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SENT ON BEHALF OF WILLIAM R. THOMAS, ESQUIRE
 
Dear Ms. Kitchings:
 
Attached please find the Return of Appellants Trident Medical Center and Walterboro
Community Hospital to Medical University Hospital Authority’s Motion to
Supplement Briefs and Record on Appeal in the above-referenced case.  The original is
being hand delivered to the Court today and a copy of same sent to all counsel of record.
 
 
Best,
 
 
 
Jill C. Prater
 
_________________________________________________

Jill Prater
Legal Professional Assistant
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EXHIBIT A 
 


2017-2018 State Health Plan 
Chapter 3 Hospitals 


 
Plan Enacted June 9, 2017 
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(2) The population data set forth in this Plan was received from the South Carolina
Revenue and Fiscal Affairs Office in April of 2017.  The material includes population
projections that are subject to the following conditions:


These projections offer only one scenario of future population change 
using the most current data available.  The overall accuracy of the 
projections depends on the extent to which future events unfold in a 
manner that reflects previous trends observed within each group.  The 
model cannot account for unprecedented events that may significantly 


events include large factory openings or closings, changes in 
technology, public health crises, environmental events, or other 
conditions that could have an effect on migration, birth rates, or death 
rates.  This means that population projections are likely to be more 
accurate in the immediate future than in distant years into the future.  
The projections will be updated regularly as new data becomes 
available and future events unfold.  Annual county population 
estimates released by the Census Bureau will be monitored along with 
birth and death data released each year, and adjustments will be made 
to the projected population results as appropriate. 
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This Plan has adopted the Dep  for the purpose of inventorying Health Care 
Facilities and Health Services as designated and enumerated below: 


Abbeville, Anderson, Cherokee, Greenville, Greenwood, Laurens, 
McCormick, Oconee, Pickens, Spartanburg, and Union 


Aiken, Barnwell, Chester, Edgefield, Fairfield, Kershaw, Lancaster, 
Lexington, Newberry, Richland, Saluda and York 


Chesterfield, Clarendon, Darlington, Dillon, Florence, Georgetown, 
Horry, Lee, Marion, Marlboro, Sumter and Williamsburg 


Allendale, Bamberg, Beaufort, Berkeley, Calhoun, Charleston, 
Colleton, Dorchester, Hampton, Jasper and Orangeburg 


This Plan calculates the need for certain Health Care Facilities and Health Services 
throughout South Carolina based on certain formula and criteria set forth in detail in this 
Plan.  For example: 


The need for hospital beds is based on the utilization of individual facilities. 
The need for acute psychiatric services, alcohol and drug abuse services, 
comprehensive rehabilitation services, and residential treatment centers for children 
and adolescents is based on various service areas and utilization methodologies 
specified in this Plan. 
The need for most health services (e.g., cardiac catheterization, open heart surgery) 
is based upon the service standard, which is a combination of utilization criteria and 
travel time requirements. 
The need for long-term care and skilled nursing service is projected by county. 
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In addition to inventory regions, this Plan designates service areas for certain Health Care 
Facilities and Health Services.  These service areas may be comprised of one or more 
counties.  Service areas may cross inventory regions.  The need for a service is analyzed by 
assessment of existing resources and need in the relevant service area, along with other 
factors set forth in this Plan, applicable statutes and regulations. 


Given the ever-changing nature of the health care delivery system, affiliated facilities may 
want to transfer or exchange specific technologies or licensed beds in order to better meet 
an identified need.  Affiliated facilities are two or more health care facilities, whether 
inpatient or outpatient, owned, leased, or who have a formal legal relationship with a central 
organization and whose relationship has been established for reasons other than for 
transferring beds, equipment or services.  In certain instances such a transfer or exchange 
of acute services could be accomplished in a cost-effective manner and result in a more 
efficient allocation of health care resources.  This transfer or exchange of services applies to 
both inpatient and outpatient services.  A Certificate of Need is required to transfer or exchange 
beds, services, and/or equipment.  In order to evaluate a proposal for the transfer or exchange 
of any health care technology reviewed under the Certificate of Need program, the following 
criteria must be applied to it: 


1. A transfer or exchange of beds, services, and/or equipment may be approved only if
there is no overall increase in the number or amount of such beds and/or services.


2. A transfer or exchange initiated under this Chapter may only occur within the service
area(s) established in this Plan.


3. The facility receiving the beds, services, and/or equipment must demonstrate the
need for the additional capacity based on historical and/or projected utilization
patterns.


4. The applicants must explain the impact of transferring the beds, services, and/or
equipment on the health care delivery system of the county and/or service area from
which it is to be taken; any negative impact must be detailed, along with the perceived
benefits of the proposal.


5. The facility giving up beds, services, and/or equipment may not use the loss of such
beds, services, and/or equipment as justification for a subsequent request to
establish or re-establish such beds, services, and/or equipment.


6. A written contract or agreement between the governing bodies of the affiliated
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facilities approving the transfer or exchange of beds, services, and/or equipment 
must be included in the Certificate of Need process. 


 
7. Each facility giving up beds, services, and/or equipment must acknowledge in writing 


that this exchange is permanent; any further transfers would be subject to this same 
process. 


 


 
Where these projections were required for calculations, this Plan has been developed using 
the estimated civilian population of 4,896,146 for 2015 and projected population of 
5,288,470 for 2022.  All population data (county, planning area, and statewide) were provided 
by the South Carolina Revenue and Fiscal Affairs Office, Health and Demographics Section, 
in April 2017. 
 


 
Only those facilities reviewed under the Certificate of Need program are included in the 
inventory.  The cut-off date for inclusion of information in this Plan was April 13, 2017.  
Inventory and utilization data set forth in this Plan is derived from the 2015 Joint Annual 
Reports (JARs).  The period of time in which the individual data was collected is set forth by 
the reporting entity in its individual JAR submission.  


6EX_A-005







7EX_A-006







 


 


 
 
Relevant Definitions 
 
Hospital provide overnight medical, 


surgical, or nursing care of illness, injury, or infirmity and may provide obstetrical care, and 
in which all diagnoses, treatment, or care is administered by or under the direction of 
persons currently licensed to practice medicine, surgery, or osteopathy.   
 
Hospital may include residential treatment facilities for children and adolescents in need of 
mental health treatment which are physically a part of a licensed psychiatric hospital.  This 
definition does not include facilities which are licensed by the Department of Social Services. 
 
Hospital Bed


maternity unit nursery, beds in labor rooms, recovery rooms, and other beds used 
exclusively for emergency purposes are not included in this definition. 
 
Bed Capacity 
 
For existing beds, capacity is considered bed space designated exclusively for inpatient care, 
including space originally designed or remodeled for inpatient beds, even though 
temporarily not used for such purposes.  The number of beds counted in any patient room 
is the maximum number for which adequate square footage is provided, except that single 
beds in single rooms have been counted even if the room contained inadequate square 
footage. 
 
Inventory and Bed Need 
 
All licensed general hospitals, including Federal facilities, are listed in the inventory.  Patient 
days and admissions are as reported by the hospital in its JAR.  The number of patient days 
utilized for the general hospital bed need calculations does not include days of care rendered 
in licensed psychiatric units, substance abuse units, or comprehensive rehabilitation units of 
hospitals.  These days of care are shown in the corresponding inventories for each type of 
service.  In addition, the days of care provided in Long-Term Care hospitals are not included 
in the general bed need calculations. 
 
Total capacity by survey refers to a total designed capacity or maximum number of beds that 
may be accommodated as determined by an on-site survey.  This capacity may exceed the 
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number of beds actually set up and in use.  It may also differ from the licensed capacity, 
which is based on State laws and regulations.  Beds have been classified as conforming and 
nonconforming, according to standards of plant evaluation. 
 
Variable Occupancy Rate 
 
The General Acute Hospital bed need methodology uses the following variable occupancy 
rate factors: 
 
0 - 174 bed hospitals  65% 
175 - 349 bed hospitals  70% 
350+ bed hospital  75% 
 
The population and associated utilization are broken down by age groups.  The use rates 
and projected average daily census are made for the age cohorts of 0-17, 18-64, and 65 and 
over, in recognition that different population groups have different hospital utilization rates.   
 


the general acute hospitals.  This term does not suggest that facilities cannot operate at 
higher occupancy rates than used in the calculations without adding additional beds. 
 
Availability 
 
Bamberg, Barnwell, Lee, Marlboro, McCormick and Saluda counties no longer have local 
hospitals.  Calhoun County is served by the Regional Medical Center of Orangeburg and 
Calhoun Counties.  The need for general hospital beds is determined through the 
consideration of current utilization and projected population growth with the goal of having 
beds available within approximately thirty (30)  travel time for the majority of the 
residents of the State. 
 


 
1. Calculations of hospital bed need are made for individual hospitals and totaled by 


county to determine the overall bed need for that service area, which is the county 
for CON purposes.  


 
2. For individual hospitals, the methodology for calculating bed need is as follows: 


 
a. Determine the current facility use rate by dividing the current utilization by the 


current population in each of the three age cohorts. 
 
b. Multiply the current facility use rate by age cohort by the projected population 


for seven years in the future by age cohort (in thousands) and divide by 365 to 
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obtain a projected average daily census by age cohort. 
 
c. Divide the sum of the age cohort projected facility average daily census by the 


variable occupancy (.65/.70/.75) to determine the number of beds needed to 
meet the hospital's need. 


 
d. The number of additional beds needed or excess beds for the hospital is 


obtained by subtracting the number of existing beds from the bed need. 
 
e. The totals for each hospital in a county or service area are summed to 


determine whether there is an overall projected surplus or need for additional 
beds. 


 
3. If a service area indicates a surplus of beds, then no additional beds will be approved 


unless an individual hospital in the service area indicates a need for additional beds.  
Should an individual hospital indicate a need for additional beds, then a maximum of 
the actual projected bed need or up to 50 additional beds may be approved for that 
hospital to allow for the construction of an economical unit at either the existing 
hospital site or another site, if the existing hospital is relocating or has relocated in 
whole or in part to that site.  The hospital requesting the addition must document the 
need for additional beds beyond those indicated as needed by the methodology 
stated above, based on historical and projected utilization, as well as projected 
population growth or other factors demonstrating the need for the proposed beds.  
Additional beds will only be approved for the specific hospital indicating a need. 


 
4. If there is a need for additional hospital beds in the service area, then any entity may 


apply to add these beds within the service area, and any entity may be awarded the 
Certificate of Need for these beds.  If the number of beds needed is less than 50, then 
up to a total of 50 beds could be approved for any entity at any location within the 
service area.  An applicant requesting additional beds beyond those indicated as 
needed by the methodology stated above must document the need for additional 
beds based on historical and projected utilization, projected population growth that 
has not been considered in this Plan or other factors demonstrating the need for the 
proposed beds.  It is up to the applicant to document the need and the potential 
negative impact on the existing facilities. 


 
5. A facility may apply to create a new additional hospital at a different site within the 


same service area through the transfer of existing licensed beds, the projected bed 
need for the facility, or a combination of both existing beds and projected bed need.  
The facility is not required to have a projected need for additional beds in order to 
create a new additional hospital.  There is no required minimum number of beds in 
order to approve the CON application.  The applicant must justify, through patient 
origin and other data, the need for a new hospital at the chosen site and the potential 
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adverse impact a new hospital at the chosen site could have on the existing hospitals 
in the service area. 


 
6. No additional hospital will be approved unless it is a general hospital and will provide: 
 


a. A 24-hour emergency services department that meets the requirements to be 
a Level III emergency service as defined in the Emergency Services section of 
Regulation 61-16; 
 


b. Inpatient medical services to both surgical and non-surgical patients; and 
 


c. Medical and surgical services on a daily basis within at least six of the major 
diagnostic categories as recognized by Centers for Medicare and Medicaid 
Services (CMS).  Any applicant for a new hospital must provide a written 
commitment that the facility will accept Medicare and Medicaid patients and 
that unreimbursed services for indigent and charity patients are provided at a 
percentage that meets or exceeds other hospitals in the service area.  The CMS 
Diagnostic Categories Chart is located in Chapter XIII of this Plan. 


 
7. Due to the low utilization and the low capital cost of converting hospital-based 


nursing home, psychiatric, rehabilitation and/or substance abuse beds to general 
acute care hospital beds, the following policies may apply: 
 
a. Hospitals that have licensed nursing home beds within the hospital may be 


allowed to convert nursing home beds to general acute care hospital beds only 
within the hospital, provided the hospital can document an actual need for 
additional general acute care beds.  Need will be based on actual utilization, 
using current information.  A Certificate of Need is required for this conversion. 


 
b. Existing acute care hospitals that have inpatient psychiatric, rehabilitation, or 


substance abuse beds may be allowed to convert such beds to acute care 
hospital beds, regardless of the projected need for general acute care hospital 
beds. A Certificate of Need is required for this conversion. 


 
8. In some areas of South Carolina, a considerable influx of tourists is not counted in the 


permanent population.  If an individual hospital in these areas can document and 
demonstrate the need for additional beds due to non-resident (tourist) population 
and seasonal utilization fluctuations due to this population, then, based on further 
analysis, the Department may approve some additional beds at the existing hospital. 
 


9. Should the deletion of services at a federal facility result in an immediate impact on 
the utilization of a hospital, then the Department may approve a request for 
additional beds at the affected hospital. The affected hospital must document the 
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increase in demand and explain why additional beds are needed to accommodate 
patients previously served at the federal facility. 
 


10. Changes in the delivery system due to health care reform have resulted in the 
consolidation of facilities and the establishment of provider networks.  These 
consolidations and agreements may lead to situations where affiliated hospitals may 
wish to transfer beds between themselves in order to serve their patients in a more 
efficient manner.  A proposal to transfer or exchange hospital beds requires a Certificate 
of Need and must comply with the provisions outlined in Chapter II, Transfer between 
Affiliated Facilities. 


 
11. Factors to be considered regarding modernization of facilities include: 
 


a. Functional arrangement of the facility as it relates to efficient handling of 
patients and related workloads. 


 
b. The ability to update medical technology within the existing plant. 


 
c. Existence of The Joint Commission (TJC) or other accreditation body 


 
 


d. Cost efficiency of the existing physical plant versus plant revision, etc. 
 


e. Private rooms are now considered the industry standard. 
 
12. Each modernization proposal must be evaluated on the basis of merit, cost efficiency, 


and impact on healthcare delivery within the service area. 
 
The Hospital Bed Need Chart is located at the end of this Chapter. 


 
The following project review criteria are considered to be the most important in evaluating 
Certificate of Need applications for this service: 
 
1. Compliance with the Need Outlined in this Section of this Plan; 
2. Community Need Documentation; 
3. Distribution (Accessibility); 
4. Acceptability; 
5. Record of the Applicant; 
6. Cost Containment; and 
7. Adverse Effects on Other Facilities. 
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General hospital beds are typically located within approximately thirty (30)  travel 
time for the majority of the residents of the State.  The benefits of improved accessibility will 
be equally weighed with the adverse effects of duplication in evaluating Certificate of Need 
applications for these beds. 
 


 
Long-Term Acute Care Hospitals (LTACHs) are hospitals with an average Medicare inpatient 
length of stay of greater than 25 days, including all covered and non-covered days of stay of 
Medicare patients.  They provide treatment to patients with complex medical conditions, 
such as strokes, cardiac care, ventilator dependency, wound care and post-surgical care. 
 
A LTACH may be either a freestanding facility or may occupy space in another hospital 


-within-a-  in order to 
-within-a-  


 
1. The new LTACH must have a governing body, which is distinct and separate from the 


governing body of the host hospital, and the new body cannot be under the control 
of the host hospital or any third entity that controls both hospitals. 


 
2. The LTACH must have a separate Chief Executive Officer through whom all 


administrative authority flows, who is not employed by, or under contract with, the 
host hospital or any third entity that controls both hospitals. 


 
3. The LTACH must have a separate Chief Medical Officer who reports directly to the 


governing body and is responsible for all medical staff activities.  The Chief Medical 
Officer cannot be under contract with the host hospital or any third entity that 
controls both hospitals. 


 
4. The LTACH must have a separate medical staff which reports directly to the governing 


body, and adopt bylaws governing medical care, including granting privileges to 
individual practitioners. 


 


1. An application for a LTACH must be in compliance with the relevant standards in 
Regulation 61-16 (Minimum Standards for Licensing Hospitals and Institutional General 
Infirmaries). 


 
2. Although LTACH beds are not considered to be a separate category for licensing 


purposes, they will be inventoried separately from general acute care hospital beds 
for planning purposes. 
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3. The utilization of LTACHs is not included in the bed need for general acute care 
hospital beds.  No bed need will be calculated for LTACH beds.  An applicant must 
document the need for LTACH beds based on the utilization of existing LTACH beds. 
 


4. A hospital that has leased general beds to a LTACH shall be entitled to regain these 
beds once the lease is terminated.  No entity other than the hospital (or its successor) 
that initially leased the general acute beds to the LTACH shall be entitled to the beds 
upon termination of the lease.  A Certificate of Need application is required: 


 
a. A hospital may be allowed to convert these former LTACH beds to general 


acute hospital beds regardless of the projected need for general acute beds; 
 
b. A hospital may be allowed to convert these former LTACH beds to psychiatric, 


inpatient treatment facility, rehabilitation, or other specialty beds only if there 
is a bed need projected for this proposed other category of licensed beds. 


 
5. A hospital which seeks to be designated as a LTACH, and has been awarded a CON 


for that purpose, must be certified as a LTACH by CMS within 24 months of accepting 
its first patient, or the CON issued to that hospital for that purpose shall be revoked.  
The entity that has had its CON revoked shall not have the authority to operate as a 
general acute care hospital. 
 


6. A hospital that desires to be designated as a Pediatric LTACH must restrict admissions 
to patients under the age of 21 who require long-term medical care.  Should the 
facility attempt to provide care that is inconsistent with this requirement or patient 
demand or other economic conditions require the facility to close, the Certificate of 
Need issued to that hospital for that purpose shall be revoked.   


 
The Long-Term Acute Care Hospitals Chart is located at the end of this Chapter. 
 


 
The following project review criteria are considered to be the most important in evaluating 
Certificate of Need applications for this service: 
 
1. Compliance with the Need Outlined in this Section of this Plan; 
2. Community Need Documentation; 
3. Distribution (Accessibility); 
4. Record of the Applicant. 
 
Long-Term Acute Care Hospital beds are located within approximately sixty (60) 
travel time for the majority of the residents of the State.  The benefits of improved 
accessibility will be equally weighed with the adverse effects of duplication in evaluating 
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Certificate of Need applications for these beds. 
 


 
The South Carolina Department of Health and Human Services administers programs 
through the Medicaid program to assist struggling rural hospitals.  One such program 
designates rural hospitals as Critical Access Hospitals (CAH) who are then eligible for more 
favorable Medicaid reimbursement methodology. 
 
A CAH is intended to provide essential health services to rural communities.  Converting a 
struggling rural hospital to a CAH can allow a community to maintain local health access that 
would otherwise be lost.  CAHs are subject to review by the Independent Payment Advisory 
Board (IPAB), whereas other hospitals are not currently subject to IPAB review. 
 
The impact of the Critical Access Hospital Program in South Carolina is a financial one, 
allowing cost-based reimbursement from Medicare for a facility choosing to participate.  The 
designation as a CAH does not require a change in the licensing of an existing hospital.  
However, a hospital may be required to de-license a number of beds in order to meet the 
25-bed requirement. 
 
The designation of a hospital as a Critical Access Hospital does not require Certificate of Need 
review because it does not change the licensing category of the facility.  However, an 
exemption from Certificate of Need review is required for a hospital to reduce its number of 
licensed beds in order to meet the criteria for a CAH.  Should a hospital later desire to revert 
to a general acute hospital, a Certificate of Need is required, but the facility may be permitted 
to increase the number of licensed hospital beds up to the prior number of beds without 
regard or affect to the current bed need shown in the service area. 
 
The Critical Access Hospitals Chart is located at the end of this Chapter. 
 


The Perinatal Regions referred to in the Obstetrical Services and Neonatal Services sections 


identified by the name of its designated Regional Perinatal Center. 
 


  
Abbeville, Anderson, Edgefield, Greenville, Greenwood, 
Laurens, McCormick, Oconee, Pickens, Saluda 
 
Cherokee, Chester, Spartanburg, Union 
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Aiken, Allendale, Bamberg, Barnwell, Calhoun, 
Clarendon, Fairfield, Kershaw, Lancaster, Lee, Lexington, 
Newberry, Orangeburg, Richland, Sumter, York 
 
Chesterfield, Darlington, Dillon, Florence, Horry, Marion, 
Marlboro, Williamsburg 


  
Beaufort, Berkeley, Charleston, Colleton, Dorchester, 
Hampton, Jasper, Georgetown 


 


 
Because the cost of high-risk obstetrical and neonatal services is so great, it is not desirable 
or cost-effective for all hospitals in the State to provide the higher levels of care.  Over the 
years, a regionalized approach to perinatal care has been implemented in South Carolina to 
address the need for high quality, risk-appropriate, cost-effective perinatal health care.  
Regionalization provides a coordinated system of perinatal care for a well-defined 
population group.  Each hospital providing perinatal services is designated by the 
Department's Division of Health Licensing as a Level I, II, III, or IV Perinatal Hospital, or a 
Regional Perinatal Center (RPC).  Each Level I, II, III and IV hospital maintains a relationship 
with its designated RPC for consultation, transport and continuing education.  Patients are 
transferred to the appropriate RPC when medically appropriate, if beds are available. True 
regionalization for the optimization of perinatal care includes a stated goal of back-
transporting infants when they no longer require the highest level of care. Convalescing 
infants benefit from a community-based program closer to home that promotes parent 
education and family bonding to facilitate a safe and timely discharge. In this way, quality 
care is provided to mothers and newborn infants, and specially trained perinatal personnel 
and intensive care facilities can be used efficiently and cost-effectively. 
 
The complete descriptions of the five levels of perinatal services described briefly below are 
outlined in the Section of Regulation 61-16 entitled Designation of Inpatient Perinatal Care 
Services. 
 
Basic Perinatal Center with Well Newborn Nursery (Level I). Level I hospitals provide services 
for normal uncomplicated pregnancies. A full list of the requirements for a Level I Basic 
Perinatal Center with Well Newborn Nursery can be found at Regulation 61-16, Section 
1306.A. Certificate of Need review is not required to establish a Level I program. 
 
Specialty Perinatal Center with Special Care Nursery (Level II). In addition to the requirements 
of Regulation 61-16, Section 1306.A, Level II hospitals provide services for both normal and 
selected high-risk obstetrical and neonatal patients. A full list of the requirements for a Level 
II Specialty Perinatal Center can be found at Regulation 61-16, Section 1306.B.   Certificate of 
Need review is not required to establish a Level II program. 
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Subspecialty Perinatal Center with Neonatal Intensive Care Unit (Level III). In addition to the 
requirements of Regulation 61-16, Sections 1306.A and 1306.B, Level III hospitals provide all 
aspects of perinatal care, including intensive care and a range of continuously available, sub-
specialty consultation as recommended in the most recent edition of the Guidelines for 
Perinatal Care (GPC) by the American Academy of Pediatrics (AAP) and The American College 
of Obstetricians and Gynecologists. A full list of the requirements for a Level III Subspecialty 
Perinatal Center with Neonatal Intensive Care Unit can be found at Regulation 61-16, Section 
1306.C. Neonatal transport may only be performed by Regional Perinatal Centers. Certificate 
of Need Review is required to establish a Level III program. 


Regional Perinatal Center with Neonatal Intensive Care Unit (RPC). In addition to the 
requirements of Regulation 61-16, Sections 1306.A through 1306.C, RPCs provide 
consultative, outreach, and support services to other hospitals in the region. A full list of the 
requirements for a Regional Perinatal Center can be found at Regulation 61-16, Section 
1306.D. No more than one Regional Perinatal Center will be approved in each perinatal 
region.  Certificate of Need Review is required to establish a RPC. 


Complex Neonatal Intensive Care Unit (Level IV). In addition to the requirements of 
Regulation 61-16, Sections 1306.A through 1306.C, Level IV hospitals shall include additional 
capabilities and considerable experience in the care of the most complex and critically ill 
newborn infants and have pediatric medical and surgical specialty consultants available 24 
hours a day. A full list of the requirements for a Complex Neonatal Intensive Care Unit can 
be found at Regulation 61-16, Section 1306.E.  A Level IV hospital need not act as a Regional 
Perinatal Center (RPC). Certificate of Need Review is required to establish a Level IV program. 


The Perinatal-Capable Facilities Chart is located at the end of this Chapter. 


Advances in obstetrical and newborn intensive care offer the promise of lower perinatal 
mortality and improvement in the quality of life for survivors.  The high cost of intensive care 
and the limited availability of skilled personnel have created the requirement for a more 
efficient method of resource allocation. 


Maternal, fetal, and neonatal mortality and morbidity rates can be significantly reduced if 
patients at high risk are identified early in the pregnancy and optimum techniques for the 
care of both the mother and infant are applied.  High-risk deliveries are a small percent of 
total annual deliveries, but these patients require a high degree of specialized care.  In 2015, 
81.7% of all Very Low Birthweight (VLB) babies were born in either a Level III center or a 
Regional Perinatal Center, whereas the Healthy People 2020 national objective was 83.7%. 
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Infant mortality is defined as the death of babies from birth until their first birthday.  South 


national rate of 5.82 infant deaths per 1,000 births in 2014. 
 


neonatal mortality rate for all races was 4.6 neonatal deaths per 1,000 live births, while the 
Healthy People 2020 national objective was 4.1 neonatal deaths per 1,000 live births. 
 
The need for obstetrical beds will be evaluated based on information supplied by the Joint 
Annual Report of Hospitals and other sources.  Those facilities experiencing low utilization 
and in close proximity to one another should consider consolidating services, where 
appropriate. 
 
The OB Utilization and Births Chart is located at the end of this Chapter.  
 


 
The following project review criteria are considered the most important in evaluating 
Certificate of Need applications for an obstetrical service: 
 
1. Compliance with the Need Outlined in this Section of this Plan; 
2. Distribution (Accessibility); 
3. Acceptability; 
4. Record of the Applicant; and 
5. Adverse Effects on Other Facilities. 
 
The benefits of improved accessibility will be equally weighed with the adverse effects of 
duplication in evaluating Certificate of Need applications for this service. 


 
Neonatal services are highly specialized and are only required by a very small percentage of 
infants.  The need for these services is affected by the incidence of high-risk deliveries, the 
percentage of live births requiring neonatal services, and the average length of stay.  The 
limited need for these services requires that they be planned for on a regional basis, 
fostering the location of these specialized units in hospitals that have the necessary staff, 
equipment, and consultative services and facilities.  Referral networks facilitate the transfer 
of infants requiring this level of services from other facilities. 
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1. The projected need for neonatal intensive care bassinets is calculated on a regional 


basis: 
 


a. For each region take the average number of births from 2013-2015 and the 
average population of women age 15-44 for 2013-2015 to generate an average 
birth rate. 


 
b. Multiply the average birth rate against the projected 2019 population of 


women age 15-44 to project the number of births in 2019. 
 


c. Generate the projected number of intensive care bassinets needed in a region 
by applying a constant of 3.25 bassinets per 1,000 live births to the projected 
birth rate and subtracting the existing bassinets from this total. 


 
d. Any Level III, Level IV, or RPC neonatal unit may request additional intensive 


care bassinets beyond those indicated as needed by the methodology above. 
The Level III, Level IV, or RPC neonatal unit requesting the addition must 
document the need for additional intensive care bassinets based on historical 
and projected utilization, projected population growth, routine swing of 
intermediate care bassinets into the intensive care setting, or other factors 
demonstrating the need for the proposed bassinets.   


 
2. Only Level III, Level IV, and RPCs neonatal units have intensive care bassinets. 
 
The Intensive and Intermediate Bassinets Chart, Utilization of Neonatal Special Care Units 
Chart and NICU Bed Need Chart are located at the end of this Chapter. 
 
The addition of neonatal intermediate care bassinets does not require Certificate of Need review.  
 
In some areas the number of intensive care bassinets should be increased.  The intermediate 
care bassinets should be better utilized in Level II facilities so babies can be transferred back 
closer to their home community, potentially alleviating the high utilization of the current 
intensive/intermediate care bassinets in RPC facilities in some areas of the State.  To improve 
the availability of the existing RPC neonatal intensive care bassinets, utilization of the back 
transport concept should be supported.  This component of regionalized care involves the 
transfer of infants who no longer require neonatal intensive care to facilities with 
intermediate or continuing care bassinets appropriate to the individual baby's care needs.  
If more back transfers to the Level II facilities occurred, then some of the overcrowding 
problems of the existing RPC units would be alleviated.  
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It should be noted that some RPC, Level III, and Level IV facilities with intensive care bassinets 
may at times have intermediate type infants in intensive care bassinets and vice versa as the 
patient load changes within the unit.  RPCs may use intermediate and intensive care 
bassinets interchangeably as the level of care required by the neonate varies. 
 


 
The following criteria are considered the most important in evaluating Certificate of Need 
applications for a neonatal service: 
 
1. Compliance with the Need Outlined in this Section of this Plan; 
2. Distribution (Accessibility); 
3. Acceptability 
4. Record of the Applicant; and 
5. Adverse Effects on Other Facilities. 
 
Because neonatal services are planned and located regionally due to the small percentage 
of infants requiring neonatal services, this service is available within approximately 30 


will be equally weighed with the adverse effects of duplication in evaluating Certificate of 
Need applications for this service. 
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MDC 1: Diseases and disorders of the nervous system 


MDC 2: Diseases and disorders of the eye 
MDC 3: Diseases and disorders of the ear, nose, mouth and throat 
MDC 4: Diseases and disorders of the respiratory system 
MDC 5: Diseases and disorders of the circulatory system 
MDC 6: Diseases and disorders of the digestive system 
MDC 7: Diseases and disorders of the hepatobiliary system and pancreas 
MDC 8: Diseases and disorders of the musculoskeletal system and 
MDC 9: Diseases and disorders of the skin, subcutaneous tissue and breast 
MDC 10: Endocrine, nutritional and metabolic diseases and disorders 
MDC 11: Diseases and disorders of the kidney and urinary tract 
MDC 12: Diseases and disorders of the male reproductive system 
MDC 13: Diseases and disorders of the female reproductive system 
MDC 14: Pregnancy, childbirth and the puerperium 
MDC 15: Newborns/other neonates with conditions originating in the 
MDC 16: Diseases and disorders of the blood and blood-forming organs and 


immunological disorders 
MDC 17: Myeloproliferative diseases and disorders and poorly differentiated 
MDC 18: Infectious and parasitic diseases 
MDC 19: Mental diseases and disorders 
MDC20: Alcohol/drug use and alcohol/drug-induced organic mental 
MDC 21: Injury, poisoning and toxic effects of drugs 
MDC 22: Burns 
MDC 23: Factors influencing health status and other contact with health 
MDC 24: Multiple significant traumas 
MDC 25: Human immunodeficiency virus infections 
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Abbeville Area Medical Center <18 5332 4930 15 0
18-64 14627 13270 451 1


+65 4973 5860 1621 5


AnMed Health Medical Center <18 45054 44870 4586 13
18-64 115809 118750 32824 92


+65 33829 40780 41805 138


AnMed Health Women's and Children's <18 45054 44870 787 2
Hospital 18-64 115809 118750 5432 15


+65 33829 40780 1086 4


Mary Black Health System - Gaffney <18 13378 13070 0
(Gaffney Medical Center) 1 18-64 34082 33600 0


+65 8734 10260 0


Greenville Memorial Medical Center <18 115082 122900 43222 126
18-64 305057 332480 75796 226


+65 71724 95000 53186 193


Greer Memorial Hospital (GHS) <18 115082 122900 134 0
18-64 305057 332480 6264 19


+65 71724 95000 4592 17


Hillcrest Memorial Hospital (GHS) <18 115082 122900 6 0
18-64 305057 332480 3661 11


+65 71724 95000 2543 9


Patewood Memorial Hospital (GHS) <18 115082 122900 1 0
18-64 305057 332480 1090 3


+65 71724 95000 1265 5


Saint Francis - Downtown & Saint Francis - <18 115082 122900 47 0
Millennium 18-64 305057 332480 21508 64


+65 71724 95000 32636 118


Saint Francis - Eastside <18 115082 122900 87 0
18-64 305057 332480 10701 32


+65 71724 95000 6827 25


Self Regional Healthcare  <18 16127 15820 707 2
18-64 41616 39630 26134 68


+65 12095 14010 27362 87


Laurens County Memorial Hospital (GHS) 1 <18 14781 14280 551 1
18-64 40410 38640 4703 12


+65 11432 13340 5500 18
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Oconee Memorial Hospital (GHS) <18 15209 14540 1132 3
18-64 43859 42760 9468 25


+65 16645 19800 14267 46


  
Baptist Easley Hospital <18 23855 26370 0
(Palmetto Baptist Medical Center - Easley) 18-64 78931 75000 6819 18


+65 18905 22760 8403 28


AnMed Health Cannon  1 <18 23855 26370 0
(Cannon Memorial Hospital) 18-64 78931 75000 0


+65 18905 22760 0


Mary Black Health System - Spartanburg <18 69835 71550 262 1
(Mary Black Memorial Hospital) 18-64 181834 187240 11468 32


+65 45633 56090 10472 35


Spartanburg Medical Center <18 69835 71550 2135 6
18-64 181834 187240 75692 214


+65 45633 56090 64463 217


Pelham Medical Center (Village Hospital) <18 69835 71550 0 0
18-64 181834 187240 4263 12


+65 45633 56090 5116 17


Union Medical Center 1 <18 5990 5340 0
18-64 16480 14740 0


+65 5307 5960 0


Aiken Regional Medical Center 3 <18 36383 35570 426 1
18-64 99461 99060 18141 50


+65 29985 37980 21129 73


Southern Palmetto Hospital  4 <18 5,554 5,370
(Barnwell County Hospital) 18-64 13,140 11,830


+65 3,425 3,980


Chester Regional Medical Center <18 7397 6880 77 0
18-64 19340 17480 1572 4


+65 5530 6510 1541 5


Edgefield County Hospital  <18 5036 4250 1 0
18-64 17084 15940 123 0


+65 4394 5410 392 1
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Fairfield Memorial Hospital <18 4634 3830 3 0
18-64 13900 12110 119 0


+65 4213 5090 222 1


Kershaw Health 2 <18 14,867 14,640 0
(Kershaw County Medical Center) 18-64 37,676 37,800 0


+65 9,973 12,590 0


Springs Memorial Hospital  1 <18 18749 19580 0
18-64 50359 55790 0


+65 16734 24810 0


Lexington Medical Center 5 <18 66209 66910 223 1
18-64 174401 185810 64183 187


+65 41223 55370 60486 223


Newberry County Memorial Hospital <18 8378 8210 113 0
18-64 22648 21850 3004 8


+65 6986 8460 4244 14


Palmetto Health Baptist Parkridge  <18 88453 96860 1255 4
18-64 271087 281250 7215 21


+65 47511 63010 7186 26


Palmetto Health Baptist  <18 88453 96860 13536 41
18-64 271087 281250 30251 86


+65 47511 63010 26425 96


Palmetto Health Richland <18 88453 96860 37913 114
18-64 271087 281250 81421 231


+65 47511 63010 48509 176


Providence Health <18 88453 96860 11 0
(Providence Hospital) 18-64 271087 281250 15827 45


+65 47511 63010 24080 87


Providence Health Northeast  <18 88453 96860 18 0
18-64 271087 281250 2193 6


+65 47511 63010 3116 11


Piedmont Medical Center  6 <18 61836 65930 1060 3
18-64 155706 175120 29476 91


+65 33653 47100 26179 100


Fort Mill Medical Center  6
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McLeod Health Cheraw <18 10586 9690 19 0
(Chesterfield General Hospital) 18-64 27903 26100 842 2


+65 7528 8850 769 2


McLeod Health Clarendon <18 6891 6010 69 0
(Clarendon Memorial Hospital) 18-64 19893 17660 4605 11


+65 6991 8140 5419 17


Carolina Pines Regional Medical Center <18 15405 14200 1822 5
18-64 40608 37730 6867 17


+65 11535 13620 6839 22


McLeod Medical Center - Darlington <18 15405 14200 0 0
18-64 40608 37730 217 1


+65 11535 13620 328 1


McLeod Medical Center - Dillon <18 8060 7530 525 1
18-64 18348 16750 4634 12


+65 4826 5680 3265 11


Carolinas Hospital System 1 <18 33464 32770 0
18-64 83923 81910 0


+65 21513 25870 0


Women's Center - Carolinas Hospital System 1 <18 33464 32770 0
18-64 83923 81910 0


+65 21513 25870 0


Lake City Community Hospital 1 <18 33464 32770 0
18-64 83923 81910 0


+65 21513 25870 0


McLeod Regional Medical Center - Pee Dee 7 <18 33464 32770 3938 11
18-64 83923 81910 67808 181


+65 21513 25870 59492 196


 
Tidelands Georgetown Memorial Hospital <18 12107 10870 189 0


18-64 33924 32090 7950 21
+65 15267 19350 8661 30


Tidelands Waccamaw Community Hospital <18 12107 10870 225 1
18-64 33924 32090 10013 26


+65 15267 19350 17628 61
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Conway Hospital <18 58904 63740 3612 11
18-64 184214 205840 15761 48


+65 66081 105690 13463 59


Grand Strand Medical Center 8 <18 58904 63740 1174 3
18-64 184214 205840 38020 116


+65 66081 105690 43033 189


McLeod Loris (Loris Community Hospital) 9 <18 58904 63740 219 1
18-64 184214 205840 4230 13


+65 66081 105690 4762 21


McLeod Seacoast (Seacoast Medical Center) 9 <18 58904 63740 31 0
18-64 184214 205840 3138 10


+65 66081 105690 6088 27


Carolinas Hospital System - Marion <18 7473 6870 3229 8
(Marion County Medical Center) 18-64 18657 16570 3230 8


+65 5617 6320 3328 10


Marlboro Park Hospital 4 <18 5,766 5,100
18-64 18,097 16,530


+65 4,140 4,730


Palmetto Health Tuomey <18 26388 25270 0
18-64 64991 62120 26055 68


+65 16101 19360 25033 82


Williamsburg Regional Hospital  1 <18 7,271 6,300 0
18-64 20,162 17,270 1,956 5


+65 5,634 6,690 2,995 10


Allendale County Hospital 1 <18 1795 1360 0 0
18-64 6004 4970 314 1


+65 1634 1900 353 1


Beaufort Memorial Hospital 1 <18 35395 36880 0
18-64 99620 106450 0


+65 44574 61540 0


Hilton Head Hospital <18 35395 36880 117 0
18-64 99620 106450 7558 22


+65 44574 61540 14803 56


26EX_A-025







Trident Medical Center &  Berkeley <18 166114 180030 0
Medical Center 1, 10 18-64 476343 535390 0


+65 102069 146830 0


Summerville Medical Center 11 <18 166114 180030 2028 6
18-64 476343 535390 11593 36


+65 102069 146830 8513 34


MUSC Medical Center  12 <18 166114 180030 28399 84
18-64 476343 535390 105594 325


 +65 102069 146830 48814 192
 


Mount Pleasant Hospital <18 166114 180030 8 0
18-64 476343 535390 2645 8


+65 102069 146830 2400 9


Roper Hospital 13 <18 166114 180030 13 0
18-64 476343 535390 22148 68


+65 102069 146830 34258 135


Bon Secours - Saint Francis Xavier Hospital <18 166114 180030 92 0
18-64 476343 535390 19206 59


+65 102069 146830 12379 49


East Cooper Medical Center <18 166114 180030 19 0
18-64 476343 535390 8607 27


+65 102069 146830 5979 24


Colleton Medical Center <18 8550 7680 825 2
18-64 21940 19620 8934 22


+65 7241 8630 9478 31


Hampton Regional Medical Center  <18 4447 3830 10 0
18-64 12266 10850 1033 3


+65 3336 3910 1512 5


Coastal Carolina Medical Center  <18 5922 5660 20 0
18-64 17158 18410 3921 12


+65 4744 9900 4804 27


Regional Medical Center of Orangeburg & <18 23030 21720 0
Calhoun Counties 1 18-64 62137 54260 0


+65 18822 21980 0


1   Age cohorts not adequately reported.
2   Facility did not submit 2015 JAR.


* This chart does not count beds already counted in the charts for psychiatric beds, rehabiliation beds, and substance abuse beds.  The patient days associated with these beds 
have been deducted from the reported total number of patient days.
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3  SC-16-17 issued 3/2/2017 for the addition of 14 acute care beds.


7 SC-16-42 issued 8/11/2016 for addition of 8 acute care beds.


11 SC-14-07 issued 10/27/2014 for addition of 30 acute care beds.


13 SC-16-01 issued 1/6/2016 for construction of a new acute care hospital by transfer of 50 beds from Roper Hospital to the new hospital.


SC-16-19 issued 5/26/2016 for the construction of a new 50 bed acute care hospital.


12 CON SC-15-15 issued 6/30/15 for the addition of 52 acute hospital beds, some of which have been liscenced.


4   Facility is closed. Bed need is based minimally on CAH bed count limit. 
5  SC-16-08 issued 3/2/2016 for addition of 71 acute care beds, some of which have been liscenced.
6   Pending resolution of an appeal, Piedmont proposes constructing a 100-bed hospital in Fort Mill using a combination of new and transferred hospital beds.


8  SC-16-17 issued 5/12/2016 for the addition of 24 acute care beds.
SC-15-29 issued 8/18/2015 for transfer of 55 acute care beds from McLeod Loris to McLeod Loris Seacoast for a total of 50 beds at McLeod Loris and 


105 beds at McLeod Seacoast.
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CHAPTER 3 


GENERAL HOSPITALS 


GENERAL HOSPITALS 


Relevant Definitions 


�Hospital� means a facility organized and administered to provide overnight medical, 
surgical, or nursing care of illness, injury, or infirmity and may provide obstetrical care, and 
in which all diagnoses, treatment, or care is administered by or under the direction of 
persons currently licensed to practice medicine, surgery, or osteopathy.   


Hospital may include residential treatment facilities for children and adolescents in need of 
mental health treatment which are physically a part of a licensed psychiatric hospital.  This 
definition does not include facilities which are licensed by the Department of Social Services. 


�Hospital Bed� means a bed for an adult or child patient.  Bassinets for the newborn in a 
maternity unit nursery, beds in labor rooms, recovery rooms, and other beds used 
exclusively for emergency purposes are not included in this definition. 


Bed Capacity 


For existing beds, capacity is considered bed space designated exclusively for inpatient care, 
including space originally designed or remodeled for inpatient beds, even though 
temporarily not used for such purposes.  The number of beds counted in any patient room 
is the maximum number for which adequate square footage is provided, except that single 
beds in single rooms have been counted even if the room contained inadequate square 
footage. 


Inventory and Bed Need 


All licensed general hospitals, including Federal facilities, and CON-approved general 
hospitals are listed in the inventory.  Patient days and admissions are as reported by 
the hospital in its JAR.  The number of patient days utilized for the general hospital bed 
need calculations does not include days of care rendered in licensed psychiatric units, 
substance abuse units, or comprehensive rehabilitation units of hospitals.  These days 
of care are shown in the corresponding inventories for each type of service.  In addition, 
the days of care provided in Long-Term Care hospitals are not included in the general bed 
need calculations. 


Total capacity by survey refers to a total designed capacity or maximum number of beds 
that may be accommodated as determined by an on-site survey.  This capacity may 
exceed the 
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number of beds actually set up and in use.  It may also differ from the licensed capacity, 
which is based on State laws and regulations.  Beds have been classified as conforming and 
nonconforming, according to standards of plant evaluation. 


Variable Occupancy Rate 


The General Acute Hospital bed need methodology uses the following variable occupancy 
rate factors: 


0 - 174 bed hospitals  65% 
175 - 349 bed hospitals  70% 
350+ bed hospital  75% 


The population and associated utilization are broken down by age groups.  The use rates 
and projected average daily census are made for the age cohorts of 0-17, 18-64, and 65 and 
over, in recognition that different population groups have different hospital utilization rates. 


Where the term �hospital bed need� is used, these figures are based upon utilization data for 
the general acute hospitals.  This term does not suggest that facilities cannot operate at 
higher occupancy rates than used in the calculations without adding additional beds. 


Availability 


The need for general hospital beds is determined through the consideration of current 
utilization and projected population growth with the goal of having beds available within 
approximately 30 minutes� travel time for the majority of the residents of the State. 


CERTIFICATE OF NEED PROJECTION AND STANDARDS 


Calculations of hospital bed need are made for individual hospitals and for service
areas.


For individual hospitals, the methodology for calculating bed need is as follows:


Determine the current facility use rate by dividing the 2018 patient days by the
2018 population in each of the three age cohorts.


Multiply the current facility use rate for each age cohort by the projected
population by age cohort and divide by 365 to obtain a projected average daily
census (ADC) by age cohort.


Divide the sum of the age cohort projected ADC by the variable occupancy
factor (.65/.70/.75) to determine the hospital�s bed need.
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d. The number of additional beds needed or excess beds for the hospital is
obtained by subtracting the number of existing and approved beds from the
hospital�s bed need.


The methodology for calculating the statewide utilization bed need for a service area
is as follows:


Divide the statewide total patient days by 365 to determine the statewide
average daily census.


Divide the statewide average daily census by the statewide occupancy factor
(.75) to determine the total statewide bed need.


Divide the statewide bed need by the 2018 statewide population to generate
a bed-per-population (BPP) multiplier.


For each service area, multiply the projected population by the BPP multiplier
to determine the service area bed need, then subtract the total number of
existing and approved beds to determine the statewide utilization bed need
for the service area.


The bed need for each service area is the combined bed need for all individual
hospitals in the service area. The bed need for service areas with no hospital, or
for service areas in which no hospital has reported any utilization data on the most
recent JAR, is the statewide utilization bed need.


If a service area indicates a surplus of beds, then no additional beds will be approved
unless an individual hospital in the service area indicates a need for additional beds.
Should an individual hospital indicate a need for additional beds, then a maximum of
the actual projected bed need or up to 50 additional beds may be approved for that
hospital to allow for the construction of an economical unit at either the existing
hospital site or another site, if the existing hospital is relocating or has relocated in
whole or in part to that site.  The hospital requesting the addition must document the
need for additional beds beyond those indicated as needed by the
methodology stated above, based on historical and projected utilization, as well
as projected population growth or other factors demonstrating the need for the
proposed beds. Additional beds will only be approved for the specific hospital
indicating a need.


If there is a need for additional hospital beds in the service area, then any entity
may apply to add these beds within the service area, and any entity may be
awarded the Certificate of Need for these beds.  If the number of beds needed is less
than 50, then up to a total of 50 beds could be approved for any entity at any


10EX_B-004







service area.  An applicant requesting additional beds 
beyond those indicated as needed by the methodology stated above must 
document the need for additional beds based on historical and projected 
utilization, projected population growth that has not been considered in this Plan 
or other factors demonstrating the need for the proposed beds.  It is up to the 
applicant to document the need and the potential negative impact on the existing 
facilities. 


7. A facility may apply to create a new additional hospital at a different site within the
same service area through the transfer of existing licensed beds, the projected bed
need for the facility, or a combination of both existing beds and projected bed need.
The facility is not required to have a projected need for additional beds in order to
create a new additional hospital.  There is no required minimum number of beds in
order to approve the CON application.  The applicant must justify, through patient
origin and other data, the need for a new hospital at the chosen site and the potential
adverse impact a new hospital at the chosen site could have on the existing hospitals
in the service area.


8. No additional hospital will be approved unless it is a general hospital and will provide:


a. A 24-hour emergency services department that meets the requirements to be
a Level III emergency service as defined in the Emergency Services section of
Regulation 61-16;


b. Inpatient medical services to both surgical and non-surgical patients; and


c. Medical and surgical services on a daily basis within at least six of the major
diagnostic categories as recognized by Centers for Medicare and Medicaid
Services (CMS).  Any applicant for a new hospital must provide a written
commitment that the facility will accept Medicare and Medicaid patients and
that unreimbursed services for indigent and charity patients are provided at a
percentage that meets or exceeds other hospitals in the service area.  The CMS
Diagnostic Categories Chart is located at the end of this Chapter.


9. Due to the low utilization and the low capital cost of converting hospital-based
nursing home, psychiatric, rehabilitation and/or substance abuse beds to general
acute care hospital beds, the following policies may apply:


a. Hospitals that have licensed nursing home beds within the hospital may be
allowed to convert nursing home beds to general acute care hospital beds only
within the hospital, provided the hospital can document an actual need for
additional general acute care beds.  Need will be based on actual utilization,
using current information.  A Certificate of Need is required for this conversion.
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b. Existing acute care hospitals that have inpatient psychiatric, rehabilitation, or
substance abuse beds may be allowed to convert such beds to acute care
hospital beds, regardless of the projected need for general acute care hospital
beds. A Certificate of Need is required for this conversion.


In some areas of South Carolina, a considerable influx of tourists is not counted in the
permanent population.  If an individual hospital in these areas can document and
demonstrate the need for additional beds due to non-resident (tourist) population
and seasonal utilization fluctuations due to this population, then, based on further
analysis, the Department may approve some additional beds at the existing hospital.


Should the deletion of services at a federal facility result in an immediate impact on
the utilization of a hospital, then the Department may approve a request for
additional beds at the affected hospital. The affected hospital must document the
increase in demand and explain why additional beds are needed to accommodate
patients previously served at the federal facility.


Changes in the delivery system due to health care reform have resulted in the
consolidation of facilities and the establishment of provider networks.  These
consolidations and agreements may lead to situations where affiliated hospitals may
wish to transfer beds between themselves in order to serve their patients in a more
efficient manner.  A proposal to transfer or exchange hospital beds requires a Certificate
of Need and must comply with the provisions outlined in Chapter 2, Transfer between
Affiliated Facilities.


Factors to be considered regarding modernization of facilities include:


Functional arrangement of the facility as it relates to efficient handling of
patients and related workloads.


The ability to update medical technology within the existing plant.


Existence of The Joint Commission (TJC) or other accreditation body
deficiencies or �grandfathered� licensure deficiencies.


Cost efficiency of the existing physical plant versus plant revision, etc.


Private rooms are now considered the industry standard.


Each modernization proposal must be evaluated on the basis of merit, cost efficiency,
and impact on healthcare delivery within the service area. 


The Hospital Bed Need Chart is located at the end of this Chapter. 
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RELATIVE IMPORTANCE OF PROJECT REVIEW CRITERIA 


The following project review criteria are considered to be the most important in evaluating 
Certificate of Need applications for this service: 


Compliance with the Need Outlined in this Section of this Plan;
Community Need Documentation;
Distribution (Accessibility);
Acceptability;
Ability to Complete the Project; and
Adverse Effects on Other Facilities.


General hospital beds are typically located within approximately thirty (30) minutes� travel 
time for the majority of the residents of the State.  The benefits of improved accessibility 
will be equally weighed with the adverse effects of duplication in evaluating Certificate of 
Need applications for these beds. 


LONG-TERM ACUTE CARE HOSPITALS 


Long-Term Acute Care Hospitals (LTACHs) are hospitals with an average Medicare inpatient 
length of stay of greater than 25 days, including all covered and non-covered days of stay of 
Medicare patients.  They provide treatment to patients with complex medical conditions, 
such as strokes, cardiac care, ventilator dependency, wound care and post-surgical care. 


A LTACH may be either a freestanding facility or may occupy space in another hospital 
(�hospital-within-a-hospital�).  Hospitals must meet additional federal criteria in order to 
qualify as a LTACH under the �hospital-within-a-hospital� model: 


1. The new LTACH must have a governing body, which is distinct and separate from the
governing body of the host hospital, and the new body cannot be under the control
of the host hospital or any third entity that controls both hospitals.


2. The LTACH must have a separate Chief Executive Officer through whom all
administrative authority flows, who is not employed by, or under contract with, the
host hospital or any third entity that controls both hospitals.


3. The LTACH must have a separate Chief Medical Officer who reports directly to the
governing body and is responsible for all medical staff activities.  The Chief Medical
Officer cannot be under contract with the host hospital or any third entity that
controls both hospitals.
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4. The LTACH must have a separate medical staff which reports directly to the governing
body, and adopt bylaws governing medical care, including granting privileges to
individual practitioners.


CERTIFICATE OF NEED PROJECTIONS AND STANDARDS 


1. An application for a LTACH must be in compliance with the relevant standards in
Regulation 61-16 (Minimum Standards for Licensing Hospitals and Institutional General
Infirmaries). 


2. Although LTACH beds are not considered to be a separate category for licensing
purposes, they will be inventoried separately from general acute care hospital beds
for planning purposes.


3. The utilization of LTACHs is not included in the bed need for general acute care
hospital beds.  No bed need will be calculated for LTACH beds.  An applicant must
document the need for LTACH beds based on the utilization of existing LTACH beds.


4. A hospital that has leased general beds to a LTACH shall be entitled to regain these
beds once the lease is terminated.  No entity other than the hospital (or its successor)
that initially leased the general acute beds to the LTACH shall be entitled to the beds
upon termination of the lease.  A Certificate of Need application is required:


a. A hospital may be allowed to convert these former LTACH beds to general
acute hospital beds regardless of the projected need for general acute beds;


b. A hospital may be allowed to convert these former LTACH beds to psychiatric,
inpatient treatment facility, rehabilitation, or other specialty beds only if there
is a bed need projected for this proposed other category of licensed beds.


5. A hospital which seeks to be designated as a LTACH, and has been awarded a CON
for that purpose, must be certified as a LTACH by CMS within 24 months of accepting
its first patient, or the CON issued to that hospital for that purpose shall be revoked.
The entity that has had its CON revoked shall not have the authority to operate as a
general acute care hospital.


6. A hospital that desires to be designated as a Pediatric LTACH must restrict admissions
to patients under the age of 21 who require long-term medical care.  Should the
facility attempt to provide care that is inconsistent with this requirement or patient
demand or other economic conditions require the facility to close, the Certificate of
Need issued to that hospital for that purpose shall be revoked.
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The Long-Term Acute Care Hospitals Chart is located at the end of this Chapter. 


RELATIVE IMPORTANCE OF PROJECT REVIEW CRITERIA 


The following project review criteria are considered to be the most important in evaluating 
Certificate of Need applications for this service: 


1. Compliance with the Need Outlined in this Section of this Plan;
2. Community Need Documentation;
3. Distribution (Accessibility);
4. Record of the Applicant.


Long-Term Acute Care Hospital beds are located within approximately 60 minutes� travel 
time for the majority of the residents of the State.  The benefits of improved accessibility will 
be equally weighed with the adverse effects of duplication in evaluating Certificate of Need 
applications for these beds. 


CRITICAL ACCESS HOSPITALS (CAH) 


The South Carolina Department of Health and Human Services administers programs 
through the Medicaid program to assist struggling rural hospitals.  One such program 
designates rural hospitals as Critical Access Hospitals (CAH) who are then eligible for more 
favorable Medicaid reimbursement methodology. 


A CAH is intended to provide essential health services to rural communities.  Converting a 
struggling rural hospital to a CAH can allow a community to maintain local health access that 
would otherwise be lost.  CAHs are subject to review by the Independent Payment Advisory 
Board (IPAB), whereas other hospitals are not currently subject to IPAB review. 


The impact of the Critical Access Hospital Program in South Carolina is a financial one, 
allowing cost-based reimbursement from Medicare for a facility choosing to participate.  The 
designation as a CAH does not require a change in the licensing of an existing hospital. 
However, a hospital may be required to de-license a number of beds in order to meet the 
25-bed requirement.


The designation of a hospital as a Critical Access Hospital does not require Certificate of Need 
review because it does not change the licensing category of the facility.  However, an 
exemption from Certificate of Need review is required for a hospital to reduce its number of 
licensed beds in order to meet the criteria for a CAH.  Should a hospital later desire to revert 
to a general acute hospital, a Certificate of Need is required, but the facility may be permitted 
to increase the number of licensed hospital beds up to the prior number of beds without 
regard or affect to the current bed need shown in the service area. 
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The Critical Access Hospitals Chart is located at the end of this Chapter. 


PERINATAL REGIONS 


The Perinatal Regions referred to in the Obstetrical Services and Neonatal Services sections 
below are distinct from the Department�s Regions defined in Chapter 2 of this Plan, and are 
identified by the name of its designated Regional Perinatal Center. 


Perinatal Region Counties 


I - Greenville Memorial Abbeville, Anderson, Edgefield, Greenville, Greenwood, 
Laurens, McCormick, Oconee, Pickens, Saluda 


II - Spartanburg Regional Cherokee, Chester, Spartanburg, Union 


III - Palmetto Health Richland Aiken, Allendale, Bamberg, Barnwell, Calhoun, 
Clarendon, Fairfield, Kershaw, Lancaster, Lee, Lexington, 
Newberry, Orangeburg, Richland, Sumter, York 


IV - McLeod Regional Chesterfield, Darlington, Dillon, Florence, Horry, Marion, 
Marlboro, Williamsburg 


V - MUSC Medical Beaufort, Berkeley, Charleston, Colleton, Dorchester, 
Hampton, Jasper, Georgetown 


PERINATAL SERVICE LEVELS 


Because the cost of high-risk obstetrical and neonatal services is so great, it is not desirable 
or cost-effective for all hospitals in the State to provide the higher levels of care.  Over the 
years, a regionalized approach to perinatal care has been implemented in South Carolina to 
address the need for high quality, risk-appropriate, cost-effective perinatal health care. 
Regionalization provides a coordinated system of perinatal care for a well-defined 
population group.  Each hospital providing perinatal services is designated by the 
Department's Division of Health Licensing as a Level I, II, III, or IV Perinatal Hospital, or a 
Regional Perinatal Center (RPC).  Each Level I, II, III and IV hospital maintains a relationship 
with its designated RPC for consultation, transport and continuing education.  Patients are 
transferred to the appropriate RPC when medically appropriate, if beds are available. True 
regionalization for the optimization of perinatal care includes a stated goal of back-
transporting infants when they no longer require the highest level of care. Convalescing 
infants benefit from a community-based program closer to home that promotes parent 
education and family bonding to facilitate a safe and timely discharge. In this way, quality 
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care is provided to mothers and newborn infants, and specially trained perinatal personnel 
and intensive care facilities can be used efficiently and cost-effectively. 


The complete descriptions of the five levels of perinatal services described briefly below are 
outlined in the Section of Regulation 61-16 entitled Designation of Inpatient Perinatal Care 
Services. 


Basic Perinatal Center with Well Newborn Nursery (Level I). Level I hospitals provide services 
for normal uncomplicated pregnancies. A full list of the requirements for a Level I Basic 
Perinatal Center with Well Newborn Nursery can be found at Regulation 61-16, Section 
1306.A. Certificate of Need review is not required to establish a Level I program. 


Specialty Perinatal Center with Special Care Nursery (Level II). In addition to the requirements 
of Regulation 61-16, Section 1306.A, Level II hospitals provide services for both normal and 
selected high-risk obstetrical and neonatal patients. A full list of the requirements for a Level 
II Specialty Perinatal Center can be found at Regulation 61-16, Section 1306.B.   Certificate of 
Need review is not required to establish a Level II program. 


Subspecialty Perinatal Center with Neonatal Intensive Care Unit (Level III). In addition to the 
requirements of Regulation 61-16, Sections 1306.A and 1306.B, Level III hospitals provide all 
aspects of perinatal care, including intensive care and a range of continuously available, sub-
specialty consultation as recommended in the most recent edition of the Guidelines for 
Perinatal Care (GPC) by the American Academy of Pediatrics (AAP) and The American College 
of Obstetricians and Gynecologists. A full list of the requirements for a Level III Subspecialty 
Perinatal Center with Neonatal Intensive Care Unit can be found at Regulation 61-16, Section 
1306.C. Neonatal transport may only be performed by Regional Perinatal Centers. Certificate 
of Need Review is required to establish a Level III program. 


Regional Perinatal Center with Neonatal Intensive Care Unit (RPC). In addition to the 
requirements of Regulation 61-16, Sections 1306.A through 1306.C, RPCs provide 
consultative, outreach, and support services to other hospitals in the region. A full list of the 
requirements for a Regional Perinatal Center can be found at Regulation 61-16, Section 
1306.D. No more than one Regional Perinatal Center will be approved in each perinatal 
region.  Certificate of Need Review is required to establish a RPC. 


Complex Neonatal Intensive Care Unit (Level IV). In addition to the requirements of 
Regulation 61-16, Sections 1306.A through 1306.C, Level IV hospitals shall include additional 
capabilities and considerable experience in the care of the most complex and critically ill 
newborn infants and have pediatric medical and surgical specialty consultants available 24 
hours a day. A full list of the requirements for a Complex Neonatal Intensive Care Unit can 
be found at Regulation 61-16, Section 1306.E.  A Level IV hospital need not act as a Regional 
Perinatal Center (RPC). Certificate of Need Review is required to establish a Level IV program. 
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The Perinatal-Capable Facilities Chart is located at the end of this Chapter. 


OBSTETRICAL SERVICES 


Advances in obstetrical and newborn intensive care offer the promise of lower 
perinatal mortality and improvement in the quality of life for survivors.  The high cost of 
intensive care and the limited availability of skilled personnel have created the 
requirement for a more efficient method of resource allocation. 


Maternal, fetal, and neonatal mortality and morbidity rates can be significantly reduced if 
patients at high risk are identified early in the pregnancy and optimum techniques for the 
care of both the mother and infant are applied.  High-risk deliveries are a small percent of 
total annual deliveries, but these patients require a high degree of specialized care.  In 2017, 
76% of all Very Low Birthweight (VLB) babies were born in either a Level III center or 
a Regional Perinatal Center, whereas the Healthy People 2020 national objective was 
83.7%. 


Infant mortality is defined as the death of babies from birth until their first birthday.  South 
Carolina�s infant mortality rate for 2017 was 6.5 infant deaths per 1,000 live births versus 
the national rate of 5.79 infant deaths per 1,000 births in 2017. 


Neonatal mortality is the death rate for infants up to 28 days old.  For 2016, South Carolina�s 
neonatal mortality rate for all races was 4.4 neonatal deaths per 1,000 live births, while the 
Healthy People 2020 national objective was 4.1 neonatal deaths per 1,000 live births. 


The need for obstetrical beds will be evaluated based on information supplied by the Joint 
Annual Report of Hospitals and other sources.  Those facilities experiencing low utilization 
and in close proximity to one another should consider consolidating services, where 
appropriate. 


The OB Utilization and Births Chart is located at the end of this Chapter.  


RELATIVE IMPORTANCE OF PROJECT REVIEW CRITERIA 


The following project review criteria are considered the most important in evaluating 
Certificate of Need applications for an obstetrical service: 
1. Compliance with the Need Outlined in this Section of this Plan;
2. Distribution (Accessibility);
3. Acceptability;
4. Record of the Applicant; and
5. Adverse Effects on Other Facilities.


The benefits of improved accessibility will be equally weighed with the adverse effects of 
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duplication in evaluating Certificate of Need applications for this service. 


NEONATAL SERVICES 


Neonatal services are highly specialized and are only required by a very small percentage of 
infants.  The need for these services is affected by the incidence of high-risk deliveries, the 
percentage of live births requiring neonatal services, and the average length of stay.  The 
limited need for these services requires that they be planned for on a regional basis, 
fostering the location of these specialized units in hospitals that have the necessary staff, 
equipment, and consultative services and facilities.  Referral networks facilitate the transfer 
of infants requiring this level of services from other facilities. 


CERTIFICATE OF NEED PROJECTIONS AND STANDARDS 


The projected need for neonatal intensive care bassinets is calculated on a regional
basis:


For each region take the average number of births from 2016-2018 and the
average population of women age 15-44 for 2016-2018 to generate an average
birth rate.


Multiply the average birth rate against the projected 2023 population of
women age 15-44 to project the number of births in 2023.


Generate the projected number of intensive care bassinets needed in a region
by applying a constant of 3.25 bassinets per 1,000 live births to the projected
birth rate and subtracting the existing bassinets from this total.


Any Level III, Level IV, or RPC neonatal unit may request additional intensive
care bassinets beyond those indicated as needed by the methodology above.
The Level III, Level IV, or RPC neonatal unit requesting the addition must
document the need for additional intensive care bassinets based on historical
and projected utilization, projected population growth, routine swing of
intermediate care bassinets into the intensive care setting, or other factors
demonstrating the need for the proposed bassinets.


In the absence of a projected need for Level III Intensive Care bassinets in a
Perinatal Region as set forth in this Chapter, an existing Level II facility can be
approved for a Certificate of Need to become a Subspecialty Perinatal Center
and establish up to eight (8) neonatal intensive care bassinets (NICU beds),
provided the applicant can demonstrate, during the 12 month period
immediately prior to the month in which the CON application is submitted to
the Department, a minimum of 1,500 births and 2,500 intermediate patient
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2. Only Level III, Level IV, and RPCs neonatal units have intensive care bassinets.


The Intensive and Intermediate Bassinets Chart, Utilization of Neonatal Special Care Units 
Chart and NICU Bed Need Chart are located at the end of this Chapter. 


The addition of neonatal intermediate care bassinets does not require Certificate of Need review.  


In some areas the number of intensive care bassinets should be increased.  The intermediate 
care bassinets should be better utilized in Level II facilities so babies can be transferred back 
closer to their home community, potentially alleviating the high utilization of the current 
intensive/intermediate care bassinets in RPC facilities in some areas of the State.  To improve 
the availability of the existing RPC neonatal intensive care bassinets, utilization of the back 
transport concept should be supported.  This component of regionalized care involves the 
transfer of infants who no longer require neonatal intensive care to facilities with 
intermediate or continuing care bassinets appropriate to the individual baby's care needs. 
If more back transfers to the Level II facilities occurred, then some of the overcrowding 
problems of the existing RPC units would be alleviated.  


It should be noted that some RPC, Level III, and Level IV facilities with intensive care bassinets 
may at times have intermediate type infants in intensive care bassinets and vice versa as the 
patient load changes within the unit.  RPCs may use intermediate and intensive care 
bassinets interchangeably as the level of care required by the neonate varies. 


RELATIVE IMPORTANCE OF PROJECT REVIEW CRITERIA 


The following criteria are considered the most important in evaluating Certificate of Need 
applications for a neonatal service: 


Compliance with the Need Outlined in this Section of this Plan;
Distribution (Accessibility);
Record of the Applicant; and
Adverse Effects on Other Facilities.


Because neonatal services are planned and located regionally due to the small percentage 
of infants requiring neonatal services, this service is available within approximately 30 
minutes� travel time for the majority of the population.  The benefits of improved accessibility 
will be equally weighed with the adverse effects of duplication in evaluating Certificate of 
Need applications for this service. 
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CMS DIAGNOSTIC CATEGORIES 
(Chapter 3) 


MDC 1: Diseases and disorders of the nervous system 


MDC 2: Diseases and disorders of the eye 
MDC 3: Diseases and disorders of the ear, nose, mouth and throat 
MDC 4: Diseases and disorders of the respiratory system 
MDC 5: Diseases and disorders of the circulatory system 
MDC 6: Diseases and disorders of the digestive system 
MDC 7: Diseases and disorders of the hepatobiliary system and pancreas 
MDC 8: Diseases and disorders of the musculoskeletal system and 
MDC 9: Diseases and disorders of the skin, subcutaneous tissue and breast 
MDC 10: Endocrine, nutritional and metabolic diseases and disorders 
MDC 11: Diseases and disorders of the kidney and urinary tract 
MDC 12: Diseases and disorders of the male reproductive system 
MDC 13: Diseases and disorders of the female reproductive system 
MDC 14: Pregnancy, childbirth and the puerperium 
MDC 15: Newborns/other neonates with conditions originating in the 
MDC 16: Diseases and disorders of the blood and blood-forming organs and 


immunological disorders 
MDC 17: Myeloproliferative diseases and disorders and poorly differentiated 
MDC 18: Infectious and parasitic diseases 
MDC 19: Mental diseases and disorders 
MDC20: Alcohol/drug use and alcohol/drug-induced organic mental 
MDC 21: Injury, poisoning and toxic effects of drugs 
MDC 22: Burns 
MDC 23: Factors influencing health status and other contact with health 
MDC 24: Multiple significant traumas 
MDC 25: Human immunodeficiency virus infections 
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