80.41 % 

3 189,65
92.96

1       
 % 

206,100       
104.09 % 

195,670        
95.91 % 

183,829       
102.12 % 

185,173        
85.72 % 

170,707        
78.75 % 

4 23,887        
79.62 % 

23,868         
79.56 % 

25,085          
83.61 % 

23,087          
76.96 % 

24,813        
82.71 % 

19,088          
63.62 % 

5 17,531         
146.09 % 

19,049         
105.82 % 

26,364         
146.46 % 

17,990       
149.91 % 

17,579          
146.49 % 

22,301          
123.89 % 

6 11,700       
97.5 % 

26,466        
110.27 % 

11,812           
65.62 % 

11,534         
64.07 % 

7,667          
63.89 % 

12,246         
68.03 % 

7 25,990        
108.29 % 

27,083          
112.84 % 

30,090         
125.37 % 

33,291        
110.97 % 

31,947        
106.49 % 

30,841           
102.8 % 

8 17,607      
58.69 % 

13,401         
74.45 % 

12,585         
69.91 % 

11,802         
65.56 % 

20,055           
66.85 % 

8,790            
73.25 % 

9 12,250        
204.16 % 

6,875           
114.58 % 

6,183            
103.05 % 

5,302         
88.36 % 

4,966          
41.38 % 

5,854              
48.78 % 

10 23,585        
131.02 % 
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120.63 % 
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133.04 % 
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104.33 % 

28,199       
117.49 % 

26,417         
110.07 % 
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79.73 % 
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67.49 % 
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79.32 % 

13,753         
76.4 % 

12 31,331        
74.59 % 

33,684         
80.2 % 

36,440          
86.76 % 

40,857       
97.27 % 

33,888       
80.68 % 

36,111           
85.97 % 

TOTAL 414,
96.0

901 
4 % 

425,450      
97.13 % 

422,351      
96.42 % 

397,264       
94.58 % 

418,746     
84.08 % 

390,174     
83.37 % 
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Co

rapy 
survey data.  The average charges per visit have increased 
dramatically over the past five years, in part due to the increasing 
use of intensity-modulated radiation therapy and other more 
specialized and expensive forms of radiation therapy. 

 

 

 

FIGURE 15-5. 

 st 

Figure 15-5 reflects the average charge per radiation therapy visit 
from 2000 to 2005 derived from Department radiation the

Average Charge per Radiation Therapy Year Visit 
2000 $618 
2001 $764 
2002 $923 
2003 $1,110 
2004 $1,281 
2005 $1,524 
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FIGURE 15-6. 

CON Applications   for Radiation Therapy
Services (Including Gamma Knife/Cyber Knife) 

Approved 93 
Denied 19 
Pending 1 
Withdrawn 26 
Total 139 

 

Department of Natural Resources 

The Environmental Protection Division (EPD) of the Georgia 
Department of Natural Resources is a state agenc ged with 
protecting Georgia's air, land, and water reso rough the 
authority of state and federal environmental statu ese laws 
regulate public and private facilities in the area ir quality, 
water quality, hazardous waste, water supply, soli e, surface 
mining, underground storage tanks, and others. sues and 
enforces all state permits in these areas and has f gation for 
federal environmental permits except Section (wetland) 
permits. 

y char
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tes. Th
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 Comparison States 

IGURE 15-7.

 Four of the 11 study states (Georgia, Iowa, Massachusetts, West 
Virginia,) have a CON process that applies to Radiation 
Therapy/Linear Accelerators, while Colorado, Florida, Maine, 
Oregon, Utah, Washington, and Wisconsin do not. The 
comparison states are depicted in Figure 15-7. 

F

 

 

Comparison State CON Regulation for 
Radiation Therapy 

Colorado NO 
Florida NO 
Georgia YES 

Iowa YES 
Maine NO 

Massachusetts YES 
Oregon NO 

Utah NO 
Washington NO 
West Virginia YES 

Wisconsin NO 
 

deral Oversight 

Radiation therapy services have federal oversight from the U.S. 
Department 

Fe

of Health and Human Services.  There are standards 
to be recognized as a Medicare-approved facility, which must be 
met in order for a facility to receive reimbursement.  The Food and 
Drug Administration regulates the research and use of cancer 
treatment drugs and pharmaceuticals. 
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Strategic Options 

Option 15.0 

Maintain existing CON regulation therapy services. 

Option 15.1 

Deregulate radiation therapy servi m CON. 

Option 15.2 

Deregulate radiation therapy services from CON but require data 

pplicants would not need to obtain a CON for 
wever, providers of these services would still 

be r ired to report data on a regular basis. 

Opti

De te radiation therapy services from CON but increase 
licensure standards. 

Under this option, applicants would not need to obtain a CON for 
radiation therapy; however, licensure would increase its licensing 
standards for such services. 

Under this option, a
radiation therapy; ho

equof radiation 

on 15.3 

regulaces fro

reporting. 

 

Recommendations 

Re

xisting CON regulation of radiation therapy services. 

All Commission members agree that the existing regulation of 
radiation therapy services is sufficient and should be maintained 
because of the cost of the equipment used to deliver the services 
and the complex nature and highly-skilled workforce required to 
deliver radiation therapy. 

 

 

 

 

 

 
 

commendation 15.0  (Unanimous) 

Maintain e
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Chapter 

16 Special and Other Services 

CT ing Services , MRI, and PET Imag
An Analysis and Evaluation of Specialized Diagnostic Imaging Services in Georgia 

Overview 

Background  

The Department of Community Health pa egulates 
diagnostic imaging services; this regulation is dep t upon the 
specific type of service and the cost of the equip nd related 
capital expenditures.  Acquisition of compu  (CT) 
scanners and magnetic resonance imaging (M  are not 
currently regulated by any specific rules, unlike emission 
tomography (PET) machines, for which a co n and 
service-specific rules exist.  A CT scanner on (x-
rays) and detectors to provide a cross-sectio rgans 
and body tissues.  The scanner is able to an tissue, 
nd blood vessels in a very detailed manner, and thus is a useful 

tool in the diagnosis of musculoskeletal conditions, cancer, 
ascular disease, among other disorders.  An 
diofrequency waves and a magnetic field to 

g the procedure; it provides 

imag f areas of the body based on physiological functions.  
PET s are most commonly utilized in the detection of cancer, 
but so used to examine the physiology of the heart and the 
brai

ollege of Radiology (ACR) produces guidelines to 
add e full range of standards and criteria recommended by 
expe or the provision and interpretation of quality imaging 
stud including CT, MRI, and PET procedures.  These 
docu ts outline specific qualifications and responsibilities of 
per l performing scans, scanning techniques and indications, 
and ible contraindications; the guidelines are intended to 
assi edical practitioners in providing appropriate medical care 
for patients.  The current component plan for positron emission 
omography in Georgia contains aspects of the guidelines 
released by the ACR.  As no specific component plan currently 
xists for CT or MRI services, standards for the provision of those 

services are not regulated in the state.  A component plan for 
magnetic resonance imaging was created in 1985, and was 
utilized until 2001; this plan did describe for the provision of MRI 
studies based on then-current guidelines set by the American 
College of Radiology.   

es o
 scan
are alrtially r
n. endan

ment a
The American C

ress th
ted tomography

RI) units
p n rts fositro

nent p ies, mpo la
utilizes radiati men

sonne
s

n of various o
pos

st m
alyze bone, 

a

ttrauma, and cardiov
MRI unit utilizes ra

eprovide detailed and clear pictures of internal organs and tissues.  
The machine is a useful tool in the diagnosis of sports-related 
injuries, coronary heart disease, abdominal cavity conditions, 
tumors, and other diseases that are difficult to detect without 
detailed images.  A PET machine detects the emission of 
positrons, which are particles emitted from a radioactive substance 
administered to the patient undergoin
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As MRI and CT technology is now widely utilized for obtaining 
al competence statement on this particular 

type of cardiovascular diagnostic tool was jointly released by the 
College of Cardiology Foundation (ACCF), the 

art Association (AHA), and the American College of 
Physicians (ACP) Task Force on Clinical Competence and 

aim 
to assess the expertise of providers of cardiovascular health in 

nd applying CT and MRI technology. 

Ac

 region of the state that lacks a PET provider as 
evidenced by the following map.  However, 5 regions of the 

A map of the distribution of services throughout the 
state is depicted in Figure 16-1. 

 

 

 

 

 

cardiac images, a clinic

American 
American He  

 Training in 2005.  The recommendations included in the report 

 interpreting a

 cess, Supply and Distribution 

There is no

 state rely solely on mobile PET providers, mainly in Southern 
Georgia.  
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FIGURE 16-1. 
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The objective need methodology for positron emission 

during the same 
time period, MRI utilization also grew, but at a much smaller 

a use rates are depicted in 
Figure 16-2. 

 

 

 

 

 

 

IGURE 16-2.

tomography services established by the PET Component Plan 
allows the need for services in an area to be calculated based on 
aggregate utilization data, demand for services, population 
projections, and cancer incidence rates.  Since 2001, the number 
of PET studies performed per capita (1000) has increased, along 
with the number of MRI and CT procedures, as shown in the chart 
below.  2.0 persons per 1000 underwent a PET scan in 2004, an 
increase of 150 percent from 2001.  The CT use rate has grown 
49.9 percent during the period from 2000 to 2004; 

amount of 16.84 percent.  Per capit

F  

Georgia Average Imaging Procedure per Capita, 
2000-2004
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Sources:  Hospital Survey (Annual Hospital Questionnaire) & PET Services Survey, Georgia Department of Community Health, Division of Health Planning 
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The number of PET providers in th
steadily since 2001; 23 units curre
The number of hospitals that offer 
increased, growing 18.18 percent f
390 hospital-based MRI and CT uni
operate more than 1 specialized im
to increasing demand, often utilize multi
units each.  These numbers al
freestanding imaging facilities, or those 
individual physician practices may 

 data to the state.   Similar to 
e number CT and MRI studies 
ased from the year 2000.  MRI 

ercent, while the average number 
sed 38.13 percent.  State Service 

 of the Atlanta metropolitan area 
 of Georgia’s total population in 

ns, 44.17 percent of MRI studies, 
s took place in this area.  Imaging 

wn in Figure 16-3. 

e state of Georgia has grown 
ntly are operating in the state.  
MRI and CT services has also 
rom 2000, for a 2004 total of 
ts.  However, many facilities 

aging machine on site, and due 
ple MRI and multiple CT 
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CT and MRI machines that 
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practices are not required to report
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FIGURE 16-3. 
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Uti
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w 

2.75 percent over the past 5 years, while MRI has only increased 
y 26.75 percent.   From 2001 to 2004, PET utilization increased the 
ost, growing 183.89 percent.  In 2004, CT studies accounted for 

80.82 percent of the specialized imaging procedures in Georgia.  
otal utilization volumes are depicted in Figure 16-4. 

 

 

FIGURE 16-4. 
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As was discussed in the previous section, and shown in the graph
below, the total number of CT and MRI procedures performed 
statewide has increased 54.35 percent during the 2000 to 2004 tim
period.  The growth in CT scanning utilization has been muc
greater than for MRI; the number of CT studies performed gre
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Cost  

 

FIGURE 16-5.

Currently, data is not collected by the state regarding actual 
charges of hospital-based CT and MRI studies.  However, PET 
data is compiled, and in 2004, the average charge in Georgia for a 
PET scan was $4,046.12.  It is difficult to determine if procedural 
charges have decreased; the average charges per scan have 
fluctuated since data was first collected in 2001. Average charge 
per procedure for PET is depicted in Figure 16-5. 
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Source:  PET Services Survey, Georgia Department of Community Health, Division of Health Planning 

 

It is difficult to decipher if the costs for specialized diagnostic imaging 
services in the state of Georgia have been growing, based on 
currently available data.  However, the federal government, through 
data analysis, 

under Medicare’s physician fee schedule have increased more than 
any other type of physician service, at a rate twice as fast of all 
physician services, as shown in Figure 6-6.  This study, conducted 

und that in concluded that the imaging services that are paid by the Medicare Payment Advisory Commission, also fo
 1
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2003, Medicare spent $9.3 billion for imaging services, an increase 
of over 63 percent since 1999.  This payment growth is not entirely 

GURE 16

Figure 16-7 shows that the Medi
also studied the growth of spec
Nationally, from 1999 to 2003, M
other than the brain, increased 
performed on parts of the body 
This increased utilization of diag
by the innovations in technology that a

s.  Improved technology 
tect an even wider array of 

 recommend their use 
sicians are able to provide 

 their own office, thereby 

attributable to the trend of performing the tests in physician offices 
rather than an outpatient hospital setting. 

 

 

FI -6. 

 

Cumulative Grow h in Services per Beneficiart y, 
1999-2003
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care Payment Advisory Commission 
ific types of advanced imaging tests.  

RI studies conducted on the body, 
99 percent.  Similarly, CT scans 

besides the head grew 82 percent.  
nostic tests could be fueled in part 

llow more detailed images to 

be produced in shorter amounts of time
could allow the machines to be used to de
conditions, thereby allowing practitioners to
more frequently.  Additionally, many phy
these tests in a freestanding setting, or in
increasing access to the technology. 
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FIGURE 16-7. 
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Source:  MedPac recommendations on imaging services 

Quality 

ACR Guidelines     The American College of Radiology publishes 
specific guidelines for many types of advanced imaging 

of personnel, possible contraindication , techniques, examination 
ety guidelines, and quality 
I, and PET are all addressed 

in their respective specific reports.   The guidelines conclude that 

s
 and equipment specifications, saf

control and improvement for CT, MR

modalities, including CT, MRI, and PET; the most recent editions 
were released in 2006.  These guidelines provide a framework for 
practitioners to provide appropriate radiologic care.  Qualifications 

quality, patient education, infection control, and safety should be 
created and implemented based on standards set by ACR.   
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ACCF/AHA/ACP Guidelines     The cardiac imaging competence 
statement, published in 2005, includes factors related to 
knowledge and training of clinician, facility requirements, and 
standards of cardiovascular computed tomography (CCT) and 
cardiovascular magnetic resonance (CMR).  The 
recomm ss the need for physicians performing 
cardiac imaging procedures to b
which includes specific traini
interpretation skills. 

 
In terms of quality, the Posit
Component Plan and rules do not spe
guidelines recommended by the ACR.  Ho
standards related to quality are inclu
applicant wishing to offer or expa

equired to demonstrate that they will meet any standards set by 
the American College of Radiology, in terms of both facility and 
ractitioner quality and competence.   

 
 
 
 
 
 
 
 
 
 
 

 

r

p
 

endations stre
e competent in CCT and CMR, 
ng, mentoring, and image 

ron Emission Tomography 
cifically recognize the 

wever, similar 
ded in the rules.  Currently, an 

nd CT or MRI services is not 

Current Regulatory Scheme 

Georgia 

Department of Human Resources. 

The Georgia Office of Regulatory Services licenses and inspects 
hospitals that provide specialized diagnostic imaging services.  
The Office also inspects facilities that provide x-ray services, such 
as freestanding imaging centers and physician’s offices. 

component plan for this service was issued in May, 2002.  In terms 
of setting standards for establishing or expanding PET services at 
a facility, the component plan utilizes standards set by another 
state and the Georgia Cancer Coalition.  All entities that desire to 
expand their PET services, or a facility that wishes to offer these 
services for the first time, must apply under these considerations, 
and address all of the rules.   

As shown in Figure 16-8, applicants that propose to offer or 

ith 28.22 percent. 
 

 

Department of Community Health. 

The Georgia Department of Community Health currently has a 
component plan and specific review requirements and 
considerations that address PET services; the most recent 

expand CT and MRI services are very successful at being granted 
a CON; over 92 percent of CON applications for each of the 
services were granted.   Fewer applicants have applied to offer 
PET services in the state, and of those who have since 2001, over 
68 percent were granted a CON.  CT applicants had the highest 
rate of appeal by an opposing party, w
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FIGURE 16-8. 

Imaging CON Applications,  
1979 to Present, Final Findings 

  Approval Denial Withdrawal Appeals 
CT 187 5 10 57 
MRI 220 7 11 28 
PET 28 4 9 9 

Sources:  Hospital Survey (Annual Hospital Questionnaire) & PET Services Survey, Georgia 
Department of Community Health, Division of Health Planning 

 regulate the provider and the 
alized diagnostic imaging 

d PET services via a Certificate of 
states included in the CON 

ine, and West Virginia have 
PET scanners.  Additionally, 

st Virginia govern MRI services, 
ansion.  From currently 

 

Comparison States 

Like Georgia, many states do not
number of facilities that provide speci
services such as CT, MRI, an
Need Program.  Currently, of the 
study, Iowa, Massachusetts, Ma
provisions for the procurement of 
Massachusetts, Maine, and We
and Maine also controls CT unit exp
available data, it is evident that Georgia has a higher number of 
people per CT and MRI unit than Maine.  Georgia’s PET rate is 
lower than other comparison states.  West Virginia

r of people per MRI and PET unit when compared to the 
states included. This information is depicted in Figure 16-9. 

 

 

 

 

 

 

 

 

 had the least  
numbe
other 
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Maine, Massachusetts, Washington, and West Virginia have more 
specific governance over the creation of these facilities, as shown 
in Figure 16-10. 

Sources:  Hospital Survey (Annual Hospital Questionnaire) & PET Servic

Freestanding imaging centers are not specifically re

es Survey, Geo
 

gulated in 
ome under CON review due to 

penditure threshold.  Iowa, 

 

 

 

 
Georgia currently, although many c
the total cost exceeding the capital ex
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FIGURE 16-10. 

Freestanding Imaging Centers 
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equip over 
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  Yes Yes   

Yes-except 

(FSIC) 

Existing 
Yes-
including 

Yes   Yes  Yes   
FSIC 

  hospitals 
exceeding 
threshold 

Yes Yes 

Sale or 
Transfer 

  

Yes- if new 
owner is not 
a CON 
holder 

Yes- if it 
would be a 
new service 

Yes No   No Yes   

Renovation   Yes No Yes Yes   Yes Yes   

Relocation   Yes No Yes Not available   Yes Yes   

Licensure, 
Regulation 

  

Must meet 
appropriate 
accreditation 
requirement
s of the 
JCAHO, 
and/or other 
accreditting 
agency 

  Must be 
licensed 

Must be 
licensed   State licenses Not available   

Moratoria, 
Caps 

        No need for 
MRI         

Source:  Report of Data Analyses to the Georgia Commission on the Efficacy of the CON Program 
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Federal Oversight 

Medicare. 

Diagnostic specialized imaging 
services.   However, in 2005, d
based available machines, and t
and CT, the Medicare Payment 
recommended that standards sh
services, bundling of diagnostic ima
the services.   
 
Medicaid. 

In Georgia, Medicaid currently 
provided by freestanding imagi

 
 
 

 
 
 
 
 
 
 
 
 
 
 

 

 
studies are currently reimbursable 

ue to the proliferation of office-
hus increasing utilization of MRI 

Advisory Commission 
ould be set regarding quality of 

ging services, and payment for 

does not reimburse for services 
ng facilities. 

Strategic Options 

Option 16.0 

Maintain existing CON regulation of PET. 

Option 16.1 

Deregulate PET from CON. 

O

, applicants would not need to obtain a CON for 
ET; however, providers of PET services would still be required to 

report data on a regular basis. 

Option 16.3 

Deregulate PET from CON but increase licensure standards. 

Under this option, applicants wo ot need to obtain a CON for 
ing standards 

regarding PET. 

Option 16.4 

Abolish entirely the exemption for diagnostic or therapeutic 
equipment that can be obtained below threshold. 

uld n
PET; however, licensure would increase its licens

ption 16.2 

Deregulate PET from CON but require data reporting. 

Under this option
P
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Option 16.5 

Amend the statutory exemption for diagnostic or therapeuti
equipment that can be obtained below threshold. 

16.5A:  Remove the dollar threshold cap and  

 1.  Requi all free
obtain a 

 2.  Require all im thi a s 
btai  

3.  Exempt imaging within physician pra

empt hospital-based imaging 

16.5B:  In he do ar thresho

16.5C:  Decrease the dollar thresh

Option 16.6 

Require y exe pt provid ag r apeutic 
equipm ke a commitm ige arity care as 
a conditio em on. 

Option 16.7 

Require exe pt provid ag ostic or t eutic 
equipm e data to the D nt as a condi on the 
exemption. 
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Recommendations 

NOTE:  The Commission did not reach full consensus on the 

 
Re

 of the Commission recommends that Certificate of 
lation of Positron Emission Tomography (PET) services 

 dosimetrists, physicists, 
etc.  

Commission maintains that PET services 
should be deregulated.  These members maintain that PET 

ve great potential in saving lives and that the 
n of the service would improve access to the citizens of 

ave concern about the 
a associated with PET.  

o other neighboring states, Georgia has fewer PET 
 capita. 

Rec  (Unanimous) 

tutorily-exempt providers of diagnostic or therapeutic 
make a commitment to indigent and charity care as 

Members of the Commission unanimously recommend that 

ory exemption be modified to 

pecifically require providers to make an indigent and charity care 
ommitment as a condition of the exemption. 

Recommendation 16.2  (Unanimous) 

equire statutorily exempt providers of diagnostic or therapeutic 
quipment to provide data to the Department as a condition of the 
xemption. 

he lack of data from all providers of healthcare in the state 
dversely impacts the state’s health planning functions.  

Therefore, the Commission unanimously recommends that all 
exempt providers of diagnostic imaging services commit to provide 
data to the Department annually as a condition of being exempt. 

Recommendation 16.3    (5 Agree, 1 Disagree, 4 Abstain) 

xemption for equipment below threshold to require all 
 diagnostic imaging centers to obtain a Certificate of 

Need for equipment regardless of costs, except for de minimis x-
ealth 

care facilities would still be able to obtain equipment under 

Commission recommends that the exemption for 
below threshold should not apply to Freestanding 

ers.  Under this recommendation, Freestanding 
Imaging Centers would need to obtain a Certificate of Need 

d be permitted to 
obtain de minimis x-ray equipment without obtaining a Certificate 
of Need.  The members who make this recommendation do so 
because of concerns over the quality of freestanding imaging 
centers and the potential for over-utilization of imaging services at 

regulation of imaging services.  The equipment expenditure 
threshold is addressed in Recommendation 3.2. 

commendation 16.0     (4 Agree, 3 Disagree, 3 Abstain) 

Maintain existing CON regulation of Positron Emission 
Tomography. 

A majority
Need regu
be maintained.  These members maintain that the high cost of 
PET equipment necessitates a higher degree of regulation.  PET 
lso requires a trained workforce such asa

Another portion of the 

services ha
deregulatio
the state.  In addition, these members h
perceived accessibility problems in Georgi
In relation t
scanners per

ommendation 16.1 

 Require sta
equipment to 
a condition of the exemption. 

freestanding providers of diagnostic imaging should provide 
indigent and charity care.  Therefore, the Commission 
recommends that the statut

s
c

R
e
e

T
a

Modify the e
freestanding

ray equipment.  Physician offices and hospitals and other h

threshold, bur freestanding imaging centers would require a 
Certificate of Need. 

A majority of the 
equipment 
Imaging Cent

regardless of the cost of the equipment being acquired and used 
in the facility, except that such facilities woul



 
 

freestanding
documented. 

 imaging centers, which has been substantially 

ices because the 
tient and to insurers 

ased imaging. 

Those who oppose this recommendation maintain that the 
equipment threshold should be applicable to freestanding imaging 
centers as for all other providers of imaging serv
cost of freestanding imaging centers to the pa
is substantially less than the cost of hospital-b
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