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COPN Workgroup
Framework of Potential Ideas for Recommendations

Explanatory Note:  This document does not constitute a plan nor a set of policy options or recommendations.  It is a merely a framework for discussion of three potential scenarios by the COPN Workgroup at the September 28th meeting, as requested by the Workgroup Chair

Potential Scenario 1 - Retain COPN As Is

Potential Scenario 2 - Retain COPN but with Modifications That Could Range from Minor to Significant

Updating the State Medical Facilities Plan (SMFP)

Enable more regular and rigorous reviews of the SMFP

Convene SMFP task force to review SMFP and propose restructuring of plan, consider additional criteria, and recommend other changes.
· Consider adding criteria to apply when the proposed service is necessary to meet specific care guidelines (e.g., door to CT initiation within 25 minutes for primary stroke care).  
· Consider adding quality of care criteria, such as accreditation requirements, related to the proposed service (e.g., obtain and maintain accreditation as a Primary Stroke Center).
· Consider defining different criteria to apply, when appropriate, if the proposed service will be continuously available (e.g., 24/7) or it only will be available ## or fewer hours per week during non-holiday weeks.  
· Consider defining criteria for indigent care based on unit(s) of service provision rather than a dollar value.
· Consider defining specific criteria for determining need in rural areas.
· Consider defining criteria to apply when a service need has been identified in a regional health improvement plan. 

Consider removing SMFP from the Virginia Administrative Code, and revise SMFP section of Code of Virginia (§ 32.1-102.2:1) to govern the process by which the SMFP is reviewed and updated, and to change the name of the SMFP to the “State Health Services Plan.”

State regulatory process can be an obstacle to timely updates to the SMFP following completion of review by SMFP Task Force

Is SMFP less enforceable if it is not in the Virginia Administrative Code?
Amend the Code to move § 32.1-102.2 A 4 (regarding specific criteria for determining need in rural areas) from under § 32.1-102.2 “Regulations” to under § 32.1-102.2:1 “State Medical Facilities Plan; task force.”
This change would allow an interpretation that these criteria do not need to be established through the regulatory process but will be incorporated into the SMFP.
 
Obtain Board of Health approval and re-issue current SMFP in a non-regulatory format as the “planning document adopted by the Board of Health.” (see definition of the SMFP at §32.1-102.1) 

This would include the most recent recommendations from the SMFP Task Force (i.e., correcting several definitions in relation to cardiac catheterization as well as the occupancy standard utilized for determining the need for new nursing home beds.)
§ 32.1-102.2:1. State Medical Facilities Plan; task force.  The Board shall appoint and convene a task force of no fewer than 15 individuals to meet at least once every two years. The task force shall consist of representatives from the Department and the Division of Certificate of Public Need, representatives of regional health planning agencies, representatives of the health care provider community, representatives of the academic medical community, experts in advanced medical technology, and health insurers. The task force shall complete a review of the State Medical Facilities Plan updating or validating existing criteria in the State Medical Facilities Plan at least every four years.
Exemptions for Certain Facilities and/or Projects
	
Consider exemptions for certain classes of facilities. Which ones?
Consider elimination of lithotripsy as regulated service
Children's hospitals - Changes needed?
Mental health facilities - Changes needed?

Improvements to Application Processing

Consider options for reducing length of review cycle, while being mindful of VDH staff resource requirements and funding limitations

Consider eliminating completeness review, application would be reviewed based on information that was submitted by the deadline.

Consider eliminating Letter of Intent – not required by Code but is required by regulations

Consider repealing following language from 32.1-102.6(A)

At least 30 calendar days before any person is contractually obligated to acquire an existing medical care facility, the cost of which is $600,000 or more, that person shall notify the Commissioner and the appropriate regional health planning agency, if a regional health planning agency has been designated, of the intent, the services to be offered in the facility, the bed capacity in the facility and the projected impact that the cost of the acquisition will have upon the charges for services to be provided. If clinical services or beds are proposed to be added as a result of the acquisition, the Commissioner may require the proposed new owner to obtain a certificate prior to the acquisition. If no regional health planning agency is designated for the health planning region in which the acquisition will take place, no notification to a regional health planning agency shall be required.

This provision is not necessary and results in non-productive and non-reimbursed VDH staff work.

Consider modifying requirement to hold a public hearing to require a public hearing only when:
1. The review is for competing requests,
1. Requested by an elected local government official or member of the Virginia General Assembly, or
1. Requested by the State Health Commissioner

For many of the public hearings the only attendees are DCOPN and the applicant.  There is a cost (cash and time, both for VDH and the applicant) in advertising and holding the public hearing, but it is an important part of the process so it should not be entirely eliminated.  

Consider revisiting application fee schedule

Update application submission protocols – clarify rules for electronic submission; consider requiring electronic submission of all documents.

Consider Greater Use of Expedited Review Process 

Currently applies only to review of Projects as defined in 32.1-102.1 (8)

32.1-102.2 A (6). Shall establish an expedited application and review process for any certificate for projects reviewable pursuant to subdivision 8 of the definition of "project" in § 32.1-102.1. Regulations establishing the expedited application and review procedure shall include provisions for notice and opportunity for public comment on the application for a certificate, and criteria pursuant to which an application that would normally undergo the review process would instead undergo the full certificate of public need review process set forth in § 32.1-102.6.

32.102.1(8). Any capital expenditure of $15 million or more, not defined as reviewable in subdivisions 1 through 7 of this definition, by or on behalf of a medical care facility other than a general hospital. Capital expenditures of $5 million or more by a general hospital and capital expenditures between $5 and $15 million by a medical care facility other than a general hospital shall be registered with the Commissioner pursuant to regulations developed by the Board. The amounts specified in this subdivision shall be revised effective July 1, 2008, and annually thereafter to reflect inflation using appropriate measures incorporating construction costs and medical inflation. Nothing in this subdivision shall be construed to modify or eliminate the reviewability of any project described in subdivisions 1 through 7 of this definition when undertaken by or on behalf of a general hospital; 

Consider limits on ability to extend application review/decision making deadlines (e.g., delay public hearing, delay IFFC)

32.1-102.6 (I). The applicants, and only the applicants, shall have the authority to extend any of the time periods specified in this section. If all applicants consent to extending any time period in this section, the Commissioner, with the concurrence of the applicants, shall establish a new schedule for the remaining time periods.

Consider stricter requirements for “Good Cause” Standing

Revisions to COPN Conditioning

Standardize and clarify rules regarding COPN conditions

Consider revisions to language concerning indigent care conditions, perhaps by codifying the provisions of VDH Guidance Document.  Provide authority to condition to something other than dollar value of care

Consider granting authority to condition for services agreeing to reach nationally-recognized standards of care (e.g., conditioning for quality assurance)

Alternatively, achieving nationally-recognized standards of care could be a required consideration in reviewing the application, rather than a condition of approval

Quality assurance could also potentially addressed through the State Medical Facilities Plan

Post-COPN Approval Monitoring and Compliance

Consider development of audit-like function within VDH to monitor compliance with COPN conditions
 
Consider “Loser Pays” Rule for COPN decisions that are litigated

Promote Greater Transparency

Use technology to improve availability of COPN information

Improve collection and availability of data

Maintain an accessible inventory of COPN-authorized capacity



Potential Scenario 3 - Eliminate COPN

Consider development of Deregulation Plan with Phased Implementation and Transition Period

Consider including, for some period of time, a monitor to study service/equipment growth and possible closures absent COPN
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