Dear Examiner Tanner, Re: Swedish MIMP 2015 July 19%, 2015

The Central Area is Seattle’s otdest, residential neighborhood. My home, along with a few still remaining, is older than
the original Sisters of Providence Hospital. My home was built in 1903; the hospital was built in 1910. It must've been
exciting for the residents of this neighborhood, at the turn of the previous century, as they watched a modern hospital
being built next to their homes. | can imagine they felt fortunate to have the hospital in their midst, offering desirable
services to the near neighbors, as well as to distant citizens of a growing Seattle. Fast forward one hundred and five
years, to this neighborhood today, and the residents fee! a bit less fortunate.

The neighborhood has changed, the hospital has changed, and the way we access healthcare has changed. The Sisters of
Providence Hospital, now Swedish: Cherry Hill, has become an unwelcome corruption-of-a-hospital, with 60% of the
campus owned by Sabey Corporation.

I am one of the near neighbors who has been at 90% of the CAC meetings in the last two-plus years. During that time, it
became searingly apparent that Swedish/Sabey care only about the profit to be made by adding hospital-support-
services to their campus. Although they say that these support services are vital to the operations of the hospital, the
same laboratory, Labcore, services the rest of the Swedish campuses. I'm sure they would argue that the First Hill,
Ballard, and Issaquah campuses are receiving optimal services from Labcore, even though Labcore is not located on
these campuses.

What worries me about this hearing is the number of witnesses that Swedish has trotted out to testify about their care
at Swedish Cherry Hill. These witnesses have not attended one CAC meeting, and are testifying while only understanding
Swedish’s side of the issues. All of Swedish’s witnesses either work there or have been encouraged by Swedish to testify.
The neighbors, on the other hand, have educated themselves on both sides of the issues and are far more aware of the
impacts on this neighborhood, as well as on neighborhoods east of the hospital.

The neighbors, and advocates for this neighborhood, who are reading the materials, going to CAC meetings, and
meeting on our own to talk about the issues and strategize about how to best serve our neighborhood, keep saying the
same things over and over again:

s The proposed square footage is too large for this neighborhood

¢ The streets cannot support this increase in traffic

s  Abuilding of this size should be built in an urban village

» The Central Area is not an urban village

®  Abuilding of this size should be build NEXT TO mass transportation routes and major arterials

These points are true and important. ;-3
]
m
| encourage you to reject this MIMP. Endorse the minority report, or don’t. This hospital and their mrpora& paﬁ\er,
Sabey, are bad neighbors and are driven by greed. Gz_) 3 z m
Thank you for your service, :;E”" - M
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Abil Bradshaw
529 19" Avenue
Seattle WA 98122
206-324-0421
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Dear Ms Tanner,

Throughout the process of this MIMP, Swedish and Sabey have made many claims about
their needs which I think are exaggerations. Friday, I heard more of what I think are
exaggerations of their need from a dentist employed by them, Dr Amy Winston, D.D.S.

In her testimony, Dr Winston claimed that Swedish provides the only dental clinic in the area
that will do extractions and other surgical dental care for free, and that they provided over
$2,000,000.00 in dental care last year and are on the way to exceceding that amount this year.

It is wonderful that Swedish is doing its part to help take care of the dental needs of the
community. She made it sound like Swedish is unique in this community for this service.
While it may offer “free” services to some, there are a number of other providers in the
community that are doing similar work. Oral surgery is done at Harborview, some of which
is almost certainly low cost or charity care. [ am providing a list of services provided at UW
clinics as an example.

The thing that made me most unhappy about her testimony however, is that she claimed that
she and the building managers at Swedish Cherry Hill searched the campus and could not find
as much as an empty “broom closet” in which to start a another dental clinic there. Surely, if
Swedish and Sabey are such close partners in delivering health care at the Cherry Hill
campus, they could have found something within the grounds that Swedish and Sabey own
together that could have served that need. Righr now there is 4,164 sq ft of space available in
the Jefferson Tower. Tam certain that that would be more than enough.

Mr. Cosentino also stated that it would not be possible to decrease the amount of space
devoted to LabCorp because of the “acuity™ of services provided to the operating rooms. He
did not provide documentation of that, and maybe he does not need to, but T would question
the veracity of that statement.

I believe that Swedish First Hill has a larger and buster surgical service than does Swedish
Cherry Hill. Ifit is not busier, it is at least as busy. Also, Swedish First Hill does cancer
surgery and Cherry Hill does not list that as one of the services it provides on its website
(though I know they do cancer surgeries at the neuroscience center). In my experience, most



of the consultations from pathologists during surgery are on oncology patients, so if Cherry
Hill justifies having such a large space for LabCorp at its hospital, why does not LabCorp
have as large a presence at the First Hill hospital? I think this is yet another exaggeration/half
truth from Mr Cosentino. It is my suspicion that a very large amount of LabCorp space at
Swedish Cherry Hill is devoted to processing specimens that come from all of Swedish’s
outpatient clinics and the other many regional clients that LabCorp boasts of on its website,
otherwise, their courier service would not be nearly as busy. LabCorp could easily transport
all of those specimens to another site for processing.

As T have previously testified, they talked about the amount of research they do and the
quality of their Neuroscience Center of Excellence. They did not bring forth any objective
measures to document their claims about research or the degree of excellence in the care that
they perform. We only have their word for it. The testimony from their patients is anecdotal
and is not recognized in science {or medicine) as proof of anything other than they have some
good outcomes and have some loyal patients.

I produced documents which I have previously provided to you: The NIH grant data and the
report from US News and World Report that, as far as T know, Swedish did not try to refute.
Both of those documents counter claims that Swedish has made on its own behalf.

Even Kurt Salmon, one of their experts states on his website that the love affair that insurers
have had with expensive, highly technologically driven medical care probably has peaked and
may be on the downswing.

It is my contention that these examples call into question the veracity of the rest of their
testimony.

I thank you once more for your time.
Respectfully,

@MQ Voulelle, M
eeta Van Petten, M.D.

732 15™ Avenue
Seattle, WA 98122
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July 16, 2015

Dear Ms. Tanner,
I thank you for the opportunity that I had to testify before you this Monday.

[ have additional written testimony that I would like to present in response to some of the
testimony that I heard from the patients and doctors of Swedish Cherry Hill, and the planning
consultants paid for by Swedish and Sabey on Monday after I gave my testimony.

I would like to briefly review some of my credentials at this point; something that I did not do
in the interest of time during my testimony, but would like to take the time to do here. You
may also refer to the CV that I turned in with a more detailed written account of my testimony
Monday and documentation of my sources.

I am board certified in Family Medicine. I have been dedicated to the practice of medicine
for my entire adult life. I trained in Family Medicine at what is now the Swedish Hospital
First Hill Family Medicine Residency. [ was on active staff at both Swedish Hospital and the
former Providence Hospital from the time | graduated from my residency in 1979 until
January of 1998. I was teaching faculty at the Swedish Hospital Family Medicine Residency
until February of 1987 and was associate faculty for the University of Washington for that
same period. Family Medicine certification is maintained with 50 credits of CME yearly and
board exams every 7 years. As part of this recertification process, Family Doctors are tested
on all aspects of medicine including Preventive Medicine, Public Health and Statistics, so I
feel qualified to make the observations that I am making here.

I heard several things from the Swedish Cherry Hill doctors, their patients, and the
Swedish/Sabey consultants that concerned me, and some that profoundly alarmed me, and 1
would like to comment on them here.

First and foremost, I was very disturbed by the testimony from the last Swedish consultant
Monday afternoon. 1 believe his name was Hotffman.



His needs analysis discussed in vivid detail what he described as a seemingly never ending
trajectory of need for the services of the Swedish Neuroscience Institute. The services that he
was referring to were primarily those related to the treatment of stroke, heart attacks and other
forms of cardiovascular disease (that are largely preventable) through various high tech means
at the disposal of the Swedish Neurosurgeons. I was temporarily stunned by his statistics—it
did not seem possible, but I knew that he would not present data that he could not prove.
After a few minutes of consideration however, | came to realize that his data is real, but it
mirrors the epidemic increase in the lifestyle diseases of obesity, diabetes and hypertension in
this country.

Two things are important about this relationship:

1) The increase in the medical complications related to lifestyle will eventually plateau-—-
either the population will stop getting ever more obese, or we will reach 100% obesity,
and then the need for these services will also plateau. (1 am only half joking.)

2) Public policy is being developed to slow and reverse the epidemic of obesity, diabetes
and hypertension, etc—so one would expect that the increase in need for these
services will slow and even reverse.

If I understood his testimony, the doctors of Swedish Hospital Neuroscience Institute are
proudly using a large part of their very expensive technology and highly specialized surgical
skills to treat diseases that can be prevented.

1 have no problem with the use of this kind of technology to treat this kind of established
serious disease. I have often referred these kinds of patients for similar care. Also, as a
physician, I understand the thrill and excitement and reward of treating serious diseases and
seeing good outcomes. However; it seems unethical to invest this kind of money into the
study and use of highly technological treatment of preventable disease without similar
investment into preventive services and studies of prevention. This is capitalism at its worst.
Doctors are supposed to be better than that, and hopefully hospitals and hospital CEOs as
well.

Also, you may recall during my earlier testimony, that I observed that Swedish was trying to
capture “market share” from University of Washington in the Neurosciences. | was gratified
to hear one of the Swedish consultants admit (and he seemed to think that this was great) that
Swedish was trying to develop market share, though he did not specifically refer to UW. (I
believe that this was from Kurt Salmon.) Unfortunately, from the testimony about charity
care, it appears that the development of market share only implies to the share of the
population that has insurance and can pay for services.



In addition, T found an interesting quote from Mr. Salmon’s website that I would like to
present here. It seems to contradict much of his testimony on behalf of Swedish and calls into
question his veracity. It also agrees with one of my complaints about Mr. Hoffman’s
testimony:

"Most healthcare leaders would agree that the industry is in the midst of
one of the most transformational changes in its history. There is
recognition from payots, providers, and government officials that the
current system is based on a perverse incentive model that rewards the
provision of “sick care” as opposed to “well care.” Tolerance for the
current model is rapidly declining. Today, numerous healthcare
organizations have started their transformational journeys, and promising
models have emerged that are having early successes. While best practices
will continue to evolve, the care delivery models and incentive structures
that need to be developed for future success are becoming more defined.
Networks of providers will be accountable for managing the health of
defined populations, and provider reimbursement will be at risk for
providing high value care. It is our belief that to have success in this new
paradigm, organizations must remove significant amounts of excess
utilization and lower the medical cost of their attributed lives. What is not
clear is how much utilization will need to be removed and how quickly it
must happen."

I would consider the failure to institute preventive measures, and the use of expensive
“quaternary” medical procedures to treat preventable disease, would be what the writer is
referring to above when he talks about “significant amounts of excess utilization”.

I will further point out, that, as I recall, not one of the Swedish physicians, not even Dr Weiss,
the Family Medicine doctor, mentioned any research into prevention of cardiovascular disease
or any directed clinical approach to prevention of such disease at the Cherry Hill campus.

It was also interesting that a number of the patients that Swedish brought for testimony had a
story to tell about missed diagnoses or unsuccessful treatments at the University of
Washington. This is not uncommon in medicine—there are almost certainly similar stories
about misdiagnosed patients from Swedish that are now being treated at the UW. That was
unprofessional and in my opinion, should not have been allowed by Swedish.

I think this information confirms and adds to, the evidence that [ have previously presented
against Swedish Cherry Hill, and the assertion by Swedish and Sabey of need for the
expansion of the Neuroscience Center at the Cherry Hill Campus.

I call for you to deny their request for expansion.



Thank you for your time.

Respectfully,

@M@\r@mwb

Aleeta Van Petten, M.D.

P.S. I am including here printouts for documentation of the US News and World Report that 1
alluded to in Monday’s testimony. I was unable to figure out how to print it out until today.
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The objectives of the MIMP process are to balance the needs of major institution development
with the need to preserve adjacent neighborhoods. I do not believe that this MIMP fulfills this
function.

A needs analysis paid for by Swedish stated that the King County population aged 65+ will be
increasing by 127% in the next 20-30 years. Because of this Swedish Cherry Hill states that
they need more space for doctors offices, hospital rooms, clinical research, education, hotel,
long term care and support. I believe that this conclusion is erroneous.

The stated primary reason for expansion is to develop a center for Neuroscience Excellence.
Swedish Hospital administration has claims that the expansion will benefit the neighborhood.
We in the neighborhood disagree.

Few in our neighborhood will ever directly benefit from the level of tertiary specialty care
envisioned at the Cherry Hill Neuroscience Institute. Tertiary care centers draw patients from
very large geographic areas, not just the neighborhoods surrounding them. Often new tertiary
care and research centers are developed by hospitals to increase market share, revenue and
profits—things that will not benefit this neighborhood, and will, in fact, harm this
neighborhood. In addition, most of the functions mentioned above, such as doctors offices,
research, hotels, long term care facility and education, can, and should be, fulfilled in other
locations. This would dilute the impact on any one neighborhood and provide the benefit of
locating care near the homes of patients served by the physicians and the long term care
facility.

The increase in traffic from the commutes of more doctors, nurses, researchers, support
personnel, patients, family and friends that correspond to requested expansion of the physical
plant will clog the I-5 and I-90 corridors even more that they are clogged now. There will be
worsened traffic congestion on the main thoroughfares and side streets for blocks around the
campus, with more pollution, parking problems and danger for pedestrians and cyclists as
well as delays for the commuters.

In fact, the increased traffic, pollution, noise, parking problems, shadowing will significantly
decrease the quality of life in this neighborhood.

If serving our neighborhood is the goal, what our neighborhood needs is what every
community needs: We need access 10 good general medical care and community based
medicine. We need classes in nutrition, exercise, and how to avoid the unnecessary use of



antibiotics. We need parenting classes, drug and alcohol rehab, mental health care, smoking
cessation classes, appropriate early childhood education, support for young families and
affordable child care. All of these things will, over time, produce a healthier population and
bring the cost of healthcare down. Those are the things that Swedish Hospital should be
developing. If they wanted and needed to expand their campus to provide these functions
they would not be facing this level of opposition.

If we need research in our community and by our health care system it is research into
preventive medicine.

Chronic diseases such as heart disease, cancer, diabetes, hypertension, obesity, alcoholism,
nicotine addiction and narcotic addiction take a huge toll on Americans in all communities
every year. The number of Americans that suffer from chronic neurologic conditions (some
of which are treatable and others not), while not insignificant, is small in comparison with the
above list of diseases, many of which are preventable.

Yes, with a growing and aging population, there is going to be an increase in need for medical
care in the Puget Sound area in the near and distant future, but the Swedish Hospital Cherry
Hill campus does not need to absorb all of that increase in need. King County is huge. Much
of this increase in need will be centered in growth areas outside of Seattle. There are multiple
hospitals in this region that can, should, and want to share the burden.

In fact, that need is theorized but not guaranteed. Medical care has changed dramatically in
the last 20-30 years, and has markedly decreased the number of hospital beds needed to care
for the population. It is impossible to predict precisely the needs in the future.

One thing is clear from the presentation their expert made: The majority of the increased
need for medical care will come from the elderly. Everyone who cares for the elderly knows
that they do better, prefer to be cared for, and are more easily managed, in facilities near their
homes. They prefer facilities that have easier access for them, and where friends and family
can visit without a long commute or need for hotel stay. Facilities for their care, particularly
rehab centers, should not be located on Cherry Hill, but closer to their own communities.

Swedish representatives extol the virtues of the Swedish Neuroscience Institute (SNI) located
on the Cherry Hill campus. They claim that, because SNI is engaged in “leading-edge clinical
research”, it is a great boon to the Seattle area.

But Seattle already has a well-established center for neurology, neurosurgery and
neuroscience research at the University of Washington School of Medicine and UW Medical
Center (UW Medicine). UW Medicine, which operates the only academic medical center and
the only Level I trauma center in the region (Cherry Hill is not an academic medical center,
nor is it a designated trauma center), is already the recognized regional leader for
neurosurgery, neurological care, and neuroscience research.



One (rather good) indicator of the extent to which an institution is engaged in “leading-edge
clinical research™ in a specific area is the number of grants and monetary amount of research
funding it receives from the National Institutes of Health (NIH). A search of the NIH
research grant database covering the period from the beginning of federal fiscal year 2010
through March 2015 shows that:

e Swedish and Providence facilities in the Puget Sound region received seven NIH
grants (totaling $2,245,471) for research concerning neurology, neurosciences and
neurosurgery during this time period;

s By sharp contrast, during the same time period, UW Medicine facilities received 159
NIH grants (totaling $44,266,074) for research in these areas.

It is widely acknowledged among healthcare resource planning professionals that it is an
unwise use of healthcare resources to create and fund multiple specialty care centers in a
region. Swedish/Sabey’s attempt to create at the Cherry Hill campus a second tertiary care
facility for specialty neuro care and neuroscience research is both unnecessary and an unwise
use of resources. Doctors become proficient with practice. If one hospital draws cases from
another, then neither may see an adequate number of cases to be proficient in caring for
certain rare conditions

The research that Swedish is planning almost certainly not be funded primarily by
governmental or philanthropic agencies. All researchers know that such funding is drying up.
Medical insurance companies absolutely will not fund research. The pharmaceutical industry
is the only other major funding option, and we know that profits will be the primary motive.
The goal will be the development of new (expensive) drugs and “innovative” (expensive)
technologies to increase their profits. And the research that they produce cannot be
completely trusted. Pharmaceutical companies often suppress unfavorable data and
exaggerate favorable data. This has been proven in the news repeatedly. The drug Celebrex
is one such example.

In a national ranking of hospitals published this May in US News and World Report,
University of Washington Hospital was ranked # 1 in the Puget Sound area, Swedish was
ranked #8. In a national ranking of Neuroscience centers, University of Washington was
ranked #21 and Swedish Cherry Hill was not listed in the top 50.

During the CAC proceedings Andy Cosentino made a number of what 1 consider to be
misleading statements about Swedish Cherry Hill’s need for expansion and I would like 1o
comment on two of those.

At one point he presented data to show projected need for hospital beds. In his statement he
projected 20 years of need from the previous 6 months of data. Not only is 6 months of data
statistically inadequate for such a prediction, he actually used 6 months starting in early flu



season for his projection—of course, this will show his numbers showed increasing need.
This was very misleading data.

Mr. Cosentino also discussed increasing capacity of the medical center as if an increase in
capacity is always good for a community and the patients served. Capacity versus need is a
complicated equation. It has been well proven that if capacity of a medical system exceeds
need, then quality of care goes down: unnecessary medical tests and procedures are done,
more complications occur and the cost of medical care goes up. I believe that this is where
the Swedish Hospital MIMP is taking us.

I do believe that this expansion is primarily profit driven. Seattle does not need two centers of
Neuroscience excellence. It already has one at the University of Washington. [ believe that
Swedish Hospital is trying to develop market share and draw business, as well as

neuroscience experts away from the University of Washington. I believe this will be to the
detriment of an excellent and previously well established neurosurgical program and its
community.



EDUCATION

9/68-6/72

9/72-1/73

1/73-6/76

7/76-6/79

6/79-present

EMPLOYMENT

7/79-10/81

7/79-7/80

7/79-2/87

10/81-5/92

5/92-1/98

3/98-present

Aleeta Van Petten, M.D.
CURRICULUM VITAE

Knox College
Galesburg, Illinois

University of Illinois Medical School
Chicago, Illinois

University of Illinois Medical School
Rockford, Iilinois

The Doctors’ Hospital

{Now Swedish Hospital First Hill)
Family Practice Residency
Seattle, Washington

Family Medicine Board Recertification

Jefferson Park Medical Center
Seattle, Washington

The Doctors’ Hospital Emergency Room
Seattle, Washington

The Doctors” Hospital/Swedish Hospital
Family Practice Residency

Uptown Family Practice
Seattle, Washington

Providence/Medalia Uptown
Seattle, Washington

Eastside Family Medical Center
Bellevue, Washington

B.A.

M.D.

Family Medicine
Certification

Current

Private Practice

Hospital Staff

Faculty

Private Practice

Medical Center Employee

Private Practice



Aleeta Van Petten, M.D.
CURRICULUM VITAE

Medical Staff Affiliations

7/79-1/98 Swedish Hospital First Hill Medical Center Active Staff
Seattle, Washington

1984-1988 Executive Committee Member

1986-1988 Chief of the Family Practice Department

7/79-1/98 Providence Medical Center Active Staff
Seattle, Washington

3/98-present Overlake Hospital Medical Center Courtesy Staff
Bellevue, Washington

Other Experience

While at Swedish Hospital I also served on the Credentials Committee and was the Family
Practice representative on the Obstetrical Morbidity and Mortality Committee

I am currently serving on the Credentials Committee at Overlake Hospital Medical Center

1 am a Board Member of the King County Medical Society.



Amy Hagopian

. 802 16™ Av. #1
- ¥ o Seattle, WA 98122
m o = 206-706-0989
Q% %é Hagopian.amy@gmail.com
L Lk
gl 3@s
T >
Q:C'tﬁjf Seattle Hearing Examiner

PQ Box 94729
Seattle WA 98124-4729

Dear Hearing Examiner,

I would like to attend the Sabey - Swedish hearings this week, but | will be out of town.
Please accept this letter in lieu of a personal testimony.

I am on the faculty in public health at the University of Washingfon (by way of identity,
not speaking for the UW of course). I'm a mother of three adults who grew up in Seattle
and still live here, as do my parents. I have two grandchildren, the eldest six-year-old is

in Seattle public schools. I live one block north of the Swedish Cherry Hill hospital in a
building that also houses my aging parents.

I"m a big fan of good medical care, of course { perhaps more than most), and 1 also
understand the importance of good community-based care delivered by strong non-profit
institutions. Swedish is making all sorts of wild claims, however, about the importance of
placing destination specialty care in a neighborhood facility. The neurosurgery center it

claims is so important is really far better delivered by Harborview at Ninth and Jefferson,
rather than by upstart Swedish / Sabey at 16™ and Cherry.

It strikes me the imstitution is much more concerned about its bottom line than about the
appropriateness of its care delivery. The strange bedfellow arrangement Swedish is in
with Sabey makes me question motives and objectivity.

I do not support the expansion plan here.

Perhaps what Seattle needs is a citywide health delivery planning effort, where we bring
together the few remaining hospital providers and map out what services ought to be
placed where. This is best done in a rational approach that includes all actors, and
considers the best interests of the citizens. I would prefer this approach than leaving

expansion decisions to entrepreneurial and aggressive development corporations finding
health care partners to cover for their ambitions.
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Cc: Examiner, Hearing _ ur
Subject: Swedish MIMP Comments HE ARING EXAMINER

Dear Mrs. Sue Tanner,

| am writing to you to voice my frustration with City of Seattle failing to uphold the City’s Land Use Code and
the City’s Comprehensive Plan, specifically regarding Swedish Medical Center’s Cherry Hill hospital.

As a resident of Squire Park | am deeply troubled that the Department of Planning and Development (DPD)
would so blatantly turn a blind eye and not uphold their fundamental responsibility to the public. | have taken
my own personal time to attend at least 3 public meetings, facilitated by DPD, listening to the concerns of my
neighbors, giving public comment when asked, and supplying my personal information in the hopes of

being kept informed of the Major Institutions Master Plan (MIMP) process. | think DPD failed in this review
process and do you know | never received one email from DPD? The voice of the community went dismissed,
our concerns with applicable city codes were ignored and the City’s Comprehensive Plan apparently isn't
worth the paper it was written on.

The City needs to evaluate whether the Swedish Medical Center Cherry Hill hospital qualifies for a

MIMP? The original MIMP was created for the Sisters of Providence, who operated a non-profit hospital in
that location for the benefit of the community. That fits perfectly into the notion of why a MIMP might be
needed in a residential neighborhood. When Swedish purchased the location and entered into a former
partnership with Sabey Real Estate Development the dynamics changed. The MIMP was not intended for a for
profit commercial office facility in a low rise zoned residential neighborhood. Swedish and Sabey have
voluntarily admitted that the bulk of the proposed growth is not needed for hospital beds or even for the
hospital support functions but the new space would generate revenue as commercial leases.

The community infrastructure is not equipped to handle a development of the size they are proposing with
the volume of occupants and associated commute needs. The facility is smack in the middle of single lane
residential streets, there is no light rail nor is there any street cars. In fact there are no traffic lights in this
area, it really is a residential neighborhood. Current bussing would never accommodate the increased
occupants and occupants will continue to park on our residential streets at the detriment to those who live in
Squire Park. Swedish and Sabey argue the infrastructure will suffice, city transportation engineers could easily
validate that claim or not. DPD is not being transparent, has a City Transportation Engineering Study
occurred? What were the resuits? Did they factor in Swedish's desire do away with two residential

streets? Common sense seems to be misplaced, how can they increase occupancy with fewer streets, no
street improvements or additional public transportation?

This whole thing smacks of a Civil Rights / Environmental Justice lawsuit waiting to happen. The Central
District historically was a redlined district where underserved and discriminated populations were forced to
live. The community in the Central district lived through redlining and today is a strong diverse middle-class
community that is thriving. By allowing the Swedish expansion into the Central District, the City is destroying



one of the last middle-class residential communities, and continuing to redline out diverse and middle class
communities that live in the Central District.

Please help us save a very spec'ia"i community by ensuring the existing building codes, and comprehensive plan
is adhered to. Do not alfow thfs behemoth of a structure to become a blight to our community and to

Seattle. There are more suitable areas in Seattle per the City's Comprehensive plan to accommodate their
desire to develop comhercial office space.

{ would be happy to discuss further, should you or others want to talk. |tried attending the session last week
but only learned of it Thursday night. When | went to the Hearing Examiners office on Friday at 2pm | was told
that business had concluded early.

Thank you for your consideration and support.
Sincerely,

Andrew J. Hendrickson
327 20th Ave,

Seattle, WA 98122

(206) 320-0013
ahendric99@yahoo.com
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Dear Examiner Tanner,

{'ve lived in the Central Area of Seattle for the |ast 7 years on 19th Avenue,
between Cherry and Jefferson. | rented my house for 6 years before purchasing
it last summer. | am committed to living in this neighborhood and am concerned
that the expansion of the Swedish Hospital campus will adversely affect my
family and my neighbors of this Central Area neighborhood.

Plainly, the height, bulk, and scale of Proposal-12 is inappropriate for the quality-
of-life of the people living in this neighborhood. The construction phase of such
an aggressive project will without a doubt make living near the site very difficult.
After the build, the resulting, out-of-scale campus will disrupt life for the Central
Area residents. The people living in the neighborhoods of Leschi, and Mount
Baker, also depend on the thoroughfares of Cherry and Jefferson streets to
commute. In the fall, my daughter will be attending Nova, which has just moved
back into the building across from Garfield, and | am very concerned about the
proposed rating (an “C-D") of the crosswalks that she will be crossing every day.
As far as | have heard there is no mitigation for these crosswalks.

Given the existence of several other Swedish campuses in Seattle and tssaquah,
| think the hospital-support facilities that Swedish wants to locate on their Cherry
Hill campus can be built elsewhere, in order to preserve the character and
livability of the Squire Park neighborhood.

| am though not opposed to development. | am in favor of the Minority Report,
which advocates for remodet of the existing facilities and a build out of a more
reasonable height, bulk and scale. For me in particular I am most concerned
about the half-block on the east side of 18th Avenue. Proposal-12 shows a four-
story, monolithic building. The minority report recommends several, freestanding
buildings, with space between, and even a green-space. These lower-rise,
separate buildings are an actual transition to the neighbors’ homes, which abut
this Sabey property.

Please reject this MIMP and adopt the minority report put forth by the CAC.
Thank you,

Ben Lile

L7



Squire Park is a small scale residential neighborhood. The Major Institution Master
Plan Alternative 12 proposed by Swedish & Sabey does not fit the neighborhood. It is
inappropriate in building mass and character, and it will introduce inappropriate
volumes of traffic to an area with few public transportation alternatives, and an area
where there are limited physical opportunities in the street grid to improve or increase
traffic flow in the future. An expanded and out of scale development like Alternative 12
creates more problems than it solves.

If the proposed development is completed as Alternative 12 indicates, the project
would impose thousands of additional daily single occupancy vehicle trips onto a
neighborhood that is already stressed beyond it's carrying capacity at peak travel
times. If development of this scale is encouraged by the city of Seattle without
addressing the number of trips through street improvements and public transportation,
the adjacent neighborhood and connecting communities will suffer for it through
reduced mobility and parking. As far as | am aware, the proposed development will be
serviced by the same inadequate transportation infrastructure we currently share for
the foreseeable future.

Swedish is a wonderful, high-talent, high-quality institution, and we are lucky to have
them in the community. | would like to see them continue to develop high quality
facilities that fit within the neighborhood we share. However, the motivation behind this
proposed plan appears to be one prioritizing real estate development motives ahead
of public need. It's my understanding that zoning exemptions in the existing MIMP are
intended specifically for the use of institutions that the community considers valuable
enough to allow exemptions in a residential zone. Why should Sabey Corporation be
allowed to utilize Swedish’s zoning exemptions to develop the current campus site,
retain property ownership, and develop nearby properties for their own gain? It's profit
that will be had at the expense of the surrounding neighborhood and community.

As a neighbor, I'd like to see Swedish continue to work more closely within the existing
MIO height and mass guidelines that were previously established to prevent out of
scale developments.

Ben Nechanicky
448 14th Avenue
Seattle, WA 98122
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Swedish Medical Center Major Institution Master Plan

Hearing Examiner File MUP 15-010
Public Comments of Bill Zosel

| am Bill Zosel, whose address is 904 13" Avenue. | attended many of the Citizens Advisory Committee
meetings in this matter. Also, | have reviewed much of the written material in the case and | was
present for all of the testimony at the public hearing of the Hearing Examiner. At the Hearing Examiner
hearing | was the spokesperson for one of the appellants in the EIS case, the Squire Park Community
Council. The following are my personal comments which | ask be included in the record.

The Major Institution Master Plan provisions of the Seattle Land Use Code and the Seattle
Comprehensive Plan require that the proposed MIMP be rejected. What is described in the proposed
MIMP is too much and too big. It is possible for a plan to be fashioned that meets the reasonable needs
of the institution to grow and that also protects the fivability of the neighborhood. | hope that, in the
future, the institution will submit such a plan for approval.

Up to now, the major obstacle to arriving at an acceptable plan has been the real estate development
goals of the Sabey Corporation, owner of nearly half of the Providence-Swedish campus. fn 2002 when
the administration of Swedish Medical Center determined that it had too much fand within its control
and decided to “right-size” its holdings, it sold much of the campus to the Sabey Corporation which, at
the time, was working on a project to develop a biotech research center.

The development of a biotech research center did not pan out. Consequently, Sabey scrambiled to find
other tenants for its new holdings. They secured the Laboratory Corporation (LabCorp), Seattle
University School of Nursing, the Northwest Kidney Center and, finally, some Swedish Medical Center
uses did in fact expand to take some of the Sabey space.

Now, more than ten years later, the arrangement between Swedish and Sabey is described as similar to
many other medical center business arrangements where a private development company owns the
real estate and the non-profit medical institution carries on its businesses within.

That is not an accurate description. Rather, Swedish made a conscious decision to sell nearly half of its
campus knowing that it would not be available to it for future expansion - a future expansion which it
did not expect to carry out in this location. Subsequently, the Sabey Corporation and its tenants

occupied much of the campus, and now that the administration of Swedish has changed directions, it is



claiming that, while the Sabey tenants should stay, future Swedish expansion requires 2,75 million
square feet of new development space. That additional development space, in the Swedish proposal,
will result in buildings as tall as 160 feet and, according to their estimates, generate vehicle trips
numbering 11,000 per day.

1. Decentralization must be studied

The institution’s needs could be satisfied if it is required to establish priorities. [t may be possible to
develop the “super bowl champion” neuroscience institute, as one of the applicant’s witnesses
described it. However, it may not be possible to develop that desired facility, and retain the Sabey
tenants - most notably the Northwest Kidney Center and LabCorp, and Seattle University nursing
school, and build a hotel, and establish a rehabilitation center, and other anciliary services.

A review of other major institution MIMP proposals shows that the height and area of individual
buildings on the existing campus is not provided. A reasonable interpretation of the Land Use Code
would be that that information is required. Howsever, the Swadish Cherry Hill MIMP does not include
that information and it is difficult to know exactly how much space was lost by Swedish to the
Northwest Kidney Center, LabCorp, and other Sabey tenants not affiliated with Swedish.

The Hearing Examiner should recommend, and the City Council should decide, that the institution make
choices. There is the possibility of a “win-win” outcome. The institution’s needs and the
neighborhood’s needs can both be accommodated by prioritizing needs and finding other locations for
those which can reasonably exist elsewhere.

in addition to the potential presented by the possibility of recapturing some of the real estate currently
controlled by Sabey, it must be noted that Swedish is now controlied by Providence Health and Services.
Providence is one of the largest, if not the largest, health care provider in the Pacific Northwest. Its
subsidiary Swedish has three hospitals in Seattle and one in suburban Seattle. Providence has numerous
other locations throughout the area.

The Land Use Code requires that a decentralization option be considered. This was not done. The
purpose of the Major Institution chapter of the Land Use Code is to “encourage the concentration of
Major Institution development on existing campuses, or alternatively, the decentralization of such uses
to locations more than two thousand five hundred feet from campus boundaries, “ SMC 23.69.002. E.

The Citizens Advisory Committee expressed great concern that the height, bulk and scale of the
proposed development could not be accommodated in this focation without an unacceptable negative
impact on neighborhood livability and vitality. Consequently, several times the CAC requested that DPD
study the potential for all of the relevant interests to be served through decentralization. This was not
done.

Now, it is the position of the institution that, even though no serious study or analysis regarding any
decentralization was done, it shouid be given approval for all of its requested expansion. In its
presentation at the hearing the institution argued that reducing heights or increasing setbacks wouid
result in an unacceptable loss of future hospital space. This argument should not be accepted in the
absence of a consideration of decentralization options.



The Hearing Examiner should recommend, and the City Council should decide that there must be a
serious analysis of decentralization of some Providence-Swedish uses to locations outside the current
Swedish Cherry Hill campus.

2. There has been ng adequate analysis of “need”

Throughout her Recommendation, the Director of the Department of Planning and Development refers
to the “stated” need of the institution. Based on that “stated” need, the Director would approve almost
all of what the institution has requested.

it is clear from the record that there was little or no investigation or critical analysis of the “needs” of
the institution. For example, at the hearing in her statement on behalf of the Citizens Advisory
Committee, the Chair of the CAC said as much. The record in this matter contain the work of two
consultants hired by the institution to support what they state their need is.

On the other hand, Jack Hanson, a neighbor who happens to have considerable relevant experience in
assessing the needs of medical institutions attempted to present part of a bigger picture. However, his
opportunity to present oral testimony at the hearing in a few minutes is not ideal. Earlier, during the
course of the CAC and DPD deliberation he made a reasonable request for some background data that
he explained was necessary to inform a considered decision. The institution did not provide that
information. DPD did not express any interest in receiving that information and, instead, remained
satisfied with relying on the institution’s “stated” need.

No one is disputing the great benefits received by many from Swedish and its caregivers as pointed out
by a number of people providing public testimony on behalf of the institution. All are grateful for that
care and for those outcomes, However, the impact on that care and those outcomes from some
reasonable limits on the expansion of the institution is not explained. During such testimony by patients,
and similar testimony by caregivers, one could not help but wish that those concerned patients and
caregivers and concerned neighbors could have a conversation in which both sides could speak to the
real issues in this matter.

While the Land Use Code may limit the ability of the CAC to “negotiate” regarding the stated need of the
institution, the Director of DPD and the ultimate decision makers have the obligation to inquire seriously
into the stated needs of the institution. Otherwise, the balancing of the needs of the institution and the
needs of the neighborhood will occur only through a reduction of the needs of the neighborhood. There
is not adequate evidence in the record to support approval of the MIMP by the Hearing Examiner and,
ultimately the City Council.

3. The proposed MIMP cannot be approved because it exceeds the level of development that is allowed
by Seattle’s Comprehensive Plan.

Much can be said, and has been said about that, but | want to call attention to two specific areas:

A. The height, bulk, and scale of the proposed MIMP are wildly out of scale for the lowrise and single
family neighborhood in which Providence-Swedish wouid develop. There is no precedent in Seattle that
would support the permitting of a 160 foot high building in a lowrise or single family neighborhood.



Specifically, regarding setbacks, the Hearing Examiner and the City Council should consider the
following. The approved Swedish Medical Center First Hill MIMP provides that, for that campus which is
bordered by zones that are highrise (not lowrise or single family), upper levels beyond 70 feet are set
back for one half biock for the entire campus perimeter {with one extremely small exception on
Broadway.) (See the Swedish Medical Center First Hill MIMP as adopted by the Seattle City Council.)

Regarding the ground leve! setback on the eastern boundary of the campus where the separation from
the MIO from the SF zone (and the single family homes} is simply a lot line, the buffer propesed by
Swedish is a 25 foot setback. It is argued that this is the same back yard setback that would be required
if the development within the MIO were single family. However, this ignores the fact that the
development standards would require not enly a 25 foot ground level setback, but also would limit the
lot coverage so as to prevent the continuous very long one block building proposed by the institution.

Both of these points are emphasized in the letter in the record from the Central Area Land Use Review
Committee presented by Jonathan Konkol.

B. Besides the direct impacts of height, bulk, and scale, this large development proposed by the
institution will support increased intensity of use. The level of increased vehicle traffic is one notabie
and measurable part of that. The MIMP proposes a daily average trip total of approximately 11,000
vehicles.

Swedish and the drafter of the EIS state that an improved Transportation Management Plan and a new
commitment to observe a TMP will be sufficient. Of course, even if that were the case, the increase in
vehicle trips will be massive and the best that can be said of a possibly effective TMP is that the increase
won't be as bad as it otherwise could be.

in its hearing presentation, the institution and DPD focus on ane strategy for attempting to tame the
increase in SOV trips. The EIS states that transit capacity at the 17" and Jefferson bus stop is more than
adequate. There is nothing presented by the institution to indicate the transit capacity for the only all-
day Metro bus route (Route 3, or what has been route 3 and 4) for that route’s trip between downtown
and 17™ and Jefferson. Those who travel on Route 3 and 4 between downtown and the institution (| am
one of them) know that that route is frequently full with standing passengers at least between
Harborview Medical Center and downtown, It is also our experience that, while the routeisona
schedule that Metro considers the “most frequent” with less than fifteen minute headway much of the
day, the schedule is extremely unreliable. It must compete with heavy vehicle traffic going to and from
Interstate 5 on Cherry Street. This is the same street that is mentioned in the E£IS and for which travel
time, already abysmal, will increase, in the case of the westbound peak period, more than 50% from five
minutes and 52 seconds, to over nine minutes. (Table 16 of the EIS Appendix C, page C-105.)

The estimate of that travel time and other nearby travel impacts may be underestimated. The EIS in this
case calls out a number of “pipeline” projects that may have an additional impact on traffic in the
affected area. However, the pipeline projects recognized in the EIS de not include a significantly larger
list of projects for the same area for which permit applications were on record with the DPD at the time
the EIS was published in December 2013. Those additional projects, as stated in the DPD Web site are
set forth in an attachment.



The best strategy for getting people into transit is to locate jobs where there is robust transit service,
particularly, in Seattle, light rail stops. This was noted by several people who appeared at the hearing,
including John Stewart of Feet First, John Shaw of DPD, and the Executive Director of Commute Seattle.
They all noted that the SOV rate of the TMP for this institution is high, relative to other institutions such
as Virginia Mason Medical Center, and Swedish First Hill because Swedish Cherry Hill is not located in an
urban center with better transit service and more transit options. (Virginia Mason has already achieved
a SOV rate of 28%. The SOV goal proposed for this institution would be graduatly reduced to reach a
goal of 38% in twenty-five years.)

There is a further fact to be observed regarding the ability of a better planned TMP and an increased
observance of the TMP, as promised by the institution. The TMP relates to travel by staff of the
institution. Medical Centers are extremely heavy generators of visits by others who are not governed by
a TMP. Even if one were satisfied with the reduced SOV rate promised by the institution, it must be
considered that the ultimate SOV rate telis only a small part of the story, unlike a Boeing, or an Amazoen,
or some other large traffic generator where a much larger percentage of those travelling to the location
are staff.

There are reasons that the Comprehensive Plan wants significant job growth to be concentrated in
urban centers and urban villages. As a City and as a region we are making public investments in rapid
transit that will effectively remove the largest number of SOV’s off of our streets and highways. There
are certain locations where a large number of frequent, all-day bus service is in place. We cannot
afford, nor should we try to put in place a transit system that serves residential areas with this level of
intensity.

Providence-Swedish and Sabey are asking for approval of a plan that flouts the intention of the
Comprehensive Plan and relies on a hope that some time in the future transit agencies will be able to
find enough money and find enough room on the street to add more bus service to a low-scale
residential area that is intended to be adeguately served by existing streets and something like the
existing fevel of bus service. DPD is abdicating its responsibility to be a steward of the Comprehensive
Plan by approving this proposed MIMP which would allow a significant demand to be created outside of
the intended planning area.

The residents of Squire Park, and the Central Area, reasonably expect abservance of the Comprehensive
Plan that was put in place to encourage certain kinds of neighborhoods and support the vitality of those
neighborhoods. Change will occur and all neighborhoods will adapt to those changes. The
Comprehensive Plan is not intended to freeze the City in amber. However, if the City allows the
interested parties that are Providence-Swedish and Sabey to reshape the Comprehensive plan to suit
their particular needs, that would be a betrayal of the promise of the Plan.

The Hearing Examiner should recommend, and the City Council should decide that the intentions of the
Comprehensive Plan should be upheld.

’w}w@
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74-77#4—6 HtMENT 1
Virginia Mason Medical Center

2011 MIMP Annual Report VIRG Nt mMBse N T MP REP&R,—

Updated March 14, 2012 — —_ —
PE{::; e (MosT RECENT onN Z_r/Ut:)

B. Numerous small tenant improvement projects have occurred within the existing buildings. They
have not changed the occupied area of the campus.

C. Virginia Mason has not leased additional space within its MIO to Non-Major Institution uses
within the reporting period.

IV. Major Institution Development Activity Outside but within 2,500 feet of the MIO
District Boundary

A. Land and Building Acquisition during the Reporting Period: None.

B. Leasing Activity during the Reporting Period: Additional area has been leased within the
Metropolitan Park West building at the corner of Minor Avenue and Howell Street on the 5™ and
10™ floors, which is within 2500 feet of the MIQ. This property is is within a DMC 340 zone,
and therefore not subject to limitations requiring conditional use per 23.69.022 subsection ¢.
Some of Virginta Mason’s leased off-site parking within 2500 feet of the MIO has been changed
or relocated. This offsite parking is allowed per 23.69.022 a.1, and is included in our
Transportation Management Plan, per 23.69.022.a.5.

V. Progress in Meeting Transportation Management Program (TMP) Conditions
A. General Overview of progress in achieving the goals and objectives contained in the TMP:

The 1992 Master Plan established an SOV goal for Virginia Mason employees of 50% or lower.
By 1998, Virginia Mason had achieved a rate of 28% and that number has continued to drop.
Virginia Mason continues to provide one of the most successful Transportation Demand
Management Programs in the City. Only 23% of employees use SOVs and over 49% use mass
transit or rail. The service is promoted to all new employees, and updates are offered regularly
via on-site transportation fairs and other promotional events.

Virginia Mason installed three new charging stations for electric cars in 2011 that are open to the
public in their parking lot on Terry Avenue, and has located spaces for zip Cars at two of their
surface parking lots for employees or neighbors. These Zip cars are offered free to employees
for up to 5 hours per month for personal errands while at work.

Virginia Mason updates its transportation demand management pian every 2 years, per the City

of Seattle requirements. The next update is in late 2012. The most recent Transportation
Demand reports are attached.

Thank you

Attachments:
2011 annual report VM Main Campus with signature
2011 annual report VM Met Park with signature
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ATTAcd mMENT A

Additional “Pipeline” projects

The EIS in this case lists twelve pipeline projects. The following project are not listed but are ones that |
have noted on the DPD Web site with applications for permits dated before the date of the publication
of the EIS in December 2013

The following "pipeline" projects that are within the same area or distance from Swedish, are not
listed:

Stories Units Parking Spaces
1001 James (3019215) 8 stories 350 units 300 parking
1050 James (3019219) 7 70 30
524 Broadway 7 200 110
800 Columbia 30 287 234
1315 E. Jefferson 4 32 16
301 12th 7 75 20
1023 E. Alder 8 85 13
12th and Spruce 3 six story bldgs. 400 270
1427 11th 6 136 128
1021 E, Pine 5 20 + office 142
1200 E. Pike 6 88 38
601 E. Pike 6 60 30
2407 E. Union 4 39 21
1801 S, Jackson 5 152 137

The following projects have just been completed (or are nearly complete) and are part of the Yesler
Terrace project: it is unclear whether or not they were included in the EIS

12th and Yesler 7 75 20

1105 E. Fir 6 103 51

The following projects are the Yesler Terrace projects currently in the DPD permitting process:
120 Broadway 7 235 170

123 Broadway 7 193 133
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Tanner, Sue

A M IR A R
From: Bob Cooper <Bob@EvergreenPublic.com>

Sent: Tuesday, July 14, 2015 8:14 AM

To: Tanner, Sue
ubject: Additional comments on Swedish Cherry Hill MIMP

Attachments: HE Follow up letter.pdf '

Ms. Tanner:

Please accept the attached letter to complete my testimony on the Swedish Cherry Hill MIMP currently before you
Thank you.

* Bob Cooper
(206) 852-3616
Bob@EvergreenPublic.com
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349 16t Avenue
Seattle, WA 98122-5614
July 14, 2015
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=fity ofSeattle Hearing Examiner

PO Box 94729
Seattle WA 98124-4729
Re: MIMP for Swedish Medical Center Cherry Hill, CF-311936

Ms. Tanner:
Thank you for the opportunity to testify on the Major Institution Master Plan for Swedish
Cherry Hill yesterday. While | provided written materials, [ would like to supplement the
record with a written copy of my verbal remarks that were somewhat truncated due to

time constraints.
The comments below are largely an executive summary of the longer document I submitted

at the hearing on July 13.
My name is Bob Cooper, and 1 have been a homeowner in the neighborhood since the
spring of 1988. 1 was the Vice Chair of the standing advisory committee for now expired

MIMP from June 2006 until it was dissolved in late 2011.

| was the author of the SAC resolution leading to ultimate determination that the
massive development proposed by Sabey Corp. for the east side of 18th was "major
amendment,” prompting this process - a proposal not radically different than what

is currently proposed.
as with that that proposal, this proposal is fundamentally incompatible with the

low-density, primarily single-family neighborhood in which it is situated.
» Further, this process has been marked by
o attempted violations of open meetings act

o legally deficient notices of meetings
o locked doors preventing public access to public meetings

o intimidating armed guards hired by Sabey Corp.
o video recording prompting fear of SLAPP actions (even more pertinent now
that the state supreme court has invalidated the anti-SLAPP statutes)

o threats against CAC members and city staff



o Hospital staff interested in the neighborheod point of view being fi red or
reassigned

o late posting of meeting minutes, hampering participation by those not able to"
attend to meetings. :

o inaccurate or outdated information (signs with Marcia Petersen's name listed-'

as the institutional contact still posted as of last Frlday she was fired more
than a year ago)

o factual errors (detailed in my longer, written submission and testimony of
others)

o assertions not supported by facts

o failure to account for significant environmental factors, particularly a known
aquifer under the site

o omission of information -- not the least of which are omission of comments in
the EIS process and failure to note the reduction from the expired MIMP
heights in the center campus do not represent a concession but rather reflect
the reality of what has already been built

o conflation of the larger organization's community benefits with the
mitigation required for this specific plan

* Even Sabey Corp. lawyers argue there has to be a nexus between
impacts and mitigation (Koontz Collective v city of Seattle)

o non-binding language in the proposal

There is a conflict of interest between the non-profit institution and the for-profit
Sabey Corporation.

o Most notably, but not confined to, the parking garage -- owned by Sabey,
who then has motivation to under-cut the transportation management plan
to keep revenue flowing from their investment

Sabey should not have standing to be a party to this proceeding -- like me, they are
an interested party, but not an applicant or appellant.

A minority report by two members who may not be eligible to be members of the
CAC

o A manager at Swedish who has been given the designated-by-city-code "non-
management” slot on the CAC

o Another member of the CAC (Mr. Letrondo, author of the questionable
minority report) has an apparent, if not actual, conflict of interest, having
worked for Sabey in the past and presumably wanting work in the future

Meanwhile, City staff recommendations and community petitions that1be
appointed were ignored




 The community, and often the CAC, were ignored by the institution - particularly by
Mr. Cosentino - during the process

» Sky-bridge re-permitted between standing committee dissolution and CAC process
start in the absence of legally required community comment/input

» lack of historical information _
o James Tower built in the absence of a legally required standing committee
» overbuilt (more than six times what was supposed to be built)
o tradeoff of setbacks for lower height on parking garage at 15" & Jefferson

o mitigation promised in 1994 plan never materialized (e.g., childcare)

» neighbors do not support any of the mitigation proposed -- a survey to that effect
should be in exhibit 7 submitted by the Dept. of Neighborhoods. (They apparently
just made things up they thought people might like)

» Historical section also neglects history of institutional racism in the neighborhood
(covenants prohibiting sale to "negros") - and the plan does not address
institutional racism, which can be a particular problem in health care.

e Charity care declining and below average in the state

o lack of charity care a cause of the death of the mother of Marcellus Owen --
the neighborhood child who stood next to President Obama as he signed the
Affordable Care Act.

* Iam an award-winning former journalist cited for excellence in science and health
news by the western Washington chapter of the Society of Professional Journalists
and note the MIMP Assertion of need to grow is at odds with objectives of the
Affordable Care Act; additionally

o The institution has a 20+ year decline trend in use of hospital beds (numbers
in my longer written submission)

o Ifthereis areal need for growth, why is there no application for a new
certificate of need?

* For these reasons and those that will be put forth by Mr. Zossel, Ms. Schiantarelli, Ms.
Solid and others, I ask that this plan be rejected in its entirety.

Thank you for your consideration.

Sincerely,

~ Bab Coongv;\
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Bob Cooper

349 16" Avenue

Seattle, WA, 98122-5614
(206) B852-3616

BEFORE THE HEARING EXAMINER,

CITY OF SEATTLE

IN THE MATTER OF CF 311836

For approval of a Major
Institution Master Plan fcr
property located at 500 17%°
~venue, Seattle, WA

Swedish Medical Center, et al

Major Institution Master Plan

and
3012953
SEBA Determination by the

Director, Department of
Planning and Development

et e e e T i et ot St Seant S oo g

I, BOB COOPER, hereby declare that the fcllowing is true and

correct to the best of my knowledge.

1. I live at 349 16"" Avenue, Seattle, WA 98122-5614 in a home which

I have owned and resided in since April 30, 1987.
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2. 1 was the vice-chair of az Standing Advisory Committee (SAC) for
the 1894 Major Institution Master Plan from its resstablishment on
June 18, 2006 (Council Resolution 30880Q0) until it was dissolved in
late 2011. (The previcus MIMP had cperated without the reguired CAC
for an unknown period of time that included censtruction of James
Tower, and was reestablished after complaints following the tower’s
grand opening advertising “plenty of free parking in the

neighborhood. )

3. It was an SAC resolution authored by myself and approved by the
SAC recommending a previous application for a “mincr amendment” to
the 1994 plan to permit massive development on the east side of 18"
Avenue be declared a ™major amendment” that ultimately led to the
present MIMP process (following a hearing examiner’s decision
issued on 25 October 2010 overturning the Director’s minor
amendment Determinations). Determinatlon of an amendment to be
“major” under the governing ordinance reguired commencement of a

new Major Institution Master Plan process.

4. The Director of the Department of Planning and Development (DPD)
has issued a recommendation on the proposed Swedish Medical Center
Cherry Hill Campus Master Plan, and an senvironmental determinaticon

based on the Final Environmental Impact Statement for the proposal.



The application includes a rezone to modify existing Major
Institution Overlay Heights, increasing heights 1n several
locations within the currert Major Instituticn Boundary. The
proposal also includes future aerial and below grade term permits

tc accommodate a skybridge and below grade tunnel.

5. The Directer’s determination is faulty; the envirermental
determination is deficient; and the proposed height, bulk, and
scale of the proposal is fundamentally incompatible with
requirements set forth in the Seattle Municipal Code and policy
adopted by the Seattle City Council. Some of the reasons for this
were set forth in comments submitted 19 June 2014 (Appendix A} and
incorporated here by reference, and other reasons are detailed

below.

6. Additionally, the process has been marked by:

A) Attempted violation of the Open Meetings Act (RCW 42.30.010),
irtimidaticn, threats, and ignoring the community,

B) legally deficient notices of meetings and lnaccurate, outdated,
or unavailable information,

¢y factual errors, assertions not supported by facts,

D) failure to account for significant environmental factors,

E) conflaticon of actions of the larger organization with the

specific institution,



F) ncon-binding language in the proposal, and

G) a direct conflict betwsen the responsibility of the non-profit
institution to achieve policy / legal goals with the motivations
of the for-profit development partner holding cwnership of a
significant porticn of the land and buildings at issue.

H) The fact that Sabey Corporation, a for-prefit organization, has
participated and continues to participate inappropriately as a
part of the process instead of as an interested party that would
have a much more limited role.

I} The appointment cof a Swedish Medical Center manager to the
statutery “non-management representative” position on the CAC
and appocintment of a CAC member with an apparent conflict of

interest.

For these and other reasons it is requested that the Hearing

Examiner reject the propcsal in its entirety.

Attempted wviolation of the Open Meetings Act and

Intimidation, Threatenad and Ignored

Often, meeting notices were not issued within the time frame

required., An example is the "second notice" for meeting #23, sent



January 7, 2015, feor a meeting less than 20 days away, when no

first notice was 1ssued. This happened multiple times.

There was also an early attempt to hold subcommittee meetings not
open to the public. When I advised the committee of the legal
requirements to hold copen meetings and their potential liability
should they attend a closed meeting, it was met with a response
from committee member David Letrondo that "the elimination of non-
quorum meetings means less time to get things done correctly,”
seeming to imply that actually including the public in the process

was just a formality.

&nd committee member Patrick Angus suggested an attempt to skirt
the technical requirements of the Public Meetings Act, suggesting:
“We could keep the CAC participants to a number below the threshold
of 67 which would technically comply with the act but violate its

spirit.

Numerous meetings included armed security guards (ecff-duty police
officers or Sheriff‘s deputies). Those who inquired were told that
there were unspecified “threats” they were hired to guard against.
No specifics were ever offered, but many community members in
attendance were intimidated by the presence. The guards, when

guestioned, said they were hired by Sabey Corp.



Members of the Citizer Advisory Committee were reportedly
threatened by Swedish and/or Sabey Corp. representatives when they
spoke against any key aspects of the proposals put forth. City
employees were also threatened, including but not limited to Steve
Sheppard, the key Department of Neighborhoocds staff assigned to the

process.

And, desplte reguests that the practice stop, meetings were video
recorded by the institution and/or Sabey Corporation (SMC’s
development partner and owner of significant land at issue). More
than one neighbor cited a fear of being sued, again, by SMC anda
Sabey Corp. when asking that the recording stop. One of these
neighbeors, Ms. Vicki Schiantarelli, and possibly others, had
previously been sued by either one or both SMC and Sabey Corp. in
an appeal of a aforementioned Director’s Decisicn related to the
property at issue in this current process. Ms. Schiantarelli stated
in a public meeting that the recording made her fearful of fully
sharing her thoughts for fear of being sued again. This type of
suit is known as a Strategic Lawsult Against Public Participation,
or SLAPF. And fear of being subjected to a SLAPP suite is only
exacerbated by the recent state Supreme Court decision in Davis v
Cox that invalidated Washington’s anti-SLAPP statute (RCHW

4.24.525) .



Fired or Reassigned Staff

Ms. Marcia Petersen, the long-time representative of 3MC, abruptly
disappeared from the process when she began dialogue with the
breoader community. She was reportedly terminated from her
employment . No reason was given to the committee or puklic for her
departure, but it is rumored that her interest in accommodating
neighkorhood objections were a contributing factor if rot the sole

impetus.

Dr. John W. Henscon, VP of Medical Affairs, was put forth as an
institutional representative, but disappeared from the process
after having meetings with myself and other members of the broader
community. He appears to still be employed by the institution. No

reason was given for his departure from the process.

Ignored by the institution and committee chair

In the final phases of development of the MIMP, the institution put
forth Mr. Andy Cosentino as its representatives. He was continually
witnessed at meetings with the CAC concentrating on his smart phone

and ignoring both the committee and public comments. He would look



up if wverbally called out by members of the public during comment

periods, but otherwise seemed to ignore the concerns being voiced.

At the December 18, 2014, meeting, Chair Xatie Porter seemed amazed
when neighbors continued their call to reject the plan in its
entirety. She said it was the first time she had heard a call to
reject the plan, even though the neighbors’ deep dissatisfaction
was reported in the Seattle Times or June 19, 2013, and in the
Puget Sound Business Journal on July 2, 2014; and the record will
show neighbors had repeatedly asked for rejecticn of the proposed

rlans.

Locked Doors

During at least one meeting, held on December 18, 2014, and
possibly others, the extericr doors closest to the meeting room
were locked shortly after the meeting began. Since those were the
doors described in the fermal notice of the public meeting, Karen
Gordon, a manager with the city cof Seattle’s Department of
Neighborhoods, had to find Swedish staff whe could unlock the doors
and restore public access to the Citizen Advisory Committee
meeting. There is no way of knowing if anyone attempted to attend

the meeting{s) but was unable to access the venus.



Inaccurate, Qutdated ormUnavailablq"Information

From the beginning, the process has been marked by lnaccurate,

unavailable, and/or outdated information.

When city staff recommended my appointment to the CAC, and that
recommendaticon was vetoed by Sabey Corp. and Swedish, council
members were, according to staffer Michael Jinkins, advised that
they could not discuss the rejection in individual meetings because
the whole process was guasi-judicial. Appointment of CAC members
does not appear to be a quasi-judicial process under SMC 23.76.036,
and no evidence of this advice was ever provided. Although council
member Tom Rasmussen did meet with me, no others would schedule
meetings. Ultimately, the council rubber-stamped the department
recommendations as approved by Sabey Corp. and Swedish. Repeated
petitioning by the Sguire Park Community Council and others for me
to fill vacancies as they arose on the committee were similarly

ignored.

As someone who, for professional reasons, 1s usually not available
for meetings during the first calendar guarter of the year, it 1is

important to me that a record of meetings be available. For a long



stretch of time during the crucial period leading to the
culminaticn of the Citizen Advisory Committee process, those

records were not available.

On March 13, 2015, the minutes of eleven of the previous twelve
meetings of the committee were not available, dating back to mid-
October of the previcus year. {A complaint about this should be
included in the city’s cofficial record submitted to the Hearing

Examiner.)

This thwarted timeiy public participation in the process, and is

counter to the goals stated about encouraging community input.

As late as July 1, 2015, the regquired four-foot-by-eight-foot signs
providing notice of the MIMP process that are posted, as reguired
by law, arcund the SMC Cherry Hill property continued to
inaccurately contain the name of Marcia Petersen as the
institutional contact {Ms. Petersen has not been an emplcyee of the
institution for more than a year); and ccntinue to inaccurately
show a configuration withdrawn from consideration early in this
process. It is the responsibility of the applicant to maintain
these signs, presumably in an accurate form, and they have not been

so maintained.



The MIMP application lacks historical data, which would have
informed the Citizen Advisory Committee in its decisiorn making.

Lacking information includes:

a} That the James Tower building was allowed to be built in the

absence of a legally-required Standing Advisory Committee;

b} that the James Tower building was built substantially larger
than allowed in the 1994 MIMP - a two-story, 28 foot tall “skilled
nursing facility” of 24,000 square feet was permitted under the
plan, and a six~-story building of approximately 160,000 square feet

was developed;

¢) that the parking garage at 16™ Ave. and E. Jefferson St. was
allowed to be built with setbacks of less than the 20-feet regquired

in the 19%4 plan in return for reducing the height of the building;

d) that projects to mitigate the impact of develcopment under the
1$94 plan, including but nct limited to a child care center that

would have accepted neighborhood children, were never completed;

e} assertions were made to the CAC that the 1994 plan allowed

shifting of square footage inside a development “envelope” when, in



fact, the governing ordinance allowed only specific, discrete

pbuildings and did not constitute development “envelopes,” and

f) That the permit for the skybridge over 16" Avenue was renewed
between the termination of the SAC and the formation of a new CAC,

in apparent violation of clty crdinances.

The historical section of the document also ignores the history of
institutional racism in the Squire Park neighborhood. Deeds
originally included a covenant where landocwrers “hereby mutually
covenant .. that no part of said lands owned by them .. shall ever be
used, occupied by or sold, conveyed, leased, rented or given to

negroes, or any person or persons of the negro blood.”"

The MIMP does not adequately address any of this history.

Factual Brrors, Assertions Not Supported By Facts

Throughout the process, Swedish and Sabey Corp. have intimated that
the land is near, next to or adjacent tc downtown. This is most-
graphically illustrated in an aerial photo in the introduction
(page 1) that, using a photographic trick of perspective, seems to

place the campus nearer to downtown than is actually true. It is,

! http://depts.washington.edw/civilr/covenants_report.htm



instead, located in a residential neighbhorhcod with a predominance

of single-family homes.

The introduction asserts that “The MIMP halances the institution’s
ability to change and the public benefit derived from change with
the livability and vitality of adjacent neighborhcoods” when the
institutien has been informed over and over by neighbors that it
does not. This asserticn is not supported elsewhere in the

document.

The introduction further asserts that a commurnity benefit 1is
covering the cost of care for those who cannot pay, although
charity care as a portion of the institution’s work has declined in
recent vyears, according to reports’® filed by SMC with the Washington
state Department of Eealth. The latest available report for 2013
shows charity care averaging three percent of total patient revenue
and 6.3% of non-Medicaid, non-Medicare patient revenue, and
generally trending upward over the past decade. Swedish Cherry Hill
2013 charity care amounted to a below-averacge 2.27% of total
patient revenue and a below-average 5.77% of non-Medicaid, non-

Medicare patient reverue.

: http://www.doh.wa.gov/Portals/ | /Documents/5300/2013CharityCareReport.pdf



It was, in fact, Marcelas Qwens, the son of a woman whose death was
caused in part by a lack of charity care from the hospital whe
stood next to President Barack Cbama as he signed the Affordable
Care Act to illustrate the need for more widely available health

care.

The MIMP asserts that the hospital will need to grow to serve more
patients because of the Affordable Care Act. This is directly
contrary to the policy goals of the act, which aims for & reduction
in hospital care that is replaced by access to primary care

physicians through public and private insurance plans.

The plan further asserts that population growth over the past 20
years, and expected growth into the future, will put additicnal
demands on the campus facilities. But it fails to explain how that
aligns with a 20 year decline trend in facility use and
relinguishment of authorized beds under the institution’s
Certificate of Need from the historic high of 436 beds in 189%4 to
the current 385 beds, and occupancy rates that have also declined
as a percentage of authorized beds over the same period of time

(see appendiz B).

The MIMP also fails to explain why, when an increased need 1is

asserted, that the institution is not simultaneously applying for



any increased capacity under the state’s Certificate of Neesd

pProcess.

Failure Tc Account Fer Significant Ernvironmental Factors

There 1s groundwater known to flow underneath the SMC Cherry Hill
campus, but it is nct menticoned or considered in the official plan

and EIS documents filed.

Conflaticn Of The Larger Organization With The Specific Institution

Many of the “community benefits” touted in the MIMF as offsetting
the impact of the Cherry Hill facilities are system—-wide benefits

of Swedish and Providence.

This includes, but is not limited to, equating its tax exemption

with community benefits.

As Sabey Corp. lawyers John McCullough, Jessica Clawscon, and others
argued in Xocntz Ceoalition v City of Seattle (US District Court,
Western District of Washington, 2014), “Koontz held that the
government “may not leverage its legitimate Iinterest in mitigation
to pursue governmental ends that lack an essential nexus and rough

proportionality to those Iimpacts.” Koontz, supra,  U.5. at



Similarly, there must be nexus and rough proporticnality between
the community benefits required to be provided here and the

specific geography where mitigation is required.

Any system-wide benefits that are not, and cannot be, tied to
specific benefits to the community surrounding the Cherry Hill
facilities should not be included in any consideration of community
benefits required under the Seattle Municipal Code in the MIMP
process required to mitigate the impacts of development at Cherry

Hill.

Non-Binding Langtage

Numerous sections of the MIMP “require” the institution to
“consider” certain actions or mitigaticns as development
progresses. There is no criteria stated to measure what constitutes
“consideration.” There is no criteria about how a decisicn will be

made on acceptance or rejecticon of considered actions.

The lack of such criteria renders the actions to be “considered”
unenforceable, and, as such, thess measures or actions should not

be considered as mitigating any impacts in evaluating the plan.



Direct Conflict Between The Responsibility Of The Institution To

Achieve Peclicy and/or Legal Goals With The Motivations Of The For-

Profit Development Partner Holding Ownership Of A Significant

Portion Of The Land And Buildings At Issue

The Major Institution Master Plan ordinance was adcepted to govern
non-prefit medical and educational instituticns, with the apparenrt
presumption that such institutions® public benefit goals would

drive decision making.

What we have in this case, however, is a direct conflict between
the institution’s legally required actions and the motivations of
the major property owner, the for-profit Sabey Corporation’s
presumed profit-making motives. (If Sabey Corporation were not
motivated by prefit, it could reincorporate under Section 501 of

the internal revenue service code as a not for profit corporation.)

One example of this is in the management of traffic.

The transportatiocn management plan that is required under the MIMP
ordinance should, over time, reduce the number of vehicles -
especially single-occupancy vehicles - arriving at the institution.
Rut because the parking facilities on the campus are owned and

operated by the for-profit 5abey Corporation, Sabey has a



motivation to maximize return on thelr investment by keeping these
facilities as full of paying customers as possibkle. Thus, Sabey
Corporation has a perverse incentive tc minimize any reduction in
vehicles arriving at the facilities. And since Sabey Corporation is
also the major lesscr of campus facilities, they have little or no

motivation to push their paving customers to reduce vehicle use.

Sabey Corporation has been given an inappropriate role in the

process ana should ncot have standing.

A Major Tnstitution Master Plan, under SMC 23.69.026, is to be
prepared (and, presumably, submitted for approval) by a Major
Institution as defined under the cocde. Swedish Medical Center
(Swedish) is clearly a Major Institution as defined in SMC

23.84A.025. Sabey Corpecration clearly is not.

Yet, Sabey Corporaticn was given extraordinary access in this
proces. They were allowed to screen applicants to the Citizen
Adviscry Committee. They are the progponents of a major building on
property they own orn the east side of 18" Avenue - a building that
may have a functional relationship with the hespital, but is not
described in the MIMP as critical to the functioning of the

institution. And Sabey Corp. lawyers have been inappropriately



assumed to have standing in the appeal process when they should

nave been relegated to an “interested party” status.

Additionally, documents procured under the state’s public records
act, show that I was clearly the choice of city staff to be a

member of the Citlzen Advisory Committee, vet I was rejected (see
appendix C). It appears the rejection was at the behest of Sabey

Corp.

Conversely, Linda Carol was appointed to represent Swedlish under
the terms of SMC 23.69.030. However that representative position is
specifically called out in the SMC as “a non management

representative of the institution.”

Ms. Carcl holds herself out to have been a manager for the last 16
years, which should have made her ineligible to sit on the
committee, meaning Lhe compositicon of the committee was improper. A

printout of her LinkedIn page is included as appendix D.

Committee member David Letrondo stated in his application to bhe a
member of the CAC that he had previously worked for David Sabey of
Sabey Corp. This is a clear cornflict of interest in that he has

profited from this relationship in the past and can be presumed to

be interested in further work from Sabey Corp. As such, his



membership on the committee carries at least the appearance of a
conflict of interest, again making the composition of the committee

appear to bes improper under the enabling cordinance.

Neighbors do not support the plan

A number of so-called “amerities” were put forth for consideration,
some cof which ended up in the final plan. However, a survey of
neighbors showed little or no support for these amenities, and the

institution never asked what neighbors really wanted.

A neighborhood survey showing levels of support for these amenities
is included ir the record submitted by the Department of

Neighborhoods.

For the reasons stated above, I ask the Hearing Examiner to reject

the proposed MIMF in its entirety.

DATED: July 9, 2015 Y Q
' @/\_"

Bob Ccoper’

349 16" Ave.

Seattle, WA 98122-5614
(20€) 852-36l16




Appendices

A) Comments to CAC submitted June 19, 2014

B) Occupancy Trend at Swedish Cherry Hill

) City of Seattle staff notes on CAC appointments

D) Linda Carroll Linked!In page capture




Appendix A

Comments to the Citizen Advisory Committee
on the Swedish/Cherry Hill Major Institution Master Plan
19 june 2014

* The plan and EIS before you are inaccurate in many key respects — detailed in part in my specific
comments you should have received this afternoon.

* Speakers in favor of the plan are concentrating on the valuc of health care — a point no one
disputes.

* Health care is not the issue here — the issue is compatibility of expansion plans with the
surrounding neighborhood environment.

* And the height, bulk, and scale of the proposal before you is grossly inappropriate and
fundamentally incompatible with the neighborhood.

* Children’s Hospital — which bas no other options — was approved for half the volume of
development at issue here on a site significantly larger and with buffers at the edges.

* Swedish cannot do everything they want to do here — they have to prioritize, and use one of their
many other sites for some functions.

* Development needs to be spread to areas not currently proposed for significant change — areas
likely left out because they have been recently under-developed.

* And any entity developing anything under a new plan, such as Sabey Corporation, should be
required to adhere to the same ongoing restrictions on other development as the institution.

* Any mitigation or neighborhood amenities must be enforceable.

* The institution has never achieved transportation management goals and it is unlikely they can,
since this institution will soon be served by only one 24-hour bus line.

* Ideally, this plan should be rejected and the institution should come back with a more realistic
plan for consideration.

‘}- n
Q. &
8 X % 349 16t Avenue
— X V| Seattle, WA 98122-5614
g T LW July 14,2015
Qo u_%
w95 . .
& Jue Talner, Hearing Examiner
&City ofiSeattle Hearing Examiner
PO Box 94729
Seattle WA 98124-4729
Re: MIMP for Swedish Medical Center Cherry Hill, CF-311936
Ms. Tanner:
Thank you for the opportunity to testify on the Major Institution Master Plan for Swedish
Cherry Hill yesterday. While I provided written materials, [ would like to supplement the
record with a written copy of my verbal remarks that were somewhat truncated due to
time constraints.
The comments below are largely an executive summary of the longer document I submitted
at the hearing on July 13.
My name is Bob Cooper, and I have been a homeowner in the neighborhood since the
spring of 1988. I was the Vice Chair of the standing advisory committee for now expired
MIMP from June 2006 until it was dissolved in late 2011.
. » Iwas the author of the SAC resolution leading to ultimate determination that the

massive development proposed by Sabey Corp. for the east side of 18th was "major
amendment," prompting this process - a proposal not radically different than what

is currently proposed.

* as with that that proposal, this proposal is fundamentally incompatible with the
low-density, primarily single-family neighborhood in which it is situated.

* Further, this process has been marked by
o attempted violations of open meetings act
o legally deficient notices of meetings
o locked doors preventing public access to public meetings
o intimidating armed guards hired by Sabey Corp.

o video recording prompting fear of SLAPP actions (even more pertinent now
that the state supreme court has invalidated the anti-SLAPP statutes)

o threats against CAC members and city staff



o factual errors (detailed in my longer, written submission and testimony of
others)

o assertions not supported by facts

o failure to account for significant environmental factors, particularly a known
aquifer under the site

o omission of information -- not the least of which are omission of comments in
the EIS process and failure to note the reduction from the expired MIMP
heights in the center campus do not represent a concession but rather reflect
the reality of what has already been built

o conflation of the larger organization's community benefits with the
mitigation required far this specific plan

* Even Sabey Corp. lawyers argue there has to be a nexus between
impacts and mitigation (Koontz Collective v city of Seattle)

o non-binding language in the proposal

There is a conflict of interest between the non-praofit institution and the for-profit
Sabey Corporation.

o Most notably, but not confined to, the parking garage -- owned by Sabey,
who then has motivation to under-cut the transportation management plan
to keep revenue flowing from their investment

Sabey should not have standing to be a party to this proceeding -- like me, they are
an interested party, but not an applicant or appellant.

A minority report by two members who may not be eligible to be members of the
CAC

o A manager at Swedish who has been given the designated-by-city-code "non-
management" slot on the CAC

© Another member of the CAC (Mr. Letrondo, author of the questionable
minority report) has an apparent, if not actual, conflict of interest, having
worked for Sabey in the past and presumably wanting work in the future

Meanwhile, City staff recommendations and community petitions that [ be
appointed were ignored




Appendix B

Occupancy Trends

(source: WA State Department of Health)
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Avg LOS 773 717 T80 754 760 76 75 700 552 528 5.90 592 57t
Ooc % 750% | 7755% | 795z | 7T959% | TG5z% | TSGR | T005% | T237% | 0552% | Goou% | 6TEG% | 7306 | T170%
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Oocupancy of Available Bads | 75 19% | T756% | 7050% | 7050 | 79G2% | 7008% | T900% | 724T% | Goad% | G540% | G186% | TO06% | T170%
Occupancy of Licensed Beds | E534% | T050% | To00% | T50Wh | TG43% | 7550% | 7540% | GO0B% | 6284% | B243% | €786% | 7a06% | T170%
Tmo | e | Tmez | tems | ee | @5 | %% | ieer | 9% | 1w | 2000 | 2001 | 2002 | 2003
SWEDISH HEALTH
SERVICES - CHERRY HILL
Lic Bads P a6 0 0 PR 5 Py 3% % % 38 W5 I PES
Avail Beds P o 0 34 33 3 0 8 708 W5 75 534 PTe T
Admits 7987 | 18.960 | 76698 | 1472 | 16048 | 1673 | 1743 | 1556 | 13369 | 12780 | 11701 | 1187 | 10751 | &res
Patient Days SEe T Wews | o1 z8 | 77420 | 75762 | 75508 | 7690 | 68208 | SLO10 | 61402 | S0.647 | 60847 | 51436 | 43207
Avg LOG sar | s | AW | 5@ | iR | amn | 43| 43 | 43 | 481 | 52| 613 | 4B | 4%
Doc % w7 oa% | 618T% | S504% | 6050% | G03E% | 6004 | G075% | B143% | 65.16% | SA69% | 56.70% | G8.20% | 40.60%
Birhs A% | e | s | T4Ee | g | T | @7 | 14 | 1705 | 1550 | 1523 | 158 | 1084 b
Gccupancy of Avalable T | GeTEn | B1ETh | 525% | GO5T% | EhUE%h | 60od% | EO75h | S1A3% | S5.06% | 5489% | 36.70% | 520% | AE60%
gi:ipanw of Licansed ST | G5ad% | G ATh | 15 | ATo% | aTs0% | 404k | 4z97% | 3045% | 30.55% | 3004 | W20 | G048n | Z115%
Beds
s03: | 2005 | 2008 | 2007 | o008 | zoes | zota | 201 | 2012 | 2013

SWEBISH HEALTH SERVICES - CHERRY HiLL

ic Beds 185 5 385 35 185 385 35 35 385 385

Avail Beds 202 = 224 24 198 18 198 198 198 198

Admits 8162 | ege | 8798 | acue | 9ess0 | s7as | sseo | wzes | 7737 | auss

Patient Days 42658 | 41664 | 41200 0 4132 | 43601 | 42499 | an7e4 | d3om3 | 4vvs | osraar

AvgLOS 523 | 483 | 488 481 47 488 a2 | 524

Occ % 57.86% | 51.65% | s0.40% | 5031% | s033% | seerw | sezow ! ososan | s6.07% | es64%

Births 0 0 0 0 o 0 9 0

Cccupancy of Available Beds s7.66% | 5i65% | so40% | soam | ecasw | sest% | sag0w | somow | 55.97% | eses%

Occupancy of Licensed Beds a076% | 2065% | 2053% | 2520 | avow | s02% | 3045w | 300w | 20000 | saven




Appendix C

City of Seattle Staff Notes on Committee Appointments



‘:w

?Mﬁm%{ Discucsm Neio Bime ki Kot v, )

Ve concenau u:u/it Bose Oliot — O
|0 advoeat A WMank Tl

@, TZ&b Gola ! A Jeehs ﬂwa%««
sk Hione | S’i@%
a@péamm oé

D I\\Qighbm + Wear Not g“@w

Gmeludid U Hy %fk e, mg@@ a¥ Loagt
Ny 2 P e o Promo
%:: ‘f)()u,wwg

Coopoc

(btz:ﬁ;f’a

Schiat
Wt

Kedizh

ey Gwpw s 4{3'&5, his posgabbe.

‘e e Nedlozb: 6 4 gt o
v Ul M% § uilé m(;é&df/
e, wuh e e, (Sok
up el wa‘a Knoi & )

Pa»kfda/ &W@W




oH-CRC# 133

Y A

_[ £-Mail

P? l / « Live al Seward Park Address: o Citywids + "Very strang background in streetscape
« Architect Seatile, WA = Architectural background design.
M_afk Tﬂbe asthe Also «  Past president (chair} of Design
| Citywide) {Qualifies as Cilywide only} Cemmission for Vanouver British
Seattle WA Columbia and Richmant British Calumbia
= Major work with health care design
Prone: nationally but not recently herer
E-Mail: « Prncipal of Maruse Associates.
| = PastNear Neighbor on 17ih Ave. Address: +  Near neghbor - "+ Near neighbor i
« Masters degree in usban and regional Seallie, WA »  Active in neighborhood affairs «  From longstanding well know family
f planning Phone: * - lrban planning background s Urban planning and design background
3 E-Mail:
S - — ]
18 / « Near Neighbor Address: Hear Neighbor +  Maintains continuity with past committee
« Prasent member of SAC Sestie, WA + Maintain continuity with past
b i
Jacobson, Joy Phone: ] comimittee
E-Mail:
Zhﬁ_@_% '« Near Neig_hbgﬁ Address: ) »  Near Neigﬁbbr_ « Maintaing continuity with past comimities
# Bob Cooper « Present member and vice chair of SAC Seattie, WA «- Maintain continuity with past + Institution hias some concemns with his
@ B e Phone: commiges vast posttions and whether he can step
Perhaps as aitarnate but é E-Mat back froim ther.
for past continuity might e Time commitments in Clympia may be a
best be ornt. constraint
; « Real estale investment manager Address: T «  Citywide +  He seemed development oriented and |
Andrew Coates 2 + President of the Austin Foundation : Seattte, WA +  [Development and real estate had some congern that ke would be seen
* « Sincerely, Hlso as essentially an extension of SMC.
{Gulifies as Citywids only) {This was nof & sirong conalusion on my
part}
Bellevae, WA
Phorg:
‘ E-Mai .
22 x + Near Neighbor i Address: +  Near neighbor «  Wife's involvement would be & better
. * Member of Sguire Park Seatiie, WA =  Active in neighborhond affairs maich.
Jerry Matsui Phone:
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Linda Carrol LinkedIn page capture
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Linda Carrol! | LinkedIn

mos, and mgre.

Linda Carrol
Manager at Swedish Medical Center
Grealer Seattle Area | Hospitai & Health Care

Franciscan Family Care, Tacoma Radiological Associates

University of Phoenix

Others With a Similar Position at Swedish

Background - Medical Center

has a new job...
Stacy Lyons Smith
Billing/Cash Posting Supervisor at

E Experience Swedish Medical Center
Michelle Chapman
Manager Manager at Swedish Medica! Center

Swedish Madical Center

May 1989 — Prasent (16 vears) Rich d Jol
chmand Jolynn

Administrator of The Maternat and
Fetal Medicine Center, Petinatal
Utirasound and The Diabetes
Education Center- Swedish

© Marnie Sy-Abutin
Manager at Swedish Medical Center

Staff Technologist
Franciscan Family Care
1989 ~ 1899 (10 years)

Staff Technologist
Tacoma Radiclogical Associates
1981 — 1989 (8 years)

£ Kevin Kindall
' Manager at Swedish Medical Genter

People Also Viewed

ﬁ‘, Skills

Top Skills

Kristen Foss
Clinic Administrator Trainee at
Swedish Medical Center

Jan Gallagher
Administrative Supervisor at Swedish
Medical Center

Coleen Hogan
Medical Records at Avamere Heatth
Services

Annje Radesevich

Kristina Coltrin
Community Relations Manager at Enlivant

htips: / /www.linkedin.com/pub/linda-carrol/12/190/3a3 Page 1 of 3



Date:  July 13, 2015 RECEIVED BY

To: Hearing Examiner in the case of Mam\!;nkﬂtu\ﬁnmgfe?%lan application of
Swedish Medical Center OFFICE OF

From: Central Area Land Use Review Commit{paRING EXAMINER
Subject: Comments on proposed Major Institution Master Pjan

The Central Area Land Use Review Committee (LURC) is a committee composed of
residents and property owners in the Central Area. Over the last two plus years the
LURC has conducted numerous public meetings in connection with reviews of many
proposed developments in the Central Area. Our meetings are open to all, and we do
everything reasonable to solicit and encourage input and participation. The mission of
the LURC is to advocate for and support development that contributes to the vitality of
our neighborhoods and that supports the Seattle Comprehensive Plan and the Central
Area Neighborhood Plans.

The Major Institution Master Pian (MIMP) proposed by Swedish Medical Center will
have a profound impact on the Central Area and the outcome is of great concem to
Central Area residents.

We would like to focus our comments on the heights and setbacks in the proposed
MIMP.

Protecting the livability of the neighborhicod.

The LURC believes that additional reductions in height, bulk and scale are necessary to
adequately minimize the impacts associated with future development and protect the
livability of the neighborhood.

Development within this Master Institution Overiay (MIO} is complicated in part because
of its location outside of an area with a higher underlying zoning, land use designation,
or Urban Village classification. The land use code consistently refers to transitions
between zoning types. The inherent implication is a gradual transition from low heights
to higher heights, as well as low intensity uses to higher intensity uses. The land use
code recognizes the need for higher limits allowed to institutions with the designation of
MIO districts as compensation to restrain horizontal spread. However it likely did not
intend to allow highrise construction adjacent to residential neighborhoods without
appropriate transition. Because there is neither available land nor existing
environmental buffers to create appropriate gradual fransition to the surrounding
residential neighborhood, the transitions must occur with at-grade setbacks, upper story
setbacks, and lower perimeter heights to establish the transitional zone. :

Height limits.

The LURC believes that additional reductions to height are necessary to ensure
compatibility with the adjacent single family and low-rise neighborhood. The Citizens




Advisory Committee acknowledges a desire for the whole site to stay below 106 feet,
but recommends two exceptions: 1) that the central portion of the site proposed at MIO
160 feet be conditioned down to 140 feet and 2) that a section that lies mid-block
between 15* and 16™ be reduced from the proposed MIQ 160 feet to either 105 or 125
feet. LURC agrees with the CAC recommendations to limit development along 18" to
MIO 37 feet, and urges that the heights between and 15" and 16" be limited to MIO 105
feet.

Setbacks and modulation on 18" Avenue.

LURC agrees that heights on the block of 18" Avenue that abuts residential
development should be limited to MIO 37 feet, removing the need for upper level
setbacks at the proposed higher MIO 50 heights. However, L URC would like to see
more serious consideration of how to better ensure compatibility with the abutting
single-family zone. This compatibility could include additional ground-level setbacks,
limits on the maximum lot coverage, and modulation that would break up the massing of
the building facade.

The deveiopment proposed in the MIMP would extend continuously from East Jefferson
to East Cherry, a full long block building just under 600 feet in length. This a proposal
that is very much incompatibie with the adiacent Single Family zone to the east,
composed of 11 singie family lots, and one condominium lot along E. Jefferson

it is extremely rare for a Major Institution Overlay boundary to be placed in the middie of
the block, without the buffer effect of some natural feature or major arterial Insuch a
case, where not even an aliey buffers deveiopment from the adjacent Single Family
zone to the east, it is important to produce development standards that are respectful of

the underiying zone and the necds of the residenis onthe © ;é«. of the bound
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deveiopment. This length of block directly faces singie family homes on the south side
of E. Jefferson._ and should be respectful of the scale and privacy of the homes.

Setbacks along 15th Avenue.

LURC urges that the setbacks along 15* Avenue should be amended, and believes that
the height between 15" and16th should be limited to 105 feet. In addition, LURC
recommends that all development on this street at grade sets back 10 feet, and above
B85 feet have an upper level setback of at least 30 feet.

162 Avenue Frontages.

LURC shares the CAC’s concern with the creation of a canyon effect aiong 16" Avenue
and believes that the setbacks along this block should be increased both at the ground
ievel and at upper levels. Preventing a canyon effect along this section of the site s
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July 21, 2015

Sue Tanner
Hearing Examiner
City of Seattle

700 5th Ave #4000
Seattle, WA 98104

Re:  Swedish Medical Center Cherry Hill Campus Master Plan, Project No. 3012953
Dear Examiner Tanner:

We asked two consultants, Ross Tilghman and Dr. Sharon Sutton, to prepare comment letters on
our behalf to provide you with their expert opinions on the Final Major Institution Master Plan
for Swedish Cherry Hill. Ms. Newman told me that on the last day of the heartng, you ruled that
our consultant, Ross Tilghman, could not submit a comment letter on the MIMP because he was
not a member of the public.

I am writing to make clear that Ross Tilghman was submitting his letter on behalf of Washington
CAN and Washington CAN members are members of the public. If our experts/consultants
cannot submit written comment letters on the MIMP, that means that members of the public are
barred from submitting expert testimony on the Final MIMP in response to the evidence that
Swedish/Sabey have submitted. This seems unfair. Swedish/Sabey had unlimited time to
introduce expert testimony, new information, and changes to the Final MIMP during the hearing.
It seems to me that this violates the due process rights of Washington CAN.

At the time of your ruling on Friday moming, Dr. Sharon Sutton had not yet submitted her public
comments on the Final MIMP. While your ruling was applicable to Ross Tilghman’s letter, |
understand that it may also apply to Dr. Sutton’s letter. We recognize that vou, therefore, may
not accept Dr. Sutton’s public comments on the MIMP based on that ruling, but we want to be
sure to have Dr. Sutton’s letter in the record for future proceedings. For that reason, 1 have
attached Dr. Sharon Sutton’s letter and ask that it be part of the MIMP public comment record.

Sincerely,

Chris Gehese



RECEIVED BY
Ms. Sue Tanner

Hearing Examiner 15 JUL 16 AM10: 53
City of Seattle OFFICE OF
HEARING FXAMINER

Re: Swedish Medical Center Chery Hill Application #3012953
Dear Hearing Examiner Tanner:

I live at 545 19" Avenue between Cherry and Jefferson. My home is on the other side of the
block of the 18" Avenue half-block of the Cherry Hill campus and near the loading dock.

Noise from the loading dock is already incompatible with our low rise residential neighborhood.
Arrival and departure of trucks is a noisy endeavor. I hear them in the evenings when they roar
up to the dock and then idle their engines for up to an hour. This can begin as late at 9 pm.
Their noise has driven me out of my backyard and back into my house, preventing me from
enjoying many a beautiful spring, summer and fall evening.

Last summer, neighbors complained about the 4 a.m. truck arrival and the noisy banging of them
being unloaded. While Swedish Sabey agreed to limit this noise, they reserved the right for
trucks to arrive as early as 6 a.m. and as late as 10 p.m. They are not enforcing the ban with their
suppliers as we still hear the occasional roar and banging at 4 a.m. Believe me, once is more
than enough to be awoken by this noise at 4 a.m.

Truck noise is not limited to the weeknight evenings. Trucks arrive during the weekday and even
on the weekend.

With the current noise level from one loading dock, I cannot imagine the roar of the 16-17
loading docks proposed for 18™ Avenue. This will destroy the hvablhty of the nel%hborhood It
is also at odds with the traffic for the proposed parking garage on 18™ Avenue. 18™ Avenue
simply cannot support the volume of trucks on the west side and the volume of cars on the east.

By the way, noise is not limited to trucks. Around 8 a.m. on the recent 4™ of July holiday, the
grounds crew was out with noisy gas engine-powered tools. There was no need for this werk to
be done at such an early hour on a koliday. This is another example of how Swedish Sabey does
not recognize or respect its location in a residential neighborhood.

Sincerely,

Cindy Thelen
545 19" Avenue
Seattle, WA 98122



I'm Cindy Thelen, owner of 545 19t Avenue since 1991.

I'm a member of the appellant group 19t Avenue Neighbors and regularly attended and
commented at CAC meetings.

Thank you for this opportunity to offer my comments on the MIMP.

As described on the Seattle department of neighborhoods website: the objectives of the
MIMP are to balance the needs of major institution development with the need to preserve
adjacent neighborhoods. Preserve is a strong word that Webster defines as

to keep (something) in its original state or in good condition

to keep (something) safe from harm or loss.
The proposed MIMP does nothing to preserve our neighborhood’s livability. Overall, the
height, bulk, scale, density and intensity of the MIMP are fundamentally incompatible with
the low-rise residential character of our neighborhood.

I support the minority report of Dean Paton, et al, with exception. Tying subsidized
housing to employment at Swedish Providence Sabey is very risky because if a Swedish
Sabey employee living in Swedish Sabey subsided housing loses her job or otherwise
changes employers, her housing subsidy is also lost. This would fling the person into the
realities of a very difficult Seattle housing market. An alternative way to replace the
housing lost on 18t Avenue is for Swedish Sabey to purchase housing in the immediate
neighborhood and transfer the ownership to a third party for management of rental or sale
to low income persons, regardless of their employer. This is similar to the process of the
1994 MIMP that created housing on 19t Avenue.

I also call for the return to owner-occupied housing all Sabey-owned single family homes
on 19t Avenue and on 16t Avenue north of Cherry. Outrageously, one of those 19th
Avenue homes now owned by Sabey and operated as a rental property was built as owner-
occupied low- to moderate- income housing as a result of the 1994 MIMP.

I do not support a parking garage on 18th Avenue. The block is not able to absorb the
amount of traffic that will come and go from the lot. Vehicles turning on and off each end of
the block already present a significant danger to pedestrians and bicyclists—I ride past 18t
and Jefferson on my morning commute and can attest to the danger.

The current MIMP did not explore the decentralization of services across the Swedish
Providence system. Nor did it explore recapturing for Swedish Cherry Hill use the
property Providence sold to Sabey Corporation.

There are no transitions to the residential neighborhood in this.MIMP For example.

development of one monolithic building the entire length of Wom Jefferson to
Cherry does not provide a transition to the nelghborhoo g@ proposed are non-
existent or inadequate.
il
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TRANSITION ON 18TH AVENUE: 25" GROUND LEVEL SETBACK IS NOT SUFFICIENT

| will start with an overarching statement and then provide to specifics. This project does
not provide adequate transitions to the neighborhood on any side of the proposed
development. The lack of setbacks on the arterials reinforces the fortress-like quality of
the planned development. Setbacks are a problem, as is the out-of-scale heights of
specific sections: for example, the plan for 15th Ave. on the western border should match
the adjacent Seattle U MIO of 65' rather than the proposed 150". But the most egregious
issue with scale, setbacks and lack of transition is on 18™ Ave.

In keeping with the neighborhood’s character, heights on the block of 18th Ave. that
abuts residential development should be limited to 37, But there should be additional
measures to improve the transition from the institution to the abutting Single Family zone.
Additional ground-level setbacks, limits on the maximum lot coverage, and modulation
that would break up the mass of building are all options that would improve these
transitions and are supported by the neighborhood and the Central Area Land Use Review
Committee.

The proposed development would extend without break from E. Jefferson to E. Cherry -
an almost 600 foot block-long building. This is utterly incompatible with the adjacent
Single Family zone to the east, where there is 11 single-family lots (and one
condominium lot) along E. Jefferson.

The proposals to limit height to 37" and establish a rear setback of 25, which are similar
to what would be allowed in the Single Family zone, both help to mitigate potential
impacts - but this is not sufficient.

Single Family zone development standards prohibit lot coverage of more than 35%. To
comply or be compatible with the 35% coverage standard for the Single Family zone, the
MIMP must break up the 600" long mass into separate buildings with adequate breaks
between them.

Finally, it's my understanding that it's extraordinary for a Major Institution Qverlay
boundary to be in the middle of the block, without a buffer of some kind. With no alley or
any other buffer between the proposed project and the adjacent Single Family zone to the
east, there needs to be additional accommodations to the needs of residents and the
character of the neighborhood. Unlike what's proposed, development standards should
be respectful of the residents on the other side of the boundary line. Right now the
proposed boundary between the MIO zone and the Single-Family zone is simply the lot
line ~ the transition is not just insufficient, there is none.



The Central Area Land Use Review Committee recommended The Design Guidelines for
Downtown Development. Those Guidelines attempt to ensure an adequate buffer or
transition to the height, bulk, and scale of development in nearby less intensive zones.
These include expanding ground-level setbacks from the zone edge, reducing the bulk of
the buildings’ upper floors, and limiting the length of facades. The neighborhood needs
this kind of buffer and transitions.

Sincerely,
Claire Lane
832 16™ Ave
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Hearing Examiner Testimony RECEWED BY
MUP 15-010 - MUP 15-015

DPD #3012953 015 JUL 1t AM 8: 28
| am Claudia Montemayor and | live in 700 16™ Ave. Seatwa\&&é%&g;mgg
| am an appellant member of the Concerned Neighbors Swedish Hill. | believe

reasonable growth that balances the needs of the major institution with the livability
and continued well-being of the neighborhood is possible but the height, bulk, and scale
of the proposed expansion is fundamentally inconsistent with the surrounding
residential neighborhood.

Rather than minimize adverse impacts on the neighborhood, as demanded by the Land
Use Code, the current Swedish/Sabey MIMP goes to the opposite extreme: projected
traffic congestion will rise and destroy the quality of life in the surrounding
neighborhood; the proposed heights, bulk and scale of the planned buildings are
without question incompatible with the low-rise neighborhood, design setbacks are
minimal and in some places nonexistent, providing nothing close to appropriate
transitions from this out-of-scale new construction to the neighborhood in which the
campus sits.

Swedish/Sabey has proposed zero lot line setbacks and minimal upper level setbacks for
the vast majority of new campus buildings. The current proposal does not provide
appropriate transitions along the perimeter, through ground level or upper level
setbacks or building modulations.

This is the reason that | support the CAC Minority Report authored by Dean Paton et al
that propose solutions based on the current capacity of the campus as well as its recent
history. | agree with the recommendation of a scaled-back version of development for
the Cherry Hill Campus smaller in height, bulk, intensity and scale than that which has
been approved recently by the Department of Planning and Development,

The CAC Minority Report explains how to lower the height, bulk and scale with the
below:

18" Avenue Half Block
Currently it has a maximum height of 50’ and the CAC Minority Report
recommends a maximum height of 37, bulk 4 buildings.

- Facade Along East Cherry Street from 16™ Avenue to 18" Avenue
Currently it has the tallest building on campus and the CAC Minority Report
recommends the tallest building on campus will be at 112 feet. The tallest
building on the 16th Avenue half-block, on the west side, would be a maximum
of 105 feet.




el <

- Setbacks
That all existing ground level setbacks would remain. No reduction in ground
level setbacks. Upper level setbacks of 25 feet from the property line at a height
of thirty feet for any new development along Cherry and Jefferson. Rear setbacks
on 18th Avenue half block would be a minimum of 25 feet.

| agree that this proposal does the best job of meeting the stated needs of
Swedish/Sabey to change and grow while also maintaining the livability and vitality of
the surrounding neighborhoods that have long lived in partnership with this major
institution.

Best Regards,
Claudia Montemayor
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Hearing Examiner

City of Scattle

700 5th Ave #4000
Seattle, WA 98104

Re: Swedish Medical Center Cherry Hill Campus Master Plan, Project No. 3012953

Dear Examiner Tanner:

I am writing on behalf of Washingtdn Community Action Network (Washington CAN) to
comment on the Swedish Cherry Hill Medical Center Major Institution Master Plan (MIMP).

The Project No. is 3012953 and the project address is 500 17" Ave in Seattle.

Swedish and Sabey Corporation are proposing to more than double the size of the existing
facility on the Cherry Hill campus based on a claim that they need to construct an additional 1.9
million new square feet on top of the existing 1.2 million square feet.! But Swedish has not
provided sufficient information to show a genuine “need” for this additional square footage. To
make matters worse, the Final MIMP does not include any specific and concrete public benefits
that would be offered as part of the expansion. The issues of human development and community
benefits require special scrutiny because, in recent years, the new ownership, Providence, has not
demonstrated a willingness to commit to truly pursuing its public benefit mission.

In the meantime, the proposal will significantly and adversely impact the livability and vitality of
adjacent neighborhoods. The height, bulk, and scale of the proposed development on the campus
is disproportionate to the lower heights and density of the surrounding residential neighborhoods.
The FEIS concluded that the Final MIMP’s proposed greater heights and more densely
developed MIO is generally inconsistent with policies in Seattle’s Comprehensive that apply to
areas zoned for single family and low rise residential development. FEIS at 3.3-37. The FEIS
repeatedly concludes that the Swedish Cherry Hill proposal’s height, bulk and scale is
inconsistent with goals and policies in the Comprehensive Plan. See FEIS at 3.3-32-33; 37-38;
40, and 42. And the FEIS ultimately concluded that the height, bulk, and scale of the proposal
would cause significant adverse impacts on the neighborhood. FEIS 3.4-50. It also concluded

! Swedish claims that it needs an additional 1.9 million new square feet, but it has proposed Alternative 12,

which would add approximately 1.55 million square feet.



Sue Tanner
Hearing Examiner
July 15,2015
Page 2

(hat the increase in traffic volumes for the proposal and the resulting impacts on traffic
operations would create significant adverse impacts in the area. FEIS 3.7-58.

The CAC majority report also concluded the proposal in the Final MIMP would adversely
impact the livability and vitality of adjacent neighborhoods. The majority of CAC members
agreed that the height, bulk, and scale of the proposed development on the campus is
disproportionate to the lower heights and density of the surrounding residential neighborhoods.
They recommended significant reductions in the height, bulk, and scale of the proposal. Five of
the Citizen Advisory Committee members, plus one former CAC member, prepared a minority
report in which they also concluded that the proposal would adversely impact the surrounding
neighborhood. The minority report recommended even greater reductions in height, bulk, and
scale than those recommended in the majority report.

For these reasons and for the reasons explained in more detail herein below, Washington CAN
requests that the Examiner either recommend denial of the proposed MIMP or conditioned
approval.

Al Swedish Has Failed to Provide Information Sufficient to Demonstrate Need

A MIMP must balance the need of a major institution to develop its facilities with the need to
minimize the impact of major institution development on surrounding neighborhoods. SMC
23.69.025. Thus, on one side of the equation is the question of Swedish’s “need” and on the
other side of the equation is the question of the needs of the surrounding neighborhoods to avoid
adverse impacts. This makes sense — major institutions are given the special privilege of
overriding underlying zoning requirements and the neighbors must bear the brunt of adverse
impacts caused by these deviations from the Code. It is critical that the major institution prove
that it truly needs the specific additional square footage that it is requesting.

Swedish has failed to provide information or evidence sufficient to demonstrate a genuine need
for an expansion of the size that it proposes at the Cherry Hill Campus. The Final MIMP states:
“Studies show that in order for Swedish Cherry Hill to meet the community’s growing demand
for health care over the next 30 years, we will need to add approximately 1.9 million new square
feet, which amounts to a growth rate of about three percent a year.” Final MIMP at 4. This
statement begs the question: what studies? Where are those studies and why weren’t they
submitted to the record? While the Final MIMP inciudes Appendix G, Volume and Space
Projections, that appendix does not give any insight into how Swedish landed on 1.9 million new
square feet for this particular facility. The information is insufficient to demonstrate a genuine
need for an expansion of this size. Swedish lists (and the Director of DPD repeats) seven general
“drivers” of its need for growth such as an aging campus, regional demand, aging population,
and the like. These are generalities that could or could not affect Swedish Cherry Hill
specifically and that may or may not require expansion. There are no specifics to show how
these general concepts lead to the number - 1.9 million new square feet at the Cherry Hill
campus.

I refer the Examiner to, and incorporate herein, the testimony of Jack Hanson concerning space
need projections for the Cherry Hill campus that is being submitted to the Hearing Examiner.
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His testimony explains in more detail what information is lacking in the Final MIMP and why
that information is critical to prove a genuine need. Jack Hanson has worked as a health care
policy analyst for over a decade and has served on state committees in Washington dealing with
health care planning and hospital bed need. His experience leaves him particularly well suited to
address this issue.

The Director of DPD simply accepted that number as a given without any scrutiny. See
Director’s Report at 25, 30, 37-38, 53. To make matters worse, the Director rejected the CAC
recommendations on grounds of need. The Director stated; “DPD does not agree with the
CAC’s recommendation. In order to accommodate the stated needs of the institution portions of
the campus have increased height to allow for additional square footage.” Director’s Report at
53. See also Director’s Report at 55. The Director is “accommodating” Swedish’s “stated need”
to the detriment of the neighborhood and against the recommendations of the CAC without any
scrutiny of the basis for that so-called “need.”

While looking at the question of need, Mr. Hanson and neighbors of the proposal formally
requested additional specific information from Swedish that would allow them to understand
more fully, and to evaluate more carefully, the claims about future space needs. Swedish refused
to provide them with information responsive to their request and failed to provide such
information to the CAC or DPD. To the extent that Swedish attempts to provide this or any
additional information on need to the Hearing Examiner at the eleventh hour during the hearing,
we object on the grounds that we have not had an opportunity to adequately review and respond
to that information. We ask that that information either be disregarded or that the Examiner
allow additional time for the public to review the material and respond.

Relevant to the subject of need is a requirement in the Seattle Municipal Code connected to the
assessment and approval or denial of a Final MIMP. Specifically, the Code requires that the
application for a master plan include a “description of alternative proposals for physical
development and decentralization options . ..” SMC 23.69.032. The Code, therefore, requires
that the MIMP application include a discussion of other potential sites, not on the Cherry Hill
campus, where some of the planned services and research facilities might be located. In fact, the
CAC requested this very information early in the process. They requested a description of
decentralization options in its first written comments on the proposed MIMP in April, 2013,
Neither Swedish nor the FEIS provided this information.

B. Swedish Has Not Provided Sufficient Information to Show Specific Public
Benefits Associated with the Expansion

In its assessment of the Final MIMP, the Examiner must balance the public benefits of the
development with the need to maintain livability and vitality of adjacent neighborhoods. SMC
23.69.032.E.2. Thus, on one side of the equation with this code required assessment is a review
of public benefits “resulting from the plan’s new facilities and services.” SMC 23.69.032 E2.a.
On the other side of the equation for balancing is the need to maintain livability and vitality of
adjacent neighborhoods. T address the “public benefits” in this section.
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In the Final MIMP, Swedish includes a section entitled “Applicable Goals, Policies, and Public
Benefits of the Institution.” Final MIMP at 69-71. In that section, Swedish describes the direct
commumity benefits, patient care, community education, community outreach, charity and
subsidized care and other benefits that it is claiming in an attempt to convince the Examiner to
balance the scale in favor of Swedish public benefits. Earlier in the MIMP, Swedish described
its past and current contributions as being at the forefront of technology and innovation and
providing health care to the Puget Sound region. Final MIMP at 2. Swedish generally describes
its Neuroscience and Heart and Vascular Institute, its general offerings in the Western
Washington regions (108 medical clinics), its current tax and community benefit contributions,
and some of the services provided at the campus.

Of course, the Swedish Medical Center provides these benefits — it is a hospital. That is why
Swedish is allowed to supersede development standards of the underlying zoning in the first
place. But noticeably missing from the Final MIMP are specifics on precisely what public
benefits will be offered with this particular proposal to this particular community above and
beyond the current public benefits that the Swedish Medical Center offers generally. The
assessment that is required by SMC 23.69.032.E.3 must assess future concrete, specific actions
that will accompany the expansion for future consistency with these policies and goals.

The Final MIMP does not address this requirement adequately. It does not propose meaningful,
concrete actions that it will take associated with its expansion. Swedish could make concrete and
specific promises to forgive medical debt and increase charity care access in the community.
They could offer specific programs to support neighbors of Swedish Cherry Hill who are
struggling with or facing foreclosure from huge medical bills that should be forgiven as charity
care. They could make access to charity care and other financial assistance easier and more
transparent. A public benefit package could include specific items that make sure patients get the
care they need by meeting good staffing standards and respecting the recommendations of
bedside nurses. They could alse include in the package some give back to the local schools.
They could give generously to Bailey Gatzert Elementary and other local schools in need,
supporting the next generation of potential Swedish-Providence staff. They could improve public
transit by giving money to Metro in a way that both enriches the quality of life in the
neighborhood and partially mitigates the traffic impact of the expansion. These are just a few
examples of the potential areas in which Swedish could provide a specific and concrete public
benefit package in conjunction with its obligation for expansion. We request that the Examiner
require that Swedish put together a package that contains concrete and specific promises for
public benefits such as those listed above for the community to mitigate the impacts of the
development.

The Examiner’s Recommendation must also assess the way in which the proposed development
will serve the public purpose mission of Swedish. SMC 23.69.032.E.2. When considering this
component of the decision, keep in mind that since Providence Health & Services acquired
Swedish in 2012, it changed the local hospital that we know and trust into part of a big chain.
Since then, it appears that a desire for profit has taken precedence over the desire to further the
public purpose mission of the institution. Any approval of an expansion should be accompanied
by commitments that ensure that, in the future, Swedish/Providence will be responsive and
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accountable to the community, patients, and workers as is called for in its public purpose
mission.

The FEIS states that the mission of Swedish Cherry Hill is to provide a wide range of community
benefits, strategies, and solutions that meet people’s health care needs. FEIS at 3.3-54, As the
FEIS continues, “That means covering the cost of medical care for those who can’t pay, offering
free health scréenings, assisting patients with their rent in times of health care crisis, and
supporting research projects that help to create valuable medical advances, both here at home
and across the world.” Id.

The evidence at the hearing will show that questions should be asked and conditions should be
attached to the proposal to ensure that this public purpose mission quoted in the FEIS is mdeed
served with the expansion. When Providence took over Swedish in 2012, the organization began
losing its focus on inmovative, quality patient care. Staff report that patient volumes are
increasing while staffing has stagnated or decreased, resulting in a different working
environment for providing care. Providence has also made health care less affordable for its own
workers. Their own employees have healthcare bills that are beyond what they can afford. They
receive calls from collectors demanding payment to Swedish/Providence. Since it has become
part of Providence, the Swedish commitment to patient care has not been the same. The
decisions that Providence have made reflect a desire to put profit ahead of its public purpose
mission. Expansion in the name of even greater profit should be accompanied by commitments
that ensure that Swedish/Providence 1s responsive and accountable to the community, patients
and workers.

It is also important to recognize that Swedish has enormous capacity to increase the amount of
charity care that it provides. In the Director’s Report, the Director states “on a system-wide basis,
Swedish Medical Center provided more than $142 million in community benefit in 2013. This
included: over $37 million in charity care; over $64 million in Medicaid subsidy; over $3
million in non-billed services; over $17 million in research programs; and over $2 million in
community building activities.” Director’s Report at 28, While Swedish touts this estimated cost
of charity care and total community benefits in the Final MIMP and FEIS, it fails to note either
its own or its parent, Providence’s total, operating and net revenues. Providence had a total
annual profit of $253 million in 2013, bringing its 2011-2013 total profit to over $1 billion.” And
this is after all spending on charity care, Medicaid shortfalls, and other alleged community
benefits has been deducted. As of a few months ago, Providence was still holding onto over $5
billion in unrestricted cash.” It also fails to note the year-to-year decrease in Swedish’s Cherry
Hill charity care expenditure — between 2013 and 2014, the number of charity care patients
dropped by 46% to 458 and the estimated cost of charity care provided dropped by 39% to $4.8
million.

: $362 million in 2011, $411 million in 2012, and $253 million in 2013.

Providence 1% quarter 2014 financial report.



Sue Tanner
Hearing Examiner
July 15, 2015
Page 6

It is important to consider these numbers in context. First of all, non-profit hospitals are exempt
from a wide range of taxes and fees and enjoy other special treatment that for-profit hospitals and
other for-profit businesses do not. In exchange for that, non-profit hospitals are expected to
serve a charitable mission by providing community health benefits that address serious unmet
community health needs. In 1956, the Internal Revenue Service required sufficient levels of
charity care as a requirement for maintaining tax exempt status for hospitals.*

Second, we should consider what exactly are appropriately considered “community benefits?”
Upon closer inspection, the entire $140 million in claimed community benefits are not genuine
community benefit dollars, A very large portion of those dollars include government sponsored
medical care shortfalls, These Medicaid shortfalls are, as a matter of course, borne by every
provider and the federal and state governments disperse additional payment to hospitals in order
to offset the costs of providing care to large numbers of Medicaid patients. In addition, a large
part of the community benefit dollars claimed were for medical educational research and also
should not count as genuine community benefit dollars. There are other dollars included in that
number that are questionable as genuine community benefit dollars, such as subsidized clinical
and social services and so-called community building activities. 1 anticipate that this topic will
be addressed in more detail during the public testimony, but it is a critical consideration in
response to the claims of “public benefits.”

Swedish also fails to note what amount of charity care is specifically attributable to the Cherry
Hill campus. = Swedish Health Services covers metropolitan Seattle with five full service
hospitals, two free standing emergency rooms and specialty centers, and a network of more than
100 clinics. The numbers they provided are generally covering this whole system. The
information on benefits should be specific to the proposal.

The following complaints, which have been made about Swedish/Providence, should be
addressed:

o Charity care is not well-advertised or offered during admission. Patients have to ask for
information about it. Allegedly, posters are no longer clearly posted in the lobby areas.

o The application process is too complicated, requiring paperwork and documentation that
the average person does not have readily available. This discourages people from
seeking care at Swedish — some of them go to Harborview instead because the application
is simpler.

e We believe that the income requirements are 400 percent of the federal poverty line. If
that is the case, this is too limiting for many people. Families and individuals making
more than the maximum allowed income to qualify are often times struggling pay
medical bills.

¢ This directive was later amended in 1969 to a broader but vaguer requirement for the provision of
community benefit, part of which included the provision of free and reduced care.
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¢ The length of time a patient is covered by charity care is too limited. Patients tell stories
of years past where one complex application and approval would last for 6 months, but
now it is only valid for one month, then people have to update/re-apply. This further
discourages people from seeking charity care at Swedish.

e Charity care provided by Swedish does not cover services provided by confractors, even
though the services are rendered on the campus.

o The amount of time patients are given to fill out charity care applications is too short,
especially given the amount of documentation required and the fact that people are often
not in good health during this process.

e Patients’ applications have been lost, with no communication from Swedish before
finding out that their bills have been sent to collections agencies. Swedish has even sent
its own employees to collections over unpaid medical bills.

Overall, we hope that the Examiner’s recommendation will include a critical and thoughtful
analysis of whether Swedish/Providence’s expansion plans include adequate conditions to ensure
that it will indeed serve the public purpose mission of the institution (rather than the solely
private need for even more profit). Any expansion approval should be accompanied by specific,
concrete, future commitments to ensure that Swedish/Providence provides meaningful charity
care to the local community and is responsive and accountable to the local community and its
patients and workers.

C. The Proposal Will Significantly Harm the Livability and Vitality of Adjacent
Neighborhoods

As mentioned above, MIMP review requires a balancing of the needs of the major institution to
develop facilities for the provision of health care against the need to minimize the impact of
major institution development on surrounding neighborhoods. SMC 23.69.025. The decision
must consider the extent to which the growth and change will significantly harm the livability
and vitality of the surrounding neighborhood. Id. Before a MIMP can be approved, all adverse
impacts associated with development must be minimized and the livability and vitality of
adjacent neighborhoods must be protected. See SMC 23.69.002; SMC 23.69.032.E.2. There are
also a number of requirements specific to the development program and development standards
components of the proposed master plan that call for more specific protections of the
neighborhood and community interests. SMC 23.69.032.E.4 and 5.

L. The height, bulk, and scale of the proposal will adversely impact the
livability and vitality of adjacent neighborhoods

The height, bulk and scale of the proposal that is currently proposed by Swedish is outrageously
out of balance with the height, bulk and scale of existing and allowed uses in the surrounding
neighborhood. While a proposed MIMP is allowed to supersede development standards of the
underlying zoning, that privilege is not without limitation. The aesthetic context of the
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surrounding neighborhood as well as the current uses therein aré relevant. The underlying
zoning and surrounding neighborhood and the overall designation in the Comprehensive Plan are
all relevant to the question of what new development standards are appropriate for the MIMP.

An urban village strategy has been developed by the City, with the intention of concentrating
growth in the urban villages. Seattle’s Comprehensive Plan, Toward a Sustainable Seattle
(hereinafter referred to as “Comp Plan”) at 1.3. Areas outside of urban villages are meant to
accommodate growth in less dense development patterns consisting primarily of single family
neighborhoods, limited muiti-family and commercial areas, and scattered industrial areas. fd. at
1.4. The proposal site is outside of Urban Centers and Villages in the area.

The proposal goes far beyond appropriate growth of this institution and the enormous height, lot
coverage and setback disparities will have adverse aesthetic and land use impacts to the
surrounding neighborhoods. There is no balance with this proposal. It goes too far against the
neighborhood and too much in favor of Swedish.

a. Aegsthetic context of the neighborhood

While the remainder of this section addresses the height, lot coverage, setbacks, and facade
individually, I note that, from a design perspective, it is important to consider how all of these
work together. As Dr. Sutton will testify, minimizing the impacts of height, bulk, and scale on
- the neighborhood requires a look at the design of the building as a whole and a closer look at the
context of the surrounding neighborhood. Dr. Sutton will explain this in detail in her oral and
written testimony on the Final MIMP. Her testimony is incorporated herein.

b. Height

Swedish is requesting a right to tower over the rest of the neighborhood with buildings as high as
160 feet. That is five times the 30 foot limit that is allowed by the underlying zoning on the
project site and that is allowed by the zoning in the great majority of the surrounding
neighborhoods. The uses in the areas immediately north, east, and south of the campus are
primarily single family and multi-family residential. See Swedish Cherry Hill MIMP FEIS,
Figure 3.3-4, p. 3.3-8. The height limits for SF-5000 and LR-3 are 30 feet. The height limit for
LR-11is 25 feet. The height limit for Seattle University is 65 feet.

With respect to heights, the Majority Citizen Advisory Committee Decision concluded that
heights below 105 feet when imbedded within a low rise neighborhood should be the default
position. They concluded that greater heights presented unavoidable adverse impacts to the
surrounding area. Swedish Medical Center Cherry Hill Campus Major Institution Master Plan
Citizens Advisory Committee Final Report and Recommendations (May 28, 2015) at 16. The
CAC therefore recommended that most of the campus be retained at either MIO 37, 65, or 105. -
They recommend greater heights above 105 feet be restricted and allowed only for the hospital
wing. In this single special circumstance, the CAC recommended 140 foot height for that
limited area.
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A large minority of CAC members (Patrick Angus, Maja Hadlock, Dean Patton, James Shell, J.
Elliott Smith, and former CAC member Nicholas Richter) recommend that the heights of
buildings bounded by East Cherry Street and East Jefferson on the north and south and by 16"
Avenue and 18" Avenue on the east and west allow at the maximum 105 feet. They recommend
that the tallest building on 15" Avenue half block on the east side facing Seattle University -
would be a maximum of 65 feet. And they recommend that all existing ground level setbacks
remain as is and there should be no reduction in ground level setbacks.

It is important to note that the Director’s summary of the majority CAC’s recommendation is not
consistent with the CAC’s Final Report and Recommendations. The Director stated that the
majority of the committee recommended a 125 foot height for the central portion of the block
between 15™ and 16™ Avenues and East Cherry and East Jefferson Streets. See Direcior’s Report
at 53. That is not what the CAC recommended in its final report. The CAC recommends a 105
foot height for the central portion of the block between 15 and 16® Avenues and East Cherry
and East Jefferson Streets.

Allowing the height proposed in the Final MIMP will have significant adverse impacts on the
neighborhood, is inconsistent with the Comp Plan, and does not minimize the impact of the
major institution development on the surrounding neighborhood.

C. Lot coverage

Like the height, the proposed lot coverage is also significantly out-of-balance with the
underlying zoning and the zoning in the surrounding area. The minimum lot requirements for the
underlying Single Family zone call for a maximum lot coverage of 35% of the lot area. SMC
23.44.010. The maximum lot coverage for the majority of property surrounding the site is 35%
of the lot area. Swedish is proposing a maximum lot coverage of 76.5%. That goes too far and
creates a bulk that will have significant adverse impacts to the surrounding neighborhood.

d.  Sethacks

The proposed setbacks are also significantly out-of-balance with the surrounding arca. Swedish
proposes far smaller ground level setbacks than those required by the underlying zoning. Lots in
the single family zone generally require a 20 foot front yard setback and a 25 foot rear yard
setback and these requirements apply to institutions in SF zones. SMC 23.44.014; SMC
23.44.022. In addition, institutions in the SF zone must have a side yard setback of 10 feet. fd.
The LR-3 zoning setback requirements are a bit more complicated, but range generally from 10
feet to 20 feet for front and rear setbacks and 10 feet from a side lot line that abuts any other
residentially zoned lot. SMC 23.45.570.

In the Final MIMP, Swedish claims that “Front setbacks would vary by street and range from 5’
to 20° at ground level and from 10’to 80" at upper levels.” Final MIMP at 22. When you look
closely at the details, you see that the 20° setback proposed at ground level is a tiny area in
proportion to the enormous project. The great majority of ground level setbacks are 5 feet and O
feet, with far fewer areas at 10 feet or higher. The Director recommended tweaks to the setbacks
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changing some of the zero setbacks to five feet, but those changes do not adequately mitigate or
minimize the impacts of the building.

The CAC recommended a number of increases in setbacks, including upper level setbacks. Dr.
Sharon Sutton will also address the setback issue in her oral and written testimony and I
incorporate that testimony herein.

Curiously, in the Final MIMP’s analysis of consistency with the purpose and intent of the Seattle
Land Use Code, the MIMP states that the proposed setbacks vary to provide “a quality pedestrian
experience within the campus along 16™ and 18" Avenue.” Final MIMP at 66. It is worth noting
that the setbacks proposed in the MIMP along 16™ Avenue were primarily O feet, with only a tiny
portion set at 5 feet or 10 feet. In other words, along the majority of the street, the MIMP
proposed no setbacks at the pedestrian level at all. Similarly, there is O foot setback along the
entire east side of 18" Avenue and only a 5 foot sethack along the west side of that street. The
setbacks do not a “quality” pedestrian experience.

One particularly vexing statement that finds its way into both the Final MIMP and the FEIS, is
the characterization of the setbacks as “mitigation.” The Final MIMP takes the position that these
“setbacks are proposed to provide an appropriate pedestrian scale and transition to the
surrounding neighborhood,” and it claims that the setbacks are proposed as “mitigation” or as a
benefit to the neighborhood. Final MIMP at 25 and 44. That is not a fair characterization. The
ground floor sethacks violate the underlying zone’s development standards — Swedish is
requesting approval to violate the setback requirements so it can expand. The decreased setbacks
will not mitigate impacts and they do not benefit the neighborhood - they case the impacts.

e. Facade

Swedish proposed unmodulated facades be allowed up to a maximum fagade with 125 feet. The
limit in the underlying zoning, LR-3, allows a maximum structure without green factor to be 60
feet. Thus, Swedish is requesting that the unmodulated fagade be more than twice the amount
allowed by the underlying zoning. Swedish is also requesting that the structure depth be
changed. The maximum permitted depth of institutional structures in the R-3 zone is 65 percent
of the lot depth. Swedish is essentially requesting a complete waiver of this requirement and
proposing to build based on the 0 to 5 foot setbacks with no limitations on the structure depth.
The floor area ratio (FAR) proposed by Swedish is 4,74, when the existing MIO floor ratio is
2,07. This is yet another design issue that will increase impacts to the surrounding area due to
height, bulk, and scale of the project.

f. The FEIS concludes that the expansion is inconsistent with
the Comp Plan

The FEIS concludes that the Final MIMP is inconsistent with multiple goals and policies in the
Comprehensive Plan. See FEIS at 3.3-32 through 3.3-42. The FEIS repeatedly concludes that
the Swedish Cherry proposal’s height, bulk and scale is inconsistent with many of the goals and
policies in the Comprehensive Plan. See FEIS at 3.3-32-33; 37-38; 40, and 42. Specifically, the
FEIS concludes that the Final MIMP is inconsistent with the following policies:
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UV-38: Permit limited amounts of development consistent with
the desire to maintain the general intensity of development that
presently characterizes the multi-family, commercial, and
industrial areas outside of urban centers and villages and direct the
greatest share of growth to the urban centers and villages.

UVG-36: Allow limited amounts of development in areas of the
city outside urban centers and villages to maintain the general
intensity of development that already characterizes these areas and
to- promote the targeted level of growth in village and center
locations. '

LU-6: In order to focus future growth, consistent with the urban
village strategy, limit higher intensity zoning designations to urban
centers, urban villages, and manufacturing/industrial centers,
Limit zoning with height limits that are significantly higher than
those found within single family areas to urban centers, urban
villages, and manufacturing/industrial centers and to those areas
outside of urban villages where higher height limits would be
consistent with an adopted neighborhood plan, a major institution’s
adopted master plan, or with the existing built character of the
area.

LUG-8:  Preserve and protect low density. single family
neighborhoods that provide opportunities for home ownership, that
are attractive to households with children and other residents, that
provide residents with privacy and open spaces imimediately
accessible to residents, and where the amount of impervious
surface can be limited.

LUG-9: Preserve the character of single family residential areas
and discourage the demolition of single family residences and
displacement of residents, in a way that encourages rehabilitation
and provides housing opportunities throughout the city. The
character of single family areas includes use, development, and
density characteristics. -

LU-179: Permit the establishment of zoning overlay districts,
which may modify the regulations of the underlying land use zone
categories to address special circumstances and issues of
significant public interest in a subarea of the city, subject to the
limitations on establishing greater density in single-family areas.
Overlays may be established through neighborhood planning.
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LUG-35: Promote the integration of institutional development
with the function and character of surrounding communities and
the overall planning for urban centers.

Id. There are additional policies that the FEIS either did not review or incorrectly assumed
consistency with, but the main point is clear from just looking at the FEIS -- the proposal is
inconsistent with multiple policies in Seattle’s Comprehensive Plan.’

The TEIS states:

The Final MIMP’s proposed greater heights and more densely
developed MIO is generally inconsistent with policies that apply to
areas zoned for single family and low rise residential development.
The proposed height limits would be substantially higher than the
30-foot height of structures that define the neighborhood’s existing
character. '

FEIS at 3.3-37. The FEIS also states that “the scale of both the existing and proposed buildings
is more intense than the surrounding neighborhood character, and that aspect of the proposal is
inconsistent with the “goal of promoting the integration of institutional development with the
function and character of surrounding communities and the overall planning for urban centers.
FEIS at 3.3-42. The FEIS also concluded that “the proposed addition of approximately 1.55
million gross SF does not appear to constitute a “limited amount of development™ as called for in
UVG-36 and would therefore be inconsistent with that goal.

Over and over again, the FEIS confirms that the height, bulk, and scale of proposed development
on the campus is disproportionate to the surrounding lower heights and density of the residential
development. The FEIS concludes that the height, bulk, and scale of Alternative 12 would cause
significant adverse impacts in the neighborhood. FEIS 3.4-50. The FEIS characterizes these
impacts as “unavoidable,” but they are completely avoidable. They can be avoided by reducing
the height, bulk and scale of the proposal. The MIMP regulatory requirements clearly require
that change.

g. SEPA substantive mitigation

On the subject of a development’s height, bulk and scale, the City’s policy is to preserve the
character of individual city neighborhoods. SMC 25.05.675.G.1.a. The code states:

It is the City's policy that the height, bulk and scale of development
projects should be reasonably compatible with the general

’ The Director’s conclusions in its Report concerning SEPA mitigation are inconsistent with the FEIS. The

Director concludes, incorrectly, that the “discussion in the FEIS establishes that the Master Plan is generally
consistent with the planning goals of the various plans, policies, and regulations.” Director’s Report at 95. The
Report fails to inform the Examiner that the FEIS concluded that the proposal was inconsistent with at Jeast seven
land use policies in the Comp Plan.
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character of development anticipated by the goals and policies set
forth in Section B of the land use element of the Seattle
Comprehensive Plan regarding Land Use Categories, the shoreline
goals and policies set forth in Section D-4 of the land use element
of the Seattle Comprehensive Plan, the procedures and locational
criteria for shoreline environment redesignations set forth in SMC
Sections 23.60.060 and 23.60.220, and the adopted land use
regulations for the area in which they are located, and to provide
for a reasonable transition between areas of less intensive zoning
and more intensive zoning.

The Code expressly allows the City decision maker to condition or deny a project to mitigate the
adverse impacts of substantially incompatible height, bulk and scale. SMC 25.05.675.G.2.b.
Mitigating measures may include but are not limited to:

i Limiting the height of the development;
i1, Modifying the bulk of the development;

iii. Modifying the development's facade including but not
limited to color and finish material;

iv. Reducing the number or size of accessory structures or
relocating accessory structures including but not limited to towers,
railings, and antennac;

V. Repositioning the development on the site; and

vi. Modifying or requiring setbacks, screening, landscaping or
other techniques to offset the appearance of incompatible height,
bulk and scale.

If there ever was a situation to apply this mitigation, this is that situation. The height, bulk and
scale of the proposal should be limited and modified pursuant to the authority in the SEPA
regulations.

2. The traffic impacts will adversely affect the livability and vitality of the
neighborhood

It is evident from the Final MIMP and the FEIS that the traffic and transportation generated by
the Swedish Cherry Hill expansion will cause significant adverse impacts to the surrounding
community. Full build-out will cause the current traffic numbers to nearly double. The livability
and vitality of adjacent neighborhoods will be severely compromised by this enormous ncrease
in traffic in the area. I incorporate herein the written testimony of Ross Tilghman, which is
attached to this letter and which addresses these issues in detail.
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The FEIS provides further evidence that the livability and vitality of adjacent neighborhoods will
be severely compromised by the increase in traffic in the area caused by the proposal. The FEIS
states:

[The] added congestion [from the proposal] would contribute to
measurably poor performance of the transportation network, in
terms of increased delays along several of the corridors and at
some specific intersections. The increase in traffic and pedestrian
and bicycle activity due to development would result in more
conflict points and increased hazards to safety. The increase in
traffic volumes for Alternatives 8, 11, or 12, and the resultant
impacts on traffic operations are considered significant
unavoidable adverse impacts.

FEIS at 3.7-58. The FEIS characterization of these impacts as “unavoidable,” suggests that the
proposal should be denied outright under the MIMP regulations because it will adversely affect
the livability and vitality of the neighborhood. In the alternative, the SEPA policies do authorize
mitigation measures that would inciude a reduction in the size and/or scale of the proposal to
mitigate tratfic and transportation impacts.

It is the City's policy to minimize or prevent adverse traffic impacts which would undermine the
stability, safety and/or character of a neighborhood or surrounding areas. SMC-25.05.675.R.2.a.
In determining the necessary traffic and transportation impact mitigation, the decisionmaker shall
examine the expected peak traffic and circulation pattern of the proposed project weighed against
such factors as the availability of public transit; existing vehicular and pedestrian tratfic
conditions; accident history; the trend in local area development; parking characteristics of the
immediate area; the use of the street as determined by the Seattle Department of Transportation’s
Seattle Comprebensive Transportation Plan; and the availability of goods, services and recreation
within reasonable walking distance. SMC 25.05.675.R.2.b. '

Mitigation of traffic and transportation impacts shall be permitted whether or not the project
meets the criteria of the Overview Policy set forth in SMC Section 25.05.665. SMC
25.05.675.R.2.c. Mitigation measures that may be applied to this proposal pursuant to the City’s
SEPA substantive authority includes a reduction in the size and/or scale of the proposal if other
mitigation is inadequate to effectively mitigate the adverse impacts of the project. SMC
25.05.675.R.2.1.

Thus, under the SEPA policie's the Examiner could recommend denial or mitigation measures
that would include a reduction in the size and/or scale of the proposal to mitigate traffic and
transportation impacts.
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D. Swedish Has Failed to Provide Adequate Information to Show Consistency with
the Goals and Policies of the Human Development Element of the Comp Plan

In the Examiner’s recommendation, an assessment must be made of the extent to which Swedish
Cherry Hill, with its proposed development and changes, will address the goals and applicable
policies under Education and Employability and Health in the Human Development Element of
the Comprehensive Plan. SMC 23.69.032.E.3. This section requires a clear and definitive
statement about how the existing medical center meets the goals, it requires a specific assessment
of how the “proposed development and changes” will address the goals and policies in the
Comprehensive Plan. The Final MIMP and FEIS fail to show, in specific and concrete detail,
how the proposed expansion will address and contribute positively in the future to human
development issues in the community.*

The vision statement of the Human Development Element is:

The City of Seattle invests in people so that all families and
individuals can meet their basic needs, share in our economic
prosperity, and participate in building a safe, healthy, educated,
just, and caring community.

Comp Plan at 9.3. There are 37 goals and policies that follow that vision statement. These goals
and policies are broken down into four groups: Building Supportive Relationships within
Families Neighborhoods & Communities, Food to Eat & a Roof Overhead; the Education & Job
Skills to Lead an Independent Life; and Effective Disease Prevention, Access to Health Care,
Physical & Mental Fitness for Everyone. SMC 23.69.032.E.3 focuses the assessment on the
Education and Employability and Health sections of that element.

The Final MIMP includes an “Appendix C,” which is titled “Consistency with City’s
Comprehensive Plan Goals and Policies.” The table in Appendix C analyzes only nine goals and
policies from the Human Development Element section. It is unclear why Appendix C only
analyzes certain hand-picked goals and policies and omits others. In the Human Development
Goals and Policies section of the Comprehensive Plan, there are at least 15 goals and policies in
the Human Development Element section that speak to Education and Employability and
Health.

Overall, there are two predominant problems with the Final MIMP’s assessment: (1) the content
of the analysis is so vague that it is largely meaningless and (2) the analysis refers only to past
and current activities — i.e., actions that are already occwrring with the existing sized facility and

¢ Because the FEIS is yet another document that the Hearing Examiner and ultimately the City Council will

rely on to inform the decision on the Final MIMP, T point out, in that context, where the FEIS lacks information
necessary to make a decision on the MIMP. The FEIS discussion on Human Development element of the Comp
Plan was inadequate and incorrect.

! If Swedish omitted the remaining six goals and policies because it believes that those goals or policies are
inapplicable, that should have been explicitly stated in the table.
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that will occur even if the MIMP is denied. I have attached to this letter a table that contains
Washington CAN’s detailed assessment of the applicable goals and policies in the Human
Development Element and describes the extent to which the Final MIMP fails to adequately
address each one of those goals and policies.

Some points to consider:

e ‘“providing excellent care to the region” does not specifically address benefits to the
neighborhood around Cherry Hill (Final MIMP Section C.12, p. 69).

e Swedish Medical Center claims it provided community benefit in 2013 of $143 million
(MIMP Section C.12, p. 69). Setting aside the questionable inclusion of some activities as
community benefits and the lack of transparency in how they are accounted for, it does
not address explicitly how much of this system-wide benefit went to neighborhood
schools, residents, etc. around Cherry Hill. Nor does it specify plans to increase donations
and activities.

© SMC should also address how it will offset the decline in charity care — according
to the Washington Department of Health’s annual data on the Cherry Hill campus,
gross charity care dollars have declined from $32.9 million in 2013 to $17.9
million in 2014, Using the respective annual mark-up ratios, this is an estimated
decline from $7.8 million to $4.8 million, or 38%; in charity care valued at cost.

o The number of charity care patients declined from 856 in 2013, to 458 in 2014
(Swedish — Cherry Hill annual reports to WA DH).

e The claim that Swedish Cherry Hill volunteers provided 29,492 hours of service in 2012,
does not clarify exactly 1) whether SMC paid for staff to do this work on staff-time, and
2) the specific allocation of volunteer hours or other services to organizations, schools
and events in the neighborhood around Cherry Hill.

e InPartIV, B of DPD’s report, it cites Swedish’s work on reversing negative health trends
in the “local population,” and then Cherry Hill’s work on various “community education”
efforts. Swedish should report 1) how many Squire Park and other near neighbors take
advantage of these classes, programs and screenings, and 2) which ones are actually free
or offered at a financial loss to Swedish.

The Director’s Report is inadequate in that it accepts Swedish’s vague description and
quantification of current and past activities that it claims to be community benefits without any
scrutiny,

As mentioned above with respect to the public benefits, Swedish should be required to make
concrete and specific promises to forgive medical debt and increase charity care access in the
community so that its proposal is consistent with the Human Development element of the Comp
Plan. They could offer specific programs to support neighbors of Swedish Cherry Hill who are
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struggling with or facing foreclosure from huge medical bills that should be forgiven as charity
care. They could make access to charity care and other financial assistance easier and more
transparent. They could also include in the package some give back to the local schools. They
could give generously to Bailey Gatzert Elementary and other local schools in need, supporting
the next generation of potential Swedish-Providence staff. We request that the Examiner require
that Swedish put together a package that contains concrete and specific promises for benefits for
the local community consistent with the Human Development goals of the Comprehensive Plan.

E. The Rezone Criteria Have Not Been Met by the Swedish Proposal

Washington CAN requests that the Hearing Examiner deny the rezone proposed by Swedish
Medical Center on the grounds that the proposal does not meet the criteria for approval of a
rezomne.

Generally, courts apply the following rules to rezone applications:

(1)  There is no presumption of validity of favoring the action
of rezoning;

(2) The proponents of the rezone have the burden of proof in
demonstrating that conditions have changed since the original
zoning; and

3) The rezone must bear a substantial relationship to the
public health, safety, morals, or welfare.

Citizens for Mount Vernon v. City of Mount Vernon, 133 Wn.2d 861, 874-75, 947 P.2d 1208
(1997)* When a proposed rezone implements the policies of a Comprehensive Plan, the
proponent is not required to demonstrate changed circumstances. Bjarnson v. Kitsap County, 78
Wn. App. 840, 845-46, 899 P.2d 1290 (1995).

The Seattle Municipal Code states that the most appropriate zone.designation shall be that for
which the provisions of designation of the zone type and the locational criteria for the specific
zone match the characteristics of the area to be rezoned better than any other zone designation.
SMC 23.34.008. The Code requires that the impact of more intensive zones on less intensive
zones shall be minimized by the use of transitions or buffers, if possible. SMC 23.34.008 E.1. A
gradual transition between zoning categories, including height limits, is preferred. Id. The
evaluation of a proposed rezone shall consider the possible negative and positive impacts on the
area proposed for rezone and its surroundings. SMC 23.34.008.

; The Seattle Municipal Code states that “evidence of changed circumstances shall be taken into
consideration in reviewing the proposed rezones, but is not required to demonstrate the appropriateness of a
proposed rezone.” SMC 23.34.008.G.
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Among other things, the Code requires that the height limits be consistent with the type and scale
of development intended for each zone classification and that they reinforce the natural
topography of the area and its surroundings. SMC 23.34.009. The height limits established by
current zoning shall be given consideration and any permitted height limits shall be compatible
with the predominant height and scale of existing development. SMC 23.34.009.C. Height
limits for an area shall be compatible with actual and zoned heights in surrounding areas.’

The section specifically concerning MIO districts requires that in addition to the general rezone
criteria, the comments of the Citizen Advisory Committee shall be considered. SMC 23.34.124.

The Code states the following:

Public purpose. The applicant shall submit a statement which
documents the reasons the rezone is being requested, including a
discussion of the public benefits resulting from the proposed
expansion, the way in which the proposed expansion will serve the
public purpose mission of the major institution, and the extent to
which the proposed expansion may affect the livability of the
surrounding neighborhood.

SMC 23.34.124.A (emphasis supplied).

The height limits proposed in the Final MIMP do not match the characteristics of the area to be
rezoned. As mentioned above, the FEIS concluded that the height limits proposed in the Final
MIMP will have significant adverse impacts on the surrounding area. With respect to service
capacities, the FEIS concluded that the proposal would have significant adverse impacts on
traffic and transportation in the area. With this project, the impact of the more intensive height of
MIO 160 is not adequately minimized by the use of transitions or buffers. The majority CAC has
recommended, generally, heights lower than 105 feet for the facility, with one small exception of
140 feet.

With respect to public benefit, as was explained above, the applicant has not adequately
demonstrated what public benefits will result specifically from the proposed expansion.

For these reasons, Washington CAN requests denial of the proposed rezone.
F. Conclusion
Washington CAN requests that the Examiner recommend that the City Council deny the

proposal outright for failure to meet the MIMP criteria. In the alternative, we ask that the
Examiner recommend that any expansion be accompanied by specific, concrete, future

? This section excludes buildings developed under major institution height limits, but it excludes them from
being considered as the “actual and zoned heights” in relationship to the requested zone heights. In other words, the
compatibility assessment does not include existing MIMP heights. SMC 23.34.009.D.1.
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commitments to ensure that Swedish/Providence provides meaningful charity care and is
responsive and accountable to the local community and its patients and workers.

In the alternative to denial, Washington CAN also requests that the Examiner recommend that
the proposal size be reduced significantly to address the traffic impacts and the height, bulk, and
scale impacts of the proposal. As explained above, significant negative impacts to the
surrounding neighborhoods and community have not been adequately mitigated. The benefits to
Swedish are extraordinarily high while the impacts to the focal community are significant and
adverse. The proposal is completely out of balance and must be changed significantly before it
can be approved.

Thank you for your consideration of our comments.

Very truly vours,

, LLP
7

Claudia M. Newman '
CMN:psc
Attachments:
Attachment A Critique and Suggestions Around Human Development Goals in the Final

EIS and Final MIMP (Jul. 13, 2015)

Attachment B Letter from Ross Tilghman to Hearing Examiner Tanner (Jul. 9, 2015)

ce: Client



Critique and suggestions around Human Development Goals in the Final EIS and Final
MIMP
July 13, 2015

Swedish needs to address the Cherry Hill campus specifically in its analysis of the fufure
MIMP’s consistency with Seattle’s Comprehensive Plan Goals and Policies, Human
Development Goals (HDG) 4, 4.5, 5 and 6. The following is a critique of the Swedish-Cherry
Hill MIMP and the information provided in the Final EIS.

MI Goals | Critique
and
Policies

HDG 4 Swedish provides an analysis of what it has done in the past (and would occur even
if the MIMP is denied). To make matters worse, the Final EIS contains a very
vague description of its specific role and impact. Swedish does not address how it
promotes an “‘excellent education system.” Swedish should quantify data for
classes offered and people taking them at Cherry Hill specifically in the past, and
must provide a detailed summary of what Swedish will do as part of the expansion
to improve these numbers and programs in order to meet this HDG.

The Final MIMP provides descriptive data of the training of health care
practitioners and researchers at both its First Hill and Cherry Hill campuses, with
no specific quantitative details on the types of position trained or training hours.
The MIMP states that 30% of downtown Seattle residents have a bachelor’s degree
or higher without specifying Swedish’s own role in this specific demographic.

|HDG 4.5 | Swedish addresses 4 and 4.5 together in the EIS. It could do more by specitying
funding and/or partnering goals with specific neighborhood schools around Cherry
Hill (sec below). For example, does it provide a full nurse at Madrona, or donate

some supplies?
Swedish does not address HDG 4.5 in the MIMP.

HDG 5 Swedish does not address HDG 5 in either the EIS or the MIMP. It could do so by
specifying funding and partnering goals with existing nearby organizations, such as
Casa Latina (see below).

HD 15 Swedish does not address HD 15 in the EIS.

In the MIMP, Swedish describes a partnership with Ballard High School,
something that residents around the Cherry Hill campus are unlikely to benefit
from. Swedish should specify how programs at the Cherry Hill campus and/or
contributions to nearby schools (such as Bailey Gatzert Elementary School) and
organizations will support learning readiness for impacted neighbors and school-
linked services. ‘

HD 16 Swedish does not address HD 16 in the EIS or MIMP. Swedish could work with
nearby Seattle Public Schools (such as Bailey Gatzert, Madrona K-8, and Garfield
High School) to promote academic and personal achievement for all children, by
contributing money and time for programs already in place, and/or facilitating a
program like the one at Ballard High School which supports physical and mental
health. The most current available data on Bailey Gatzert indicates that student
achievement in reading, writing, math and science is well below District averages,
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and student’s year-to-year growth is also relatively weak in math and reading.’
Swedish could also promote service-learning and volunteering that exposes youth
to healthcare careers and opportunities. The Draft MIMP must specify specific
plans and goals in these areas.

HD 17

Swedish does not address HD 17 in the EIS or MIMP. Similar to HD 16, Swedish
could use such programs to build relationships with Squire Park/nearby
neighborhood groups and schools, and to promote healthcare opportunities that
inspire youth to continue their education. The Central Area Youth Association
(CAYA) would be a potential partner, especially with their computer classes and
emerging healthcare phone apps and information technology. The Draft MIMP
must specify specific plans and goals in these areas.

HD 18

Swedish does not address HD 18 in the EIS or MIMP. Given the diverse population
in the vicinity of the Cherry Hill campus, it could provide space on campus for
literacy and English for Language Learners (ELL) programs. Bailey Gatzert
Elementary School’s population includes 40% English Language Learners, well
above the District average” and a signal that many adults in the area are also ELL.
Casa Latina is nearby — it is a worker center and educational non-profit that already
has programs to help immigrants learn English and navigate their new communities
(“community literacy” workshops). Entre Hermanos is also nearby, and would be
a good partner in helping LGBTQ Latinos. Swedish could provide funding for
programs and participate in workshops to promote their charity care, and to hear
from the community about patients’ needs for linguistically- and culturally-
appropriate care. The Draft MIMP must specify specific plans and goals in these
areas.

HD 19

Swedish does not address how it works with community colleges, universities and
other institutions of higher learning (it notes that it is located next to Seattle
University). It should specify how the Cherry Hill expansion will promote life-long
learning opportunities for community members. Also it should specify how this
expansion will “encourage the broadest possible use of libraries, community
centers, schools, and other existing facilities throughout the city, focusing on the
development of these resources in urban villages areas.” The MIMP does not
address HD 19.

HD 20

Swedish’s RN Residency Program with a Learning Center to be located on the
Cherry Hill campus is a good example of this policy. However, Swedish should
also address how it might address HD20 for Squire Park community members. In
the MIMP, Swedish refers to its Community Health Needs Assessment (CHNA),
which is now required by the Patient Protection and Affordable Care Act (ACA),
and a plan to prioritize needs around each campus. There is nothing explicitly in the
CHNA about HD20 — it is all about health needs. Moreover, Swedish has a

! Bailey Gatzert Elementary School Report the 2013-2014 School Year. Downloaded June 26, 2015 from:
http://sps.ss& sharpschool.com/cms/One.aspx?pageld=15709&portalld=627 &object]d, 261 33=305196&contextld. 26

153=304696&parent]d.26153=304697. While Madrona K-8 public school is not in the Squire Park neighborhood,

its attendance area includes the northern part of Squire Park. Its student achievement (38" grades) and growth (3™
8" grade, math) scores are also well below District averages. 2013-2014 report downloaded June 26, 2015.
http: /A www seattleschools.org/modules/cms/pages.phtml?sessionid=7620e8782e4bas 298 1bodal cd256227&pageid

=222659&sessionid&sessionid=7620e8782e4ba82¢98 1h60alcd256227
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combined CHNA for its First Hill and Cherry Hill campuses, which yet again does
not enable an analysis of how any programs specifically benefit Cherry Hill
neighbors currently and in the future.

Health

HDG 6

Again, Swedish provides vague narrative about serving “the community” The
community benefit numbers and charity care numbers are system-wide, not Cherry
Hill specific. Moreover, Swedish should address how it plans to offset declines in
charity care due to Medicaid expansion. See below for more suggestions on specific
actions it could take in the future to address the policies, especially affordable
health care, under HDG 6.

HD 21

In the EIS, The programs and partnerships should be limited to Cherry Hill for an
accurate assessment of how this campus meets the needs of neighbors. The
information in the EIS is inadequate for the H.E. to rely on to make a decision. In
public meetings, neighbors have noted that many of Swedish’s free health
education and promotion classes do not happen on the Cherry Hill campus. For
example, on the list provided, Global to Local (Tukwila area) and the Ballard teen
program are included. It is unclear where the remaining services are offered —
given that a quick scan of classes in 4 areas found few at Cherry Hill, this should be
specifically addressed. Swedish should also clarify if any of these programs will
change with campus expansion and possible shifting of services across its campuses

HD 22

Swedish should specify which outreach, classes and support groups are offered on
the Cherry Hill campus, how frequently, as a proportion of all Swedish campuses,
and include attendance (by zip code of attendee if possible) and outreach efforts.
Most importantly, Swedish should specify how/if the new MIMP will allow for the
same or more educational offerings at the Cherry Hill campus. For example, none
of the, none of the monthly pre-diabetes classes are offered at Cherry Hill through
June 2015, none of the Women’s Health classes are otfered at Cherry Hill through
October 2015, and none of the cancer classes are offered at Cherry Hill through
October 2015.” If no one is attending the classes that are offered at Cherry Hill,
Swedish should work with the community, such as the United Black Christian
Clergy, to 1) develop better outreach, 2} develop better implementation and
evaluation of classes, and/or 3) offer classes that are responsive to community
requests. Swedish does not specify if nearby neighbors who are low-income and/or
people of color are accessing free education and support groups.

Moreover, HD 22 is about the reduction of health risks and behaviors, which
emerging research shows is related to social determinants of health: the
neighborhood and built environment, economic stability, education, and social and
community context.! Factors that Swedish should address here include but are not

* Swedish events calendar searched June 26, 20135. Previously, the Swedish events calendar was searched March 28,
2015 — none of the following were offered at Cherry Hill: weight loss seminars and health weight classes through
the end of 2615, monthly pre-diabetes classes through June 2015, Women’s Health classes through Qctober 2015,
and cancer classes through October 2015. The calendar showed results through June 20135 for diabetes, through
December 2015 for weight loss, and through October 2013 for women’s health and cancer. Since March, the
calendar now shows that 2 weight loss classes will be offered at Cherry Hill.
https-//www,.eventsve.com/swedishhealth/?hideregclosed=1

4 http:/'www.healthypeople.gov/2020/topicsobjectives2020/overview.aspx M topicid=39
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limited to: how the expansion of the Cherry Hill campus will atfect the safety for
walkers and bicyclists in the neighborhood; how/if Cherry Hill will promote access
to educational, economic and job opportunities; how Cherry Hill can support
transportation options, public safety, and more.

HD 23

Swedish should address the impacts of increased traffic on the environment in the
Cherry Hill neighborhood, and how its development will support or discourage
walking, bicycling and other forms of outdoors exercise in the neighborhood.
{Swedish omits 23¢, which relates to development that promotes physical
activities.)

HD 24

From the EIS, Swedish should specify precisely how it invests in programs and
services at Cherry Hill and in Squire Park and how much in charity care (at
estimated cost) the Cherry Hill campus provides, and if possible report this by zip
code of patient. The Global to Local program does not benefit neighbors.

Should Swedish Medical Center take credit for programs funded through the
Swedish Medical Center Foundation? Doesn’t the Foundation raise a significant
amount of money independently? How much money does SMC donate to the
Foundation? How much of this could be allocated from the Cherry Hill campus
budget? '

Swedish should also address how it will continue to improve access to care with the
ACA and Medicaid expansion reducing the number of uninsured patients, and
having unknown effect on underinsured patients. Swedish should detail a plan for
helping patients with large co-insurance and out-of-pocket costs, as well as current
or future medical debt. See notes below on challenges with charity care.

Swedish Cherry Hill’s provision of healthcare to patients of all ages and economic
status does not address how/if it coordinates service delivery. Swedish should
discuss its plans to promote access to healthcare, and specifically charity care, by
collaborating with neighborhood organizations (such as Casa Latina) and schools.

HD 24.5

Swedish discusses its partnership with Country Doctor Community Health Center
on the Cherry Hill campus. Does Swedish provide staff hours? Subsidize space?
Swedish does not address 24.5 in the MIMP.

HD 25

Swedish does not address HD 25 in the EIS.

In the MIMP, Swedish is again vague: Swedish should specify the current and
future programs and financial contributions attributable to the Cherry Hill campus
and/or accessible by those neighbors. The Global to Local program does not benefit
neighbors.

**04% of students at Bailey Gatzert qualify for free/reduced lunch. 61% of students at Madrona

K-8 qualify.
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TILGHMAN GROUP

TRANSPORTATION PLANNING

8 July 2015

Sue Tanner
- City of Seattle Hearing Examiner
700 Fifth Avenue
Suite 4000
Seattle, WA 98104

re: Swedish Cherry Hill MIMP
Dear Examiner Tanner:

This letter discusses the adequacy of mitigation for the proposed expansion of the Swedish Cherry Hill
medical campus and argues that, absent more aggressive measures, the project is simply too large for its
neighborhood. In preparing this letter | have reviewed the final MIMP, the project’s FEIS transportation
section, and DPDY's Director’s Report, among other documents.

1. The proposed Transportation Management Plan (TMP) is not sufficiently aggressive at the outset,
and its conditioned target may not be achievable. Swedish Cherry Hill currently has 56% - 58% {the
FEIS and MIMP report slightly different rates) of its employees commuting by single accupant
vehicles (S0V). Consequently, it fails to meet Seattle’s code-minimum requirement of no more than
50% SOV, and it falls far short of the performance at other major institutions including Seattle
University and Seattle Children’s hospital. While the Director’s Report supports the CAC
recommendation for an eventual 38% SOV rate, it gives Swedish Cherry Hill 25 years to reach that
level. By comparison, Seattle Children’s achieved that level of performance prior to its recently
approved expansion. And it did so with measures far more aggressive than those outlined in the
MIMP’s TMP, including operating a sophisticated shuttle system.

Indeed, Swedish Cherry Hill has a long way to go to achieve lower 50V rates. Swedish Cherry Hill has
failed to reduce employee driving for many years, and staff could not provide explanations for why
its current TMP fails to perform better. The MIMP and DPD’s Director’s Report outline additional
TMP measures to encourage commuting alternatives but the effectiveness of those measures is not
known and cannot be known without data regarding employee’s transportation needs. For
example, for how many employees is transit a realistic option? For how many is a carpool or
vanpool realistic? To what extent is the site’s location away from transit hubs an impediment to less
driving? What transit and/or shuttle capacity would be required to meet the 38% SOV goal?

Tilghman Group
4618 44™ Ave South
Seattle, Washington 58118

Voice & Fax: 206-577-6953 ATTACHMENT B
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Swedish and the City should evaluate whether significant reductions can-actually be achieved, and
whether they can be reached in less than 25 years. If not, a smaller project should be identified
such that it would not create any LOS F conditions.

2. The analysis of transit capacity is misleading and the recommendation to increase transit subsidies
overlooks the probiem of fimited transit service in this neighborhood. '

Decision makers rely on the FEIS’ examination of transit capacity and its report that substantial
excess capacity exists on routes serving the campus. It reports that only about 30% to 45% of
capacity is used in morning and afternoon peak periods. That picture, however, is deeply
misleading. 1t is misleading because the reported capacity counts buses regardless of direction,
whereas Swedish Cherry Hill trips go strongly in one direction. Therefore, the question of transit
capacity must be considered in light of the directional distribution of Swedish Cherry Hill trips. Even
though buses in the opposite direction might have surplus capacity, that capacity is not effectively -
available to Swedish Cherry Hill staff.

The trip distribution for transit riders would be similar to that of employees in cars. The FEIS
assumes that only 15% of trips occur to and from the east. Thus, the majority {85%) of transit
demand travels primarily to and from the west. Riding the bus east of Cherry Hill allows only one
connection ta another route. Even if seats are available, few employees could use them since few
travel that direction.

The FEIS does not reveal that Metro reparts (2014 Service Guidelines Report, Appendix E) that
Routes 3/4 (which operate together sharing the majority of the route) experience a load factor of
1.44 in the peak period and 1.24 in the off-peak between the Central District and Downtown. That
means that there are 1.44 passengers for every seat on the bus throughout the peak period (3
hours}, so it’s standing room only. And that’s true of the off-peak period, tog, when there are 1.24
passengers per seat. Load factors above 1.50 indicate very crowded conditions. Thus, there is little
extra capacity for new riders. | estimate that by 2023, the project’s extra riders would increase peak
hour load factors to 1.65 passengers per seat on buses headed west of the campus {the peak hour is
used since the Ei5 provided peak hour trig infarmation, not peak period). Those routes atready
operate at high frequencies using trolley buses, so are unlikely to add capacity readily. The other
routes near campus are express routes heading ta places such as Wedgewood, Federal Way and
Shoreline, destinations that may not serve many Swedish employees, even if those routes have
seats available.

Of the six area routes that will continue to operate in future years, only one, Route 3, provides
service throughout the day past the campus. Three routes are express routes operating in peak
periods only. Two other routes operate on streets about one-half mile from campus. In short, the
campus has limited transit service considering haurs of service, convenient access and route choice.
Such limited transit access and service is inadeguate to suppart a major institution that employs
thousands of people needing transit service over many different hours to many different
destinations. That the campus lies outside of an urban village means that it is never likely to get the
level of transit service necessary to meet its employees’ and visitors’ needs.

Tilghman Group
45618 44" Ave South
Seattle, Washington 98118
Voice & Fax: 206-577-6953
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The Director’s Report recommends that Swedish Cherry Hill increase transit subsidies to 100% until
the institution achieves a 50% SOV rate, after which it could reduce the subsidy. While the small
difference in cost savings to employees may encourage some to switch to transit, the condition
overlooks the problem of transit capacity and availability. Indeed, as | have noted previously,
Swedish does not knew why it falls short of meeting the 50% SOV rate now. One reason might be
that transit simply doesn’t work well for many of its employees due to factors including: overfull
Park & Ride lots regionally; poor schedule refiability so that riders may not get to work on time or
are forced to start their trips much earlier than they prefer; too many transfers to make the trip
attractive and reliable; or too little access to transit where they live, not to mention limited route
choices at the campus. Simply requiring a full subsidy may have little influence on use of transit.

If Swedish Cherry Hill is allowed to expand, it should be required to provide more transit capacity to
campus and more connections between the campus and major transit hubs.

3. The proposed MIMP creates unacceptable traffic impacts that are not mitigated. Four
intersections near campus fall to LOS F as a result of the MIMP: 13”’/Cherry; 15th/Cherry;
16th/_Cherry and 14%/lefferson. Mitigation is proposed for only two of those intersections. For the
other two (13th/Cherry and 15"'/Cherry), the recommendation is for residents to shift to other less
congested intersections. -That is not appropriate mitigation, especially for a residential
neighborhood,

The problem is that the residents bear a disproportionate burden at those intersections. Stop signs
control traffic on the north/south residential streets, while traffic an Cherry Street does not stop.
Swedish Cherry Hill adds traffic to Cherry Street causing lenger delays to cars on 13" and 15",
Those delays increase to LOS F conditions with the MIMP, with only 13" facing LOS Fin 2023, and all
four intersections facing LOS F by 2040. It's important to note that under No Build conditicons, no
LOS F results occur. Thus, the medical campus gets the benefit of driving along Cherry and
Jefferson, but residents face long delays because of that added traffic.

The suggestion that residents can simply use a different intersection to avoid such long delay
ignores the frustration such changes cause to neighbors, and ignores the impact on other residential
streets of diverting traffic to them. The EIS clearly hesitated to consider proposing signals at each
intersectian. Apart from whether new signais would meet applicable signal warrants, the addition
of multiple signals would further indicate that the neighborhood is transitioning from a residential to
a more commercial/institutional area.

Additionally, the project adds the majority of its traffic to the already highly congested James Street
corridor, west of Broadway. While the FEIS reports that travel speeds would decrease, the
magnitude of the change may not be fully understood by many readers. This chart attempts to
clarify the degree that travel speeds decline due to the project:

Tilghman Group
4618 44™ Ave South
Seattle, Washington 98113
Voice & Fax: 206-577-6953
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Travel Time in 2023
Ait. 8
No Build 2023
AM Peak Hour Direction (mm:ss) | (mm:ss) Change | % Difference
James St. EB 4:12 4:14 0:02 1%
(6th Ave to Breadway) wB 331 345 014 7%
E. Cherry Street £B 4:19 4:13 -0:06 -2%
(Broadway to 23rd Ave) WB 2:59 3:01 0:02 1%
PM Peak Hour
James St. EB 4:11 4:11 0:00 0%
(6th Ave to Broadway) WB B6:30 7:32 1:.02 16%
E. Cherry Street EB 1:51 1:51 0:00 0%
(Broadway to 23rd Ave) wWB 310 3:29 0:19 10%
Travel Time in 2040 ‘
Alt. 8 !
No Build 2040
AM Peak Hour Direction (mm:ss) [ {(mm:ss) Change | % Difference
James St EB 4:24 4:23 -0:01 -0.4%
{6th Ave to Broadway)} WB 3:34 4:114 0:37 17%
E.Cherry Street EB 4:09 4:13 0:04 2%
(Broadway to 23rd Ave} WB 2:63 3:04 011 6%
PM Peak Hour
James St. EB 411 4:13 0:02 1%
{Bth Ave to Broadway) wB 5.52 9:06 3:14 55%
E. Cherry Streat EB 1:51 1:52 0:09 1%
(Broadway to 23rd Ave) WB 3:11 3:39 0:28 15%

Source: FEIS C-85, Table 11; Tilghman Group

The increase in PM peak hour travel time on James Street, westbound in 2040 (highlighted above) is
profound: the project’s traffic would increase travel time for all users on this segment by 55%.
Travel speeds would be reduced to walking speed.

The FEIS also showed the effect of a 38% SOV rate on travel times, noting that 1 minute would be
saved on James Street, westbound in the PM Peak Hour in 2040. That still results in a 38% increase
in travel time for all users on that segment, a significant increase to an already highly congested
corridor,

Amore appropriate approach to mitigate the impacts to residents would be to consider reducing
the amount of project traffic so as to avoid creating LOS F conditions, and to avoid increasing James
Street travel times by mare than 15%. Clearly, the valume by 2023 begins to reach the limit of
residential intersection capacity, and is slightly beyond the 15% increase on James Street. That 2023
volume allows for approximately a 50% net increase in trips over the No Build alternative. Beyond
that level, residents will experience increasingly unacceptable delays.

Tilghman Group
4618 44" Ave South
Seattle, Washington 98118
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In conciusion, the MIMP has not provided decision makers with the clarity needed to evaluate the
impacts of such a large project on the surrounding residential neighborhood. It fails to inform them
about the féasibility of meeting new TMP goals. It misleads them regarding available transit capacity.
And it fails to consider methods to avoid LOS F conditions that disproportionately affect residents.

Sincerely,

- $3

oss Tilghman

Tilghman Group
4618 44" Ave South
Seattle, Washington 98118
Voice & Fax: 206-577-6953
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Dear H. E. Tanner,

| moved to Seattle in 2011 to create a better life for myself than what | grew up with. | knew as soon as | set my
feet on Seattle ground, that this was home for me. Its rich cultural diversity, welcoming community, and historic
architecture make for a truly unique environment that needs to be fought for. | found my home in a heautiful
113 year old craftsman home. This picturesque home is located directly behind Swedish Hospital.

Unfortunately, I've had growing cause to be fearful for this hard-won lifestyle. In the past four years, I've seen
Seattle change rapidly. Bit by bit, another historic gem is torn down and replaced with pricey but cheaply buitt
condos filied with people who have no regard for the culture and the community around them. This change in
population is pushing out those who make up the vibrant Seattle culture and whitewashing the diversity.

Sabey Corporation is becoming a part of this problem. With the proposed additions to the Hospital, a beautiful
and historic neighborhood will be greatly diminished. The construction alone will cause major disruption.
Sleeping babies will be disturbed with jackhammers, migraines will worsen for our neighbors who have medical
conditions, and dust will become a major issue for yards, houses, and asthma.

Traffic has been a growing concern with those trying to commute to and around the hospital. This neighberhood
does not have the infrastructure to support the 3000 extra cars trying to access the new garage. The road re-
development, crosswalks, and additional traffic lights will only cost the city and ultimately, the taxpayer to catch
up to this sudden change. This is Seattle’s oldest residential neighborhood, not an urban center. It is simply not
built to accommodate this. The children who love playing outside will be put into unnecessary danger with such
a major traffic increase.

Swedish Hospital’s plan does not serve the neighborhood in any way. Their expansion is centered around
building large private rooms for their wealthy patients and investors and research labs that can and should be

somewhere else.

Thanks to your diligence in thoroughly investigating this matter. I'm aware that little to none of this information
is new to you at this point. However, | do urge you to take a look at the entire livelihoods being effected in such
directly invasive ways. Please carefully consider how staggering the evidence against this expansion is. The
repercussions are overwhelming and the benefits are nearly non-existent to a community that can’t afford those
private waiting rooms. Sabey is only looking out for their bottom line. Reject this plan. Tell Sabey to be a good
neighbor.

Thank you for your careful consideration,

Courtney McBride JINjy V¥39
OB
“CN R 120 g

529 19*" Ave
Seattle, Wa, 98122
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Dear Examiner Tanner: ‘ HEA}%H(F; Eﬁgfimﬁ' R

I had never been through this public-hearing process before; and 1 came away
in awe of the overwhelming mountain of evidence you’ve been presented with.
At the risk, then, of earning your lifelong enmity, I would like to add a couple
more pages to your mountain, things 1 would have said if public testimony had
been unlimited.

For the first point to be effective, may remind you of my profession: 'm a
reporter, a journalist. For almost 16 years I've been Seattle Cotrespondent for
The Christian Science Monitor, and since 1994 I've worked as a medical writer
in Seattle, and for all of the major medical institutions with exception,
ironically, of Swedish. As a reporter, I have to be assiduous with facts and data.
One can’t be otherwise and continue working for a newspaper with the
credibility of The Monitor.

In 2007 and 2008, while researching the concepts for successive corporate
annual reports I wrote for Group Health Cooperative, I came upon white
papers from not only the US Centers for Disease Control in Atlanta (CDC) but
also two US Congtessional committees charged with solving the nation’s health
care crisis. The researchers for the CDC as well as the Congress all said the
same thing: The main problem driving out-of-control health care costs in the
countty is the dominant business paradigm, customarily called fee for service. 1
suspect you know much of this, but, for the recotd, the problem with fee-fot-
service medicine is that its incentive is to increase profits—by doing more:
morte costly imaging, more surgeties, more buildings, more, more, and still
more. Because the more procedures this model of medicine can proffer, the
greater the profits of the instututions as well as the physicians practicing in this
manner. Once upon a time, this model worked well enough, but that was
before technologies and insurers made health care so expensive. A once- okay
model is now the problem.

The solution, according to the CDC, the US Congress, and also public-health
professionals at institutions such as Harvard University, John Hopkins
University, and the American Public Health Association, is a different business
model. In fact, the CDC points out, this model is already in practice in several
places across the United States: Geisinger Health System in Pennsylvania; Mayo
Clinic in Minnesota; Intermountain Healthcare in parts of Colorado and the
Southwest; Kaiser Permanente in California and Oregon; and, of course,



Dr. Lewis had inadvertently been too candid. There are excess profits to be
made in this kind of “boutique” medicine, where the wealthy ill fly to “world
class” institutes for personalized treatments.

To be equitable about this, Harborview, the University of Washington, and
Virginia Mason also are looking for ways to bring in wealthy patients for
boutique treatments. But one key difference is that Harborview, the UW, and
VM aren’t seeking out-of-scale expansions into fragile low-tise neighborhoods.
A second is that, without some patients with good insurance, Hatborview
cannot possibly care for the army of people with no insurance. This inability to
care for our poor and homeless, a key mission at HMC, ought to be a primary

- concern for the city, the county, the state, and the entire WWAMI Region
(Washington, Wyoming, Alaska, Montana and Idaho—the Harborview service
area). The way to success in boutique medicine is to market the institution as
unique and “world class,” which is precisely the case Swedish physicians tried
to promote last week, with scant evidence. The UW system has years of
evidence and pounds of documents supporting their established and proven
world-class status.

As I, along with Dr. Aleeta Van Petten and others, pointed out, Swedish is
hardly unique, and certainly not yet world class. Seems clear to me Swedish had
not one quam about wrecking the Central District in its quest to call itself
“world class” and reap the profits such marketing can produce.

I’ll conclude with what, for me, is the most important outcome at stake today.
And Tl do so with another story:

If there was a single most shocking moment during the almost two years I was
on the CAC, it was the evening the representative from the Department of
Planning and Development announced that DPD had essentially _
recommended that the city grant Swedish and Sabey all they had demanded.

As she read through the DPD report, point by point, you could feel the energy
in the room turn upside down. There were quiet gasps from around the table.
CAC members would look around at each other and make eye contact—that
kind of eye contact you make quietly, when you have to check with others to
make sure what you’re heating—is really what you’re hearing,

After the meeting, neighbors as well as a lot of us CAC members were shaking
our heads and rolling their eyes in disbelief. How could DPD do that—when it
was obvious to most of us—and I mean all but a couple of CAC members—



‘Thank you very much for your time,

Dean Paton

Citizens Advisory Council Member
733 16™ Avenue

Seattle, WA 98122

206-323-1263

dgpaton@mac.com
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Twenty-four years ago today I bought my home, one block north of Swedish
Cherry Hill. For more than 35 years I have worked as a magazine journalist,
and also as a medical writer in Seattle, and have consulted with all of the majot
medical centers—except Swedish. Since 1999 have been Seattle Correspondent
for The Christian Science Monitor. I joined the CAC in 2013.

When people in Seattle ask where 'm from, my standard answer is: “T was
born at Swedish Hospital.

In 2007, I had a life-threatening medical emergency, the paramedics showed up
in less than 90 seconds, and took me to the emergency room at Swedish Cherry
Hill, less than two blocks from my front door.

The physicians and staff there saved my life.

So I came this process with a soft spot for Swedish. T am one of those people,
like Brianne Cassidy, Phillip See, and the others who testified earlier this week
to the high quality of care we’ve received at Swedish Cherry Hill.

With all due respect to the admiration all of those patients feel for the
dedicated physicians and staff who may well have saved their lives, their
expetiences with health care have absolutely nothing to do with the essence of
why we’re here today.

And that is: What the applicant wants—their MIMP—cannot ALL be
accommodated at Cherry Hill Campus without itreparably harming the
livability of the surrounding low-rise, NON-URBAN VILLAGE
neighbothood. It simply can’t.

Please don’t interpret this as a knock on the quality of care. But undetstand that
the testimony we’ve heard from the Swedish physicians was delivered with the
kind of pride and loyalty one would expect from just about any physician from
just about any medical center in Seattle. They all think they are “wotld class.”
And that’s a good thing,
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Dear Examiner Tanner: HE Aggg;ggggfﬂf{!?

I had never been through this public-hearing process before; and I came away
in awe of the overwhelming mountain of evidence you’ve been presented with.
At the risk, then, of earning your lifelong enmity, I would like to add a couple

- more pages to your mountain, things I would have said if public testimony had
been unlimited.

For the first point to be effective, may remind you of my profession: I'm a
reporter, a journalist. For almost 16 years I've been Seattle Cotrespondent for
The Christian Science Monitor, and since 1994 T've worked as a medical writer
in Seattle, and for all of the major medical institutions with exception,
ironically, of Swedish. As a reporter, I have to be assiduous with facts and data.
One can’t be otherwise and continue working for a newspaper with the
credibility of The Monitor.

In 2007 and 2008, while researching the concepts for successive corporate
annual reports I wrote for Group Health Cooperative, 1 came upon white
papers from not only the US Centers for Disease Control in Atlanta (CDC) but
also two US Congressional committees charged with solving the nation’s health
care crisis. The researchers for the CDC as well as the Congress all said the
same thing: The main problem driving out-of-control health care costs in the
country 1s the dominant business paradigm, customarily called fee for service. T
suspect you know much of this, but, for the record, the problem with fee-for-
service medicine is that its incentive is to increase profits—by doing more:
more costly imaging, more surgeries, more buildings, more, more, and still
more. Because the more procedures this model of medicine can proffer, the
greater the profits of the institutions as well as the physicians practicing in this
manner. Once upon a time, this model wotked well enough, but that was
before technologies and insurers made health care so expensive. A once- okay
model is now the problem.

The solution, according to the CDC, the US Congress, and also public-health
professionals at institutions such as Harvard University, John Hopkins
University, and the American Public Health Association, is a different business
model. In fact, the CDC points out, this model is already in practice in several
places across the United States: Geisinger Health System in Pennsylvania; Mayo
Clinic in Minnesota; Intermountain Healthcare in parts of Colorado and the
Southwest; Kaiser Permanente in California and Oregon; and, of course,



Group Health in Washington state. Such models work to control costs by
puttingsboth the medical and the insurance functions under the control ofa
smgle organization. When that happens, the incentive to “do more” goes away.
Runaway costs are better contained.

At a meeting this spring of the Citizens Advisory Committee, I told the CAC
that Swedish really did need all of the space it was asking for. People were a bit
taken aback, because by this time I had emerged as the most vocal critic of
Alternative 12.

“Swedish needs all of this space,” I said (and I’m paraphrasing myself now). “It
needs this height, bulk and scale because its fee-for-service business model
demands more of everything—more space, more doctors, more technology—
because that’s all it knows how to do. Grow. Expand. Build profits.”

I went on to say that if we, the Citizens Advisory Committee, decide to give
Swedish the heights, bulk and scale it’s wanting, we will be fostering everything
wrong with the American health-care system. And that, along with contributing
to the destruction to the Central District neighborhood, the CAC will be
endorsing and enabling most of what has gone terribly wrong with the
country’s health-care.

I didn’t have time to make this point this during the hearing, and I will likely
bring it up in any City Council heatings, but I wanted to mention it to you as
well. Tt may not be within the statutory scope of the Citizens Advisory Council,
but I do think it within the scope of what an informed Seattleite might consider
her or his duties.

1 see it as an ancillary reason to deny Swedish its Alternative 12,

The first meeting of the CAC I attended was in June 2013. I had not been
officially appointed yet, but I wanted to see how things worked. At that
meeting, Dr. Rayburn Lewis, who was Chief Operating Officer for Swedish
Cherry Hill at the time, spoke. At one point he said (and again I'm
paraphrasing), “This expansibn will allow us to bring patents in from the
Middle East (he might have said Dubai) for these specialized treatments.”

There was a pause. He and I—and maybe othets in the room—tealized he
hadn’t meant to speak those words publicly. Quickly, he added, “Oh, and those
same treatments will be available for you, too, tight here in the neighborhood.”



Dr. Lewis had inadvertently been too candid. Thete are excess profits to be
made in this kind of “boutique” medicine, where the wealthy ill fly to “wozld
class” institutes for personalized treatments.

'T'o be equitable about this, Harborview, the University of Washington, and
Vitginia Mason also are looking for ways to bring in wealthy patients for
boutique treatments. But one key difference is that Harborview, the UW, and
VM aren’t seeking out-of-scale expansions into fragile low-rise neighborhoods.
A second is that, without some patients with good insurance, Harborview
cannot possibly care for the army of people with no insurance. This inability to
cate for our poor and homeless, a key mission at HMC, ought to be a primary
‘concern for the city, the county, the state, and the entire WWAMI Region
(Washington, Wyoming, Alaska, Montana and Idaho—the Harborview service
area). The way to success in boutique medicine is to market the institution as
unique and “wortld class,” which 1s precisely the case Swedish physicians tried
to promote last week, with scant evidence. The UW system has years of
evidence and pounds of documents supporting their established and proven
world-class status.

As 1, along with Dr. Aleeta Van Petten and others, pointed out, Swedish is
hardly unique, and certainly not yet world class. Seems clear to me Swedish had
not one quam about wrecking the Central District in its quest to call itself
“wortld class” and reap the profits such marketing can produce.

T’ll conclude with what, for me, is the most important outcome at stake today.
And I'll do so with another story:

If there was a single most shocking moment during the almost two years I was
on the CAC, it was the evening the representative from the Department of
Planning and Development announced that DPI had essentially
recommended that the city grant Swedish and Sabey all they had demanded.

As she read through the DPD report, point by point, you could feel the encrgy
in the room turn upside down. There were quiet gasps from around the table.
CAC members would look around at each other and make eye contact—that
kind of eye contact you make quietly, when you have to check with others to
make sure what you’re hearing—is really what you’re hearing,

After the meeting, neighbors as well as a lot of us CAC members were shaking
out heads and rolling their eyes in disbelief. How could DPD do that—when it
was obvious to most of us—and I mean all but a couple of CAC members—



that this MIMP as written couldn’t possibly fly, was vastly out of scale, and was
such a flagrant violation of the city’s codes, statutes, and sensibilities?

From that moment onward, thete was a new cynicism at CAC meetings.
Neighbors threw around wild charge: The process was fixed. Swedish
somehow “got” to DPD. The whole process was rigged.

And—there’s no evidence for any of those wild concoctions. DPD just did
what it does, and now we’re here at the hearing stage.

But my point is, when a decision is made that makes zero logical sense, people
lose faith. They lose trust. They give up and quit participating.

In the case of the Swedish MIMP, T believe there has been an overwhelming
case for sending this MIMP back for drastic revision and re-conceptualizing.
The CAC thinks so. And evety one of the surrounding neighbors who testified
in person at the 30-plus meetings thinks so. Evety single one. Not a single
neighbor who testified in any of those public sessions supported any version of
this MIMP.

What I want to say now, your honort, is that your decision can either fan flames
of public cynicism, or inspire hundteds of people who have believed in this
process—to continue believing in the idea of democracy. In staying engaged
participants in the world they live in.

Of all the “isms”—communism, fascism, socialism—none is worse for society
than cynicism. Nothing fostets healthy democracy than participation of the
public on a large scale.

I believe that if you uphold the recommendations of the Department of
Planning and Development, the result will not just be the slow devastation of
the neighborhoods surrounding Swedish Cherry Hill, but it will foster even
more cynicism than we already struggle against in today’s world.

I hope you are able to see past the patade of off-the-point testimonials, past the
$400-an-hour attorneys and their endless briefs, past the paid-for “experts”™—
on both sides—whose testimony will only show which side has the biggest
budget for smoke and mirrors.

I hope you'll find in favor of the low-rise neighborhoods surrounding the
Cherry Hill Campus—and for the very idea of democracy, right here in Seattle.



Thank you vety much for your time.

Dean Paton

Citizens Advisory Council Member
733 16™ Avenue

Seattle, WA 98122

206-323-1263

dgpaton@mac.com
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Twenty-four yeats ago today 1 bought my home, one block north of Swedish
Cherry Hill. For more than 35 years T have worked as a magazine journalist,
and also as a medical writet in Seattle, and have consulted with all of the major
medical centers—except Swedish. Since 1999 have been Seattle Correspondent
tor The Christian Science Monitor. T joined the CAC in 2013,

When people in Seattle ask where I'm from, my standard answer is: “T was
born at Swedish Hospital.

In 2007, T had a life-threatening medical emergency, the paramedics showed up
in less than 90 seconds, and took me to the emergency room at Swedish Cherry
Hill, less than two blocks from my front doot.

The physicians and staff thete saved my life.

So I came this process with a soft spot for Swedish. T am one of those people,
like Brianne Cassidy, Phillip See, and the others who testified eatlier this week
to the high quality of care we've received at Swedish Chetry Hill.

With all due respect to the admiration all of those patients feel for the
dedicated physicians and staff who may well have saved their lives, theit
experiences with health care have absolutely nothing to do with the essence of
why we’re here today.

And that is: What the applicant wants—their MIMP-—cannot ALL be
accommodated at Cherry Hill Campus without irreparably harming the
livability of the surrounding low-rise, NON-URBAN VILLAGE
neighborhood. It simply can’t.

Please don’t interpret this as a knock on the quality of cate. But understand that
the testimony we’ve heard from the Swedish physicians was delivered with the
kind of pride and loyalty one would expect from just about any physician from
just about any medical center in Seattle. They all think they are “wotld class.”
And that’s a good thing.
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Specialized hospitals ate the future. Yes, indeed. And, in Seattle, what Swedish
talks about creating alteady exists. The University of Washington
Neurosciences Department is titanic in relation to the Neurosciences Institute
at Swedish Cherry Hill. The UW dwarfs Swedish not only in numbers of
talented physicians, but in terms of tesearch, prestigious federal grants, and
scope of treatments offered. The difference between the quantifiable “world
class” qualities of the neurosurgeons and othet neuroscientists at the UW-—and
the aspirations to one day be “wortld class™ by the folks at Swedish, ate extteme
and quantifiable.

No one is against quality health care. But a lot of us came to see this MIMP as
simply too much — in terms of height, bulk, scale and impact on the
surrounding low-rise neighborhood.

That no one is against quality health is important to keep in mind when one
considers the results of that survey, commissioned by the applicant, and
presented to at this hearing on Monday.

If the surveyors had called me, ot you, or anyone in this room, I'm willing to
bet that every one of us would have been in favor of a better Swedish Medical
Center...in favor or better access to care at Swedish...in favor of the good
doctors there having state-of-the-art technology. Sounds good to me.

But if we take any of those 200 nearby neighbors and put them on the CAC, or
bring them to ten, fifteen, twenty meetings of the CAC and expose them to the
mountain of material with which the committee was presented, I'd have to say

it would be virtually impossible for their glowing survey answers not to change.

Compared to the members of the CAC, and even compared to the many
neighbors who came month after month to the CAC meetings, those 600
people surveyed know practically nothing. In my opinion, I’d put the value of
that survey somewhere less than zero.

T'll shift gears now:
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Katie Porter, the CAC chair, mentioned how contentious this entire CAC
process was.

I want to illustrate this with a quick story:

Near the conclusion of the CAC process, I think it accurate to say that I
emerged as the most outspoken critic of the MIMP. (I know, somebody had to
do it.) But then the CAC finished its work, and we were done. Tt was a relief. In
May I took a car trip down the Pacific-ocean coast and back, and on the way

back I checked my email.

There was a message from Wayne Barnett of the city’s Ethics and Elections
Commission, informing me that the ethics violation charge against me had
been dismissed.

What ethics violation? I tried contacting Mr. Barnett, but he didn’t respond. So
I called Steve Sheppatd of the Department of Neighborhoods, and he
informed me that agents of Swedish had charged me with an official ethics
violation. Turns out I was seen talking with someone duting or aftet one of the
meetings who turned out to be an attorney representing Washington CAN.
And, four days after our final CAC meeting, Swedish moved to have me
disqualified from this process.

In fact, the Ethics and Elections Commission found that I was doing precisely
what I was supposed to be doing as a CAC member—talking with people.

The letter from the Ethics and Elections Commission states, in part, “By
opposing the MIMP as a member of the CAC—by submitting a Minority
Report—and in his individual capacity—Dby filing an appeal with the Hearing
Examiner—Mr. Paton did not viclate the Ethics Code.” The letter essentially
slammed Swedish.

This is just one example of what the applicants are willing to do to gain unfair
advantage. They were either unable or unwilling to answer my questions or
address my assertions in the official CAC meetings — so they sought to impugn
my integrity and disqualify me—so 1 would never be able to appear hete today.
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I submit a copy of the letter from city’s Ethics Officer dismissing the complaint
filed against me by Swedish.

You can see why T lost the “soft spot” T had for the institution that brought me
into the world and then saved my life in 2007.

Finally, in 1994 Swedish sold 40 percent of its Chetry Hill Campus to the Sabey
Corporation for $13 million. At the time Matcel Loh, Swedish’s Chief
Operating Officer, said the space was not needed and that the move was
“right-sizing” the campus.

Sabey Corporation rolled out plans to create a shiny new biotech center at its
new holdings—which, by the way, was never an approved use fot the campus.
Nonetheless, the biotech center never materialized. I’d like to submit three
articles for the record: one from The Seattle Times, one from the Puget Sound
Business Journal, and from written by a employee of the Sabey Corporation.

If Swedish had not sold off 40 percent of its Chetry Hill Campus, we would
not be arguing over the need to shoehom too many setvices and way too much
square footage onto the campus today.

Some of us on the CAC, and many in the surrounding community, believe the
neighborhood should not be penalized fot the less-than-visionary future
projections Swedish made in 1994,

That 40 percent that Swedish owns? That’s really where many of the services
called for in this MIMP should propetly be put.

Instead, we have a for-profit cotporations—a landlord—entrepreneurially
benefiting under cover of Swedish’s standing as 2 Major Institution.

And the result is the contentious process in which Swedish and Sabey are
asking you to approve a MIMP where the heights, bulk, scale and impacts on
the neighborhood are unacceptable.
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If they really want that approval, I would suggest—in all seriousness—that they
compensate the several hundred homeowners in the surrounding
neighborhood that will see their quality of life degrade and their property values
decline. $500,00 per household might be a reasonable place to begin these

negotatons.

I know: This might sound absurd. But it’s not, really. It’s not to the
neighborhood, which will be transformed for the worse. And not to those
hundreds of folks who will have to live with the gridlock and the increased
noise. And it should not sound absurd even to hard-boiled business entities,
such as Swedish and Sabey Corporation, where they understand the simple
“costs of business.”

It’s not right—and I would say it’s not legal under city statutes—to ruin what
supposedly is a protected low-tise neighborhood in the name of “wotld class™
profits, whether these go to a for-profit corporation or a supposedly nonprofit
medical organization.

I hope you are able to see past the parade of off-the-point testimonials, past the
$400-an-hour attorneys and their endless btiefs, past the paid-for “experts”-—
on both sides—whose testimony will only show which side has the biggest
budget for smoke and mirrors.

Thank you so much for your time and consideration.
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Sue Tanner

Hearing Examiner

City of Seattle

Seattle Municipal Tower, 40™ Flr
Seattle, WA

RE: Swedish/Sabey MIMP Proposal: Two-story skybridge
Dear Ms Tanner:

T am writing with respect to the above referenced project. Swedish/Sabey has proposed a double level
skybridge. This should not be approved.

» City of Seattle Policy discourages skybridges.

* A better solution is to deny the skybridge altogether and recommend that Swedish/Sabey build a second
tunnel across 16™ Avenue for use of transporting patients.

The public should use the sidewalk and crosswalk to cross the street. A designated mid-block crosswalk
could serve the function of allowing the public to cross the street safely from one building entrance to the
other. This being a low-volume street, it does not pose a burden to cross at grade.

* Patients in wheelchairs being released from the hospital could be picked up in the main hospital entry
after caregivers retrieve a vehicle from the garage.

Below is my rationale for this recommendation

* Swedish/Sabey argued they need a skybridge for patients and hospital personnel and a separate skybridge
for public use. This is a faulty argument.

* There are no separate hallways exclusively for patients and hospital personnel use.

» There are no elevators designated exclusively for patients and hospital personnel.

* The public is allowed to visit patients in their rooms.

» Patients, hospital personnel and the public mix in all public areas of the hespital

» The hospital functions, including OR and patient rooms are located in the hospital tower. The tower on
the east side of 16™ Avenue, according to the MIMP will house a parking garage, research facilities,
education spaces, medical offices and potentially clinics. There are few uses that would be related to the
hospital in this building. Consequently, the volume of use that the skybridge would get is potentially low.
+ 16™ Avenue is a low volume street for vehicles and does not justify a skybridge for pedestrian safety.

* A two-level skybridge creates a 20" wall across the street at a height of 24’ above grade. It degrades the
character of the street and effectively further bifurcates the neighborhood.

* Swedish First Hill does not include any two-story skybridges in its MIMP,

1 encourage you to deny approval of the skybridge for Swedish Cherry Hill.
Thank you.

Respectfully submitted,

Ellen Sellod
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Date: July 12, 2015
To: Hearing Examiner in the case of Major Institution Master Plan application of Swedish Cherry Hill
From: Ellen Sollod

Subject: Comments on Proposed Swedish/Sabey MIMP

My name is Ellen Sollod. | live at 724 15™ Avenue. I am an appellant of Concerned Neighbors Swedish
Cherry Hill. T am a design professional and public artist and routinely work with architects, landscape
architects and engineers designing and constructing public spaces including parks, plazas, infrastructure
projects, schools, hospitals and other public buildings. T create models to visualize projects and to represent
plans in 3-dimensions.

We created this model after multiple requests to Swedish/Sabey produced no result. They produced their
model after we presented ours,

The model illustrates the massing proposed by Swedish/Sabey for Alternative 12 and illustrates the
ownership of the campus property.

The model was derived from the diagram of Alternative 12 on page 53 of the MIMP and is built at 1/32™
scale. It accounts for the change in elevation from the west to the east of the campus but dees not account
for the change in elevation from Cherry to Jefferson where there is elevation change, with the property ata
higher elevation on Cherry than on Jefferson, particularly between the north and southern points on 18
Avenue,

The model demonstrates how the proposal does not conform to the Land Use Code or the intent of the
Comp Plan.

The institution did not provide full-scale diagrams so the measurements were developed based on the scale
tHustrated in the MIMP. The purpose of the model is to
1. Illustrate the height, bulk and seale relative to the surrounding community.
2. 1llustrate ownership of property within the MIO boundaries
3. Nlustrate discrepancies between the MIMP document and illustrations of proposed
expansion which show setbacks that are not included in the MIMP
4, THustrate the impacts depending upon how elevations are derived
5. Demonstrate that the expansion does not provide adequate transitions to the surrounding
uses as required by the Land Use Code.

1. Tllustrate the height, bulk and scale relative to the surrounding community.
It is a massing model and does not suggest architecture. It does illustrate setbacks around the campus that
have a direct impact on the surrounding neighborhood.

2. Illustrate ownership of property within the MIO boundaries

The MIMP is guite vague about how it describes property ownership. It never mentions Sabey Corporation
to whom Swedish sold 40% of its property in 2002. Sabey owns all property topped with blue. The light-
green is owned by the Rehabilitation Center NW and the Carmack House property. The only property
owned by Swedish is the tan property. It should be noted that Swedish owns only a portion of the property
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bounded by Cherry and Jefferson and the west side of 18" and the east side of 16™. Swedish leases some of
the property in James Tower and some of the property in the Jefferson Tower. The remainder is leased by
un-affiliated medical providers or for-profit corporations such as Lab Corps.

According to the diagram Swedish will own the skybridge. The building that it connects to, according to
the MIMP, is an “affilitiated use™ property that is owned by the Sabey Corporation and described as
providing “public circulation” on the diagrams. The MIMP states “the existing skybridge may be replaced
with a 2 level bridge to provide both public flow and separate patient flow.” City policy discourages
skybridges in general and has approved them for hospitals in the past when they provide for patient
circulation. Public circulation should occur at ground level if there is a desire to separate uses. Simply
providing a convenience should not be an adequate justification for constructing a 2-level (approximately
20°h) wall obstructing views down the street and creating, in effect, a two-story building crossing the street.

3 and 4. Hllustrate discrepancies between the MIMP document and illustrations of proposed
expansion which show setbacks that are not included in the MIMP and impacts based on how grades
are derived.

Figure C-3 on page 52 purportedly illustrates “planned future height, bulk and form”. Since this is neither
architecture nor binding on the institution, it is not a reliable illustration of actual impacts. This illustration
is shown from the southeast, from which the impacts of expansion are minimized due to the institution’s
current buildings which they are illustrating as not changing, though they are not bound by the MIMP not
to redevelop these properties. Consequently, the 12-15 story wall that flanks the campus on the west and
north is not perceivable from this illustration. The campus is effectively turned into a fortress, turning its
back on the neighborhood. In addition, this illustration shows a significant upper level setback on the center
building on 15™ Avenue. This setback is not listed in the MIMP in Section GG on page 30 or in Table B-2
and, consequently, the institution is not bound by this setback. With the exception of the designation of the
150’ height on 15™ Avenue and the 125” height on 16™ Avenue, the MIMP does not indicate how
maximum elevations will be derived.

The CAC in its report requested specific measurements be used to ensure that buildings along the £
Avenue half-block would not exceed 37°. However, the MIMP is silent on how Sabey who owns this
property would determine the grade. This could have a significant impact, particularly on the adjacent 19"
Avenue half-block because of the change of elevation north to south between Cherry and Jefferson. If the
institution uses a peint at the north end of 18™ Avenue, the properties on the southern end could be much
taller.

5, Demonstrate that the expansion does not provide adeguate transitions to the surrounding uses as
required by the Land Use Code.
The Land Use Code Chapter 23.69 Major Institution Overlay District section 002.
States:
A. Permit appropriate institutional growth within boundaries while minimizing the adverse impacts
associated with development and geographic expansion
B. RBalance a Major Institution’s ability to change and the public benefit derived from change with the
need to protect the livability and vitality of adjacent neighborhoods
I. Make the need for appropriate transition primary considerations in determining setbacks. Also
setbacks may be appropriate to achieve proper scale, building modulation or view corridors.
The model clearly illustrates the significant impact of the increased height, bulk and scale on the
surrounding single family and low-rise residential neighborhood. The surrounding zoning is for 30" high
residences. The adjacent MIO of Seattle University used a maximum of 65” as a transition to the
neighborhood. Swedish/Sabey’s proposal for 150” and 105’ buildings directly across the street from low-
rise residential buildings and a 160° h building within 30 of the adjacent low-rise zoning does not provide
an appropriate transition. Zero lot line setbacks and setbacks of 5* do not provide adequate transition or
allow for a landscaped buffer. Upper level set backs of 10°-15” do not mitigate the wall of buildings that
creates a fortress-like quality on the north and west sides of the campus. A single block-long building along
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the 18" Avenue half-block creates an unrelenting barrier with building heights looming above single-family
homes.

Transitions according to the Land Use Code includes natural barriers, changes in elevation or significant
setbacks such as open spaces and green spaces. In the case of Swedish, there are none of these. The
transition between the west ¥ block of 18™ Avenue and the 19™ Avenue single family zone is a lot line with
the equivalent of a rear yard setback—-hardly a transition when the properties are not even separated by an
alley.

In the case of Swedish First Hill, a high-rise zone, upper level setbacks are considerably more than those
proposed for Swedish Cherry Hill. In the case of the SU MIO, the 14™ Avenue transition included the
arterial of 14™ Avenue, a 15’ ground level setback and upper level setback of 80°, all on a building totaling
65°. Swedish proposes buildings of 150" on its western border with 0’ lot line setback at the ground plane
and 10’ and 15° at 37’ and 65 respectively. Along Cherry Street, its proposal for an upper level setback at
105’ is 30’. None of this represents the kinds of transitions envisioned in the Code.

The Hearing Examiner, in the case of Children’s Hospital MIMP found that proposed setbacks of 40 at the
ground plane was not reasonable and that setbacks of 75” with a requirement of an extensive landscaped
buffer would be appropriate. She also found that the impact of zoning property to MIO 160 or MIO 125
“cannot be minimized by the use of transitions in height, upper level setbacks and 20-40° setbacks”. The
Hearing Examiner went on to say “Although greater than 40°, the proposed M10160/140 and MIC 160/125
districts may be considered outside an urban village, but only if the proposed heights would be consistent
with an adopted neighborhood plan, a major institution’s adopted master plan or the existing built character
of the area.” Like Laurelhurst, Squire Park is cutside an urban viliage and has adopted no neighborhood
plan that includes such language. The proposed heights are not consistent with the expired Swedish MIMP
that capped heights at 105" and are not consistent with the area’s existing built character which is
-overwhelming one and two story single-family residences and low-rise multifamily. The entire area is
zoned SF5000 and Low-rise 1 and Low-rise 3. If the Hearing Examiner found transitions and heights
inappropriate for Laurelhurst, the same should be found for Squire Park.

EIS
Section 3.4.1 Height, Bulk and Scale

34.1.2 Affected Environment

The EIS erroneously characterizes the blocks to the north of the campus across E Cherry Street as “a mix of
office/commercial, 2-story condominiums, a multi-story condominium complex, and single-family
residential.”

In fact only the office/commercial use and multi-story condominium are directly across from the campus.
The remaining properties are single-family homes and low-rise residences. While there is a state-owned
office building, a church, a school and a non-profit neighberhood organization located in the blocks north
of Swedish, the description in the EIS is completely inaccurate. Any use that is not single family or low-
rise residential has been permitted as & conditional use or is grandfathered and would not be able to built
today. The attached document showing the street and development pattern from East Cherry Street to
Union between 15% and 20“‘, clearly illustrates that this is the case.

3.4.16 Viewpoint 3:

3.4.17 Alternative 12

The viewpoint obscures the ability to discern the two-level sky bridge and but clearly illustrates that it is
impossible to view down the street to Jefferson. The narrative does not call attention to the presence of this
expansion and does not describe its impact on the ability to see down the street.

3.4.40 Viewpoint ! 1

3.4.42 Viewpoint 11: Alternative 12

IHustrates a solid second level of skybridge, clearly illustrating the massive impact on the street.
3.4.1.6 Significant Unavoidable Adverse Impacts



The EIS clearly states the increases in height, bulk and scale would have “significant unavoidable adverse
impacts.” Yet, no alternative was evaluated that would result in not having these impacts on the
surrounding neighborhood.

3.4.1.3 View Impacts

The EIS clearly states that under all build alternatives, views of the James Tower that is designated asa
Seattle landmark would be blocked from adjacent street and that it would not be visible from Seattle
University. No mitigation measures such as upper level setbacks were suggested. A dispersal alternative
that would have eliminated this impact was not evaluated.

Finally, the Code that established the Major Institution District Overlay never anticipated that a for-profit
developer would be an applicant for a MIMP. The Code states that its purpose “is to regulate Seattle’s
major educational and medical institutions.” It is inappropriate that Sabey Corporation has been given
status as a proponent in this proceeding and as an author of the MIMP. Sabey is neither an educational nor
medical institution. It is a for-profit developer that will benefit from up-zoning that was never intended in
this neighborhood for anything other than a hospital. That it will rent property to Swedish or will rent
commercial medical office space for potentially medical uses does not make it a hospital. The MIMP was
not created to encourage or allow end-runs on the City’s zoning code. While an institution is not required to
own all property within its MIO, the assumption was that the MIMP would allow the institution to acquire
property within the MIO to advance its purposes and benefit the public. There have been cases when an
institution has used a for-profit developer to develop property within the boundaries that it owned, it has
been that that property was developed for the direct use and benefit of the institution. For example, in the
case of Seattle University, the Seneca Group developed a dorm on SU-owned property. That dorm will
revert to SU ownership after a set period. Sabey has made no such guarantees.

The fact that Sabey has been given standing in this process undercuts the public’s trust. It gives a
commercial developer the same rights and benefits that were intended for a non-profit institution that is
providing a public benefit in the form of education or medical services. This should not be allowed.

The MIMP neither conforms with the Land Use Code for Major Institutions nor the City’s Comprehensive
Plan. Alternatives that would have dispersed use to minimize impacts were not proposed by the institution
or evaluated by the EIS. The Comp Plan says that employment centers should be located where there is
transportation infrastructure to support them. The EIS found that multiple intersections would be degraded
to 1.OS F and that there are unmitigatable transportation impacts. It is not near light rail. There are only two
very crowded bus lines that serve the campus. It is not within the streetcar walk shed.

The MIMP should not be approved as proposed. There is toc much height, bulk and scale. It does not
provide appropriate transitions to the surrounding neighborhood. It provides significant financial benefit to
a commercial developer that would not be allowed were the developer to seek a rezone for this property.

All of the neighborhood associations have spoken out against this expansion: Squire Park Community
Council, Cherry Hill Community Council, and 12™ Avenue Stewards. I am member of each and support
their statements, Furthermore, ! support the CAC Minority Report authored by Dean Patton, et al.
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The Olympus Condominium 150/
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GRADES OF SURROUNDING STREETS

East-West Grade Changes

Cherry & 14th: 282 ft Cherry & 15th: 315 ft +33°
Cherry & 15th: 315 ft Cherry & 16th: 335 ft +20°
Cherry & 16th: 335 ft Cherry & 17th: 354 ft +19°
Cherry & 17th: 354 ft Cherry & 18th: 367 ft +13’
Cherry & 18th: 367 ft Cherry & 19th: 344 fi 23
North-South Grade Changes

Cherry & 14th: 282 ft Jefferson & 14th: 282 fi 0
Cherry & 15th: 315 ft Jefferson & 15th: 295 ft -20°
Cherry & 16th: 335 fi Jefferson & 16th: 315 ft -20°
Cherry & 17": 354 ft Jefferson & 17th: 338 fi -16’
Cherry & 18th: 367 fi Jefferson & 18th: 338 ft -3o°
Cherry & 19th: 344 ft Jefferson & 19th: 328 i -16°




MUFP No. MORIZK
DPD DRAFT Director’s Repart ~ Neattle $niversity MIMP

Pagr 36

b) The extent to which any structure is permitted to achieve the height limit of the
MIO District. The Director shall evaluate the specified limits on the structure
height in relationship to the amount of M) Bistrict area permitted to be
covered by structures, the impact of shadows on surrounding praperties. the
need for transition between the Major Institution and the surrounding arca, and
the need to protect views:

The development program Lud eut i the MIMP Dists planned and potentiad projects with encugh
spectficty that some of therr potential impacts can be anticipated. The NMIMP discasses jot
coverage on pages 117-118. Chapter 3.6 of the FEIN presents o dewiled shadow anadysis tor
vanous times of dav and vear. The MIMP discussex butlding setbacks on pages 11021150 These
discussions analvze these questions as far as the available wformanon permits. bmpacts from
addinional bulk and scale cannot be fully analyvzed due 1o the prehminars conceptual Tesel at
which cach bulding has been designed. Fhe MIMP imcludes o setof desien guidelines that wild
help wddress how budding design will matipate nnpacts from addienal bulk anad scate of new
construction at specitic sites. I necessary, additonal consideration of potential bulk and scale

unpacts wlb oceor at the tme of MUP review of future propects

Because the campus s m a vabley . views o the area are generadby iimited and lovalized There
are no desipnated view cornidors 1o the area although imited views do occur along public nights
of way. None ol these public views will be negatively affected by the development contemplated
in the MIMP. Therefore Scattie Universing s proposed growth would have no mapact i thas
regard. The Final Master Plan would affect no views from publie rights-of-uway or other public

SPRICES.,

On the exasting campus. the MIO height limits would remain much s they are todos . with
structures regulated by the MO 160 along the western edge and MO 105 over the contrad part of
campus  {he herght Iimits on the property at the northwestern guadeant of Columbia and 141k
would he mereased from 37 feet to 635 feet. The southwestern quadrant would be imcreased trom
37 feet o 63 teet. The hetght limit on the area of campus generaliy east of 20 would morease
from 37 teet and 30 feet to 37 feet and 65 Two sites include limited beight restrictons. Brpure 2

shows the existing MO boundaries and height himits Fioure 3 shows both the evisting MO
boundaries and the hereht iimiss as well as the proposed boundiries and height s,

= L. o . \ o
Fhe transition along 147 Avenue poses the most sensitiv e trapsitional relationship in netght. bulk

and scale,_and DPTYcopsiders thisTo be a cntical boundan edee. From the east single 1'::111!1_\_'_"
“Thomes would be separated from the new devetement by the widih of the strect rightcol-wasmr—
47 Avenue, a 66-Toot butfer T addition, there 1573 T8 Toot pround Tes el sethadT aind hen upper
fevel sethacks tabove ST Tectyol o feet fonhe 100 Fast Columbin siter and 86 oot fon the
1313 East Columbia siter. The 37 foot haighCapproximates the heighits allow e i the
OWTIRT 7ones, as well as the current MEO herght desienation 1t should alse be poted

umicrhing
that the topography rises across 14" Avenue to the east. so rany of the existing structures would
be around the sume fevel or above the 37-foot height portion of the proposed siructures. Phese
upper leved sethacks were proposed as part of the Revised Pinal MINGP - Orctober 200 ] and
mereased from A0 foet as stated mthe Final MIMP O June 2011 The richi-otoaas widih



Dear Examiner Tanner,

I lived in the Central Area in Seattle for several years on the west side of 19™ Avenue, between Cherry
and Jefferson. | am concerned that the expansion of the Swedish Hospital campus will adversely affect
the near neighbors and the Central Area neighborhood. The height, bulk, and scale of Proposal-12 is
inappropeiate for the guality-of-life of the people living in this neighborhood.

The long, construction phase of such an aggressive build will make living near the site very difficult. After
the build, the resulting, out-of-scale campus will disrupt life for the Central Area residents, but also for
several neighborhoods to the east. The peogle Jiving in the neighborhoods of Leschi, and Mount Baker,
also depend on the thoroughfares of Cherry and Jefferson streets 1o commute.

Given the existence of several other Swedish campuses in Seattle and Issaquah, | think the hospital-
support facilities that Swedish wants to locate on their Cherry Hill campus can be buiit elsewhere, in
order to preserve the character and livability of the Squire Park neighberhood,

I am in favor of the Minarity Report, which advocates for remodel of the existing facilities and a build
out of a more reasonable height, bulk and scale. Of special concern is the haif-block on the east side of
18™ Avenue. Proposal-12 shows a four-story, monolith, The minority report recommends several, free-
standing buildings, with space between, and even a green-space. These lower-rise, separate buildings
are an actual transition to the neighbors’ homes, which abut this Sabey property.

Swedish shouid be updated, but not at the expense of such a treasure as the neighborhood home of
Ernestine Anderson, Jimi Hendrix, Quincy Jones, and Bruce Lee,

Thank you,
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City of Seattle Telephone Survey 2015
April 30th - May 8th, 2015
Seattle Effective n=416; Margin of Error = # 4.9 Percentage Points
Neighborhood Oversample Effective n=200; Margin of Error = £ 6.9 Percentage Points
EMC Research #15-5609

Hello, my name is , may | speak with (NAME ON LIST. MUST SPEAK WITH NAME ON LIST).

Hello, my name is and I'm conducting a public opinion survey for EMC Research. This is a public opinion
research study on how people in Seattle feel about some of the issues facing them. This is not a sales or
telemarketing call. Your answers are strictly confidential and will be used for research purposes only. We thank you
in advance for participating.

Seattle Oversample

1 Sex {(RECORD FROM OBSERVATION)
Male 47% 52%
Female 53% 48%
2. Are you registered to vote in Seattie?
Yes 100% 100%

No - TERMINATE - -

3. How likely are you to vote in this year’s November 2015 election for statewide initiatives, Seattle City
Council, and city ballot measures? Are you almost certain to vote, will you probably vote, are the chances
50/50, or do you think you will not vote in next year's November 2015 election?

Almost certain/ {Definitely will vote) 90% 28%
Probably 9% 9%
50/50 Chance 2% 3%

Will not vote/{Don’t know) = TERMINATE - -

4, Do you feel that things in your neighborhood are generally going in the right direction or do you feel things
have gotten pretty seriously off on the wrong track?
Right direction 64% 53%
Wrong track 23% 29%
(DNR: Don’t know) 14% 19%
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- EMC #15-5609

City of Seattle

Seattle

Oversample

[ASK QUESTIONS Q5-6 BELOW OF SQUIRE PARK AREA SAMPLE ONLY]

Are you aware of or have you heard about any new construction projects currently being considered in your
neighborhood?

5.

Yes
No
(DNR: Dan’t know)

(IF Q5 = 1, ASK Q6)

6.

Apartments/multiunit dwellings/residential
Commercial construction/retail buildings
Adding bike lanes/expanding roads/
construction

Hospital expansion

Public transit expansion

23rd Avenue corridor project

Public buildings (court, detention center...)
Parks/green-space

School remodeling/construction

Other

Don’t know

(RESUME ASKING EVERYONE)

7.

(IF Q7=1 or 2, ASK Q8. IF Q7=2 or 4, ASK Q9. IF q7=5, ASK Q10. IF Q7=6, SKIP TO Q11)

Strongly Favor

Somewhat Favor

Somewhat Oppose

Strongly Oppose

{DNR: Undecided/Don’t know)
{DNR: Refused)

35%
36%
4%
3%
16%
1%

91%
9%

What projects are being considered? (OPEN-END, TAKE UP TO THREE RESPONSES, DON'T PROBE)

64%
28%

12%

9%
5%
5%
3%
1%
1%
3%
4%

Swedish Medical Center has proposed to expand and modernize its Cherry Hill location in the Squire Park
neighborhood of the Central District. The finished facility would stay within its current boundaries, but the
tallest buildings could be eleven stories instead of the current eight. It would include new operating rooms,
expanded vascular, brain research, diabetes, and heart health services, a small inn for families of patients,
and seismic upgrades. In general, do you favor or oppose this Swedish Cherry Hill Hospital expansion {IF
RESPONSE IS FAVOR/OPPOSE THEN ASK FOLLOWUP: “Is that Strongly or Somewhat Favor/Oppose?”]

25%
38%
10%
13%
13%

1%



. EMC #15-5609 City of Seattle

Seattle Oversample

8. What is the main reason you favor this proposal? (n=430) (OPEN-END)
Neet?l choices for health.care/ access to 22% 6%
quality health care services
Expansion is a good thing/ progress/facility 20% 15%

upgrades needed
To keep up with growing population 9% 5%
They do a good job/help people/ will

benefit community 9% 12%
Building up, not out/ 3 more stories ok 7% 9%
Excellent facility 5% 7%
Research/ research facilities are important 3% 1%
Bor_n there/had my kids there/been a 39 4%
patient there
Mo reason not to/ don’t see a problem 3% 3%
Will create jobs/ help economy 3% 5%
Bad neighborhooq/ forgotten area of 39 2%
Seattle will benefit
Support idea of healthcare/hospitals in 9% 59
general
Personal work experience at
facility/understand the need for upgrade 2% 1%
Seismic upgrades are needed 2% 1%
Sounds good/reasonable in general 2% 1%
Other 2% 1%
Don’t know 3% 2%
9. What is the main reason you oppose this proposal? (n=74) (OPEN-END)
No need for the expansion 36% 18%
It's taking over the neighborhood 35% 24%
Need more information 7% 3%
It’s terrible for traffic/congestion/parking 6% 24%
Height is too much for residential area 6% 20%
Other 7% 10%

Don’t know - -

10. What is the main reason you are undecided about this proposal? (n=96) {(QPEN-END)

First 'm hearing of expansion 14% 11%
Need more information 49% 57%
Too much growth/expansion 7% 6%
Don’t live in the neighborhood 25% 17%
Other 3% 0%
Don’t know 2% 6%

{(RESUME ASKING EVERYONE)



« EMC #15-5609 City of Seattle -4-

11INT. Please tell me whether you strongly agree, somewhat agree, somewhat disagree, or strongly disagree with

each of the following statements.
{READ AFTER EACH UNTIL UNDERSTQOD: Do you strongly agree, somewhat agree, somewhat disagree, or strongly

disagree with that statement?)
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(RANDOMIZE)
11. Seattle’s population is growing and we’re going to need more quality health care facilities to serve our
residents.

Seattle 58% 33% 3% 1% 1% 0% 91% 4%
Ovrsmpl. 48% 35% 7% 4% 5% 1% 83% 11%
12. When more medical research is done in Seattle, everyone here benefits from the advances made in health

care.
Seattle 62% 27% 5% 2% 4% 0% 89% 7%
Ovrsmpl. 48% 32% 8% 4% 6% 2% 80% 12%
13. Now that more people have health care coverage as a result of the Affordable Care Act there is greater
demand for Seattle’s hospitals.
Seattle 28% 39% 8% 5% 19% 1% 67% 14%
Owvrsmpl. 20% 39% 16% 6% 19% 1% 59% 22%

14, [ASK IN SQUHRE PARK SAMPLE ONLY] My neighborhood is growing and changing too fast. | don’t want any
new developments that bring more traffic and change to my neighborhood, no matter what it is. (n=400)

Ovrsmpl. 18% 25% 32% 20% 4% - l 43% 53%

{END RANDOMIZE)
Seattle Oversample

15. Swedish Medical Center’s Cherry Hill hospital has been in the Squire Park neighborhood for one hundred
years. The hospital has several areas of specialty including brain care, heart and vascular care, treatment for
stroke victims, kidney dialysis, and an advanced treatment center for M-S. In general, do you think having
this hospital located in the neighborhood is positive or negative for the area?

Positive 89% 84%
Negative 3% 7%
{DNR: Not Sure/Don’t know) 8% 9%

(DNR: Refused) 0% -
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16INT. Some project opponents suggest that instead of modernizing and expanding on Cherry Hill, Swedish should
build a new hospital for these specialties in the suburbs to avoid impacts on the Squire Park neighborhood. Please
tell me whether you strongly agree, somewhat agree, somewhat disagree, or strongly disagree with each of the

following statements.
(READ AFTER EACH UNTIL UNDERSTOOD: Do you strongly agree, somewhat agree, somewhat disagree, or strongly

disagree with that statement?)
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(RANDOMIZE)
16. | want a hospital with these specialties close by where they can care for my family and friends, not
somewhere in the suburbs.
Seattle 50% 30% 8% 4% 7% 0% 80% 12%
Ovrsmpl. 44% 34% 9% 8% 1% 1% 77% 17%
17. Building a new hospital in the suburbs may not be as convenient for people living in Seattle, but hospitals

don’t belong in residential neighborhoods. Swedish should build a new hospital for these specialties in the
suburbs so there is no traffic impact on the Squire Park neighborhood.

Seattle 8% 17% 32% 34% 8% 1% 25% 66%
Ovrsmpl. 15% 13% 33% 33% 6% 1% 27% 65%
18. The new Swedish Cherry Hill hospital will house state of the art medical treatment and care for breathing

problems, heart issues, and brain care. The hospital expansion is good for the neighborhood and good for
everyone in Seattle.

Seattle 39% 42% 6% 4% 9% 0% 81% 10%
Ovrsmpl. 36% 39% 12% 7% 6% 0% 75% 19%
19. Increasing the height of the Cherry Hill Medical Center to eleven stories is too much and will be out of place

in the single-family neighborhocd.
Seattle 8% 18% 36% 29% 8% 0% 27% 65%
Ovrsmpl. 24% 17% 27% 26% 5% 1% 41% 53%
20. Hospitals drive community health and economic vitality. They benefit neighborhoods by creating jobs at all

skill levels, offering emergency services and family medicine, and providing a needed customer base so small
businesses can thrive in the community.
Seattle 46% 42% 5% 2% 5% 0% 88% 7%

Ovrsmpl. 45% 36% 7% 5% 6% 0% 81% 13%

{END RANDOMIZE)
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21INT. Some neighbors of the Swedish Cherry Hill Medical Campus have expressed concern about the proposed
expansion and modernization project, saying it will bring increased traffic to the neighborhood. 'd like to read you
some things that have been proposed by Swedish to mitigate traffic impacts on neighbors. For each of the following
please tell me if that proposal would make you more likely or Less Likely to support the Swedish Cherry Hill
expansion and modernization project.

[AFTER EACH UNTIL UNDERSTOOD: would this make you more likely or less likely to support the project?]

[IF RESPONSE IS MORE/LESS THEN ASK FOLLOWUP: “Is that Much or Somewhat MORE/LESS likely?”]

® - - - ) =
m o o = ] Q — ] >
3 g = £ g 28 3 = E
s = 3 o g - 5 2 83 3 @ S
s g g S g 4 s & c 5 B S 9
=5 3= b Pt 2= 2a e s g
(RANDOMIZE)
21. Providing hospital employees with free transit passes so they can get to work without using a car
Seattle 64% 27% 4% 2% 2% 0% 91% 7%
Ovrsmpl. 62% 29% 3% 4% 3% - 91% 6%
22. Adding off-street parking to meet the increased need
Seattle 49% 34% 4% 6% 7% 0% 82% 10%
Ovrsmpl. 43% 30% 11% 5% 10% 1% 73% 17%
23. Patrolling neighborhood streets regularly and penalizing hospital employees who are parking there
Seattle 19% 31% 21% 11% 18% 1% 50% 32%
Ovrsmpl. 17% 33% 18% 15% 16% 1% 50% 33%
24, Providing housing subsidies to employees who find housing clase to the hospital and agree to walk to work
Seattle 48% 30% 8% 7% 7% 0% 78% 15%
Ovrsmpl. 43% 34% 4% 8% 10% 1% 77% 13%
25. Staggering start and end times for employees to avoid traffic congestion at particular times of day
Seattle 40% 44% 6% 2% 8% 0% 85% 8%
Ovrsmpl. 34% 42% 6% 6% 11% 1% 76% 12%
(END RANDOMIZE)
Seattle Qversample
26. Increasingly, hospitals are partnering with private developers to build facilities so hospitals can use their

resources to purchase advanced medical equipment instead of funding buildings and facilities. For this
project, Swedish has partnered with a private developer to help with the facility expansion and
improvements. In general, do you think having the hospital partnher with a private devloper is a good idea or
bad idea, or doesn’t really matter one way or the other?

Good idea 21% 17%
Bad idea 14% 22%
Doesn’t matter one way or the other 46% 41%
(DNR: Not Sure/Don’t know) 19% 18%

(DNR: Refused) 1% 1%
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Seattle Oversampie

27.

28,

For this project, the local developer is Sabey Corporation. Do you have a favorable or unfavorable opinion of
Sabey Corporation? If you have never heard of Sabey please say so? (IF FAVORABLE/UNFAVORABLE] Is that
strongly favarable/unfavorable or somewhat favorable/unfavorable?

Strongly Favorable 3% 1%
Somewhat Favorable 9% 4%
Somewhat Unfavorable 5% 1%
Strongly Unfavorable 2% 6%
Never Heard of Sabey 66% 71%
(Cant Rate/ Don't know) 15% 13%

I would like to ask you again about the proposed expansion and modernization of the Swedish Medical
Center on Cherry Hill in the Squire Park neighborhood of the Central District. The proposed expansion would
add new facilities and renovate the one hundred year old hospital building. The finished facility would stay
within its current boundaries, but the tallest buildings could be up to eleven stories instead of the current
eight. It would include new operating rooms, expanded vascular, brain research, diabetes, and heart health
services, a small inn for families of patients, and seismic upgrades. Hearing this, would you say that you
favor or oppose the Swedish Cherry Hill Hospital expansion?

[IF RESPONSE IS FAVOR/OPPOSE THEN ASK FOLLOWUP: “Is that Strongly or Somewhat Favor/Oppose?”]

Strongly Favor 50% 34%
Somewhat Favor 33% 34%
Somewhat Oppose 6% 10%
Strongly Oppose 3% 14%
{DNR: Undecided/Don’t know) 7% 7%

(DNR: Refused) 1% 0%
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And finally, a few questions for statistical purposes only.

Seattle Oversample

29. Have you or a member of your family used the services of one of Seattle’s hospitals in the last twelve
months?
Yes 62% 60%
No 37% 37%
{DNR: Don't know/Not Sure) 1% 3%
{DNR: Refused) 0% 0%
30. Have you or someone close to you ever used the Swedish Cherry Hill facility? [IF YES: was it yourself,
someone close to you, or both?]
Yes, self 21% 21%
Yes, someone close to you 29% 21%
Yes, both 18% 17%
No 30% 3%%
{DNR: Don’t Know/Not Sure) 2% 1%

31A.  What year were you born? [RECORD YEAR - VALID RANGE: 1910-1997; IF REFUSED, Q31A=9999]

31B. [AGE RANGE - CODE FROM PREVIOUS QUESTION]
[IF Q31A=1986 thru 1997 Q31B=1]
[IF Q31A=1976 thru 1985 Q31B=2]
[IF Q31A=1966 thru 1975 Q31B=3]
[IF Q31A=1951 thru 1965 Q31B=4]
[IF Q31A=1910 thru 1950 Q31B=5]
[IF Q31A=9999 THEN ASK FOLLOWUP: “Would you say you are age (READ LIST)...”]

18to 29 7% 9%
30to 39 17% 26%
40to 49 19% 24%
50to 64 30% 23%
65 or over 27% 18%
32. Do you generally think of yourself as a Demaocrat, an Independent, a Republican or something else? (IF

DEMOCRAT/REPUBLICAN) Would you call yourself a strong (DEMQCRAT/ REPUBLICAN) or a not very strong
(DEMOCRAT/REPUBLICAN)? (IF INDEPENDENT) Do you think of yourself as closer to the Demaocratic or
Republican party? {IF NEITHER CODE AS “Independent”)

Strong Pemocrat 48% 55%
Not very strong Democrat 13% 17%
Independent, closer to Democrat party 9% 9%
Independent 8% 3%
Independent, closer to Republican party 2% 2%
Not very strong Republican 2% 0%
Strong Republican 3% 0%
(DNR: Something Else/Don't Know) 15% 13%

FINISH: Those are all of my questicns. Thank you very much for completing this survey. Again, this survey was for
informational purposes ondy. Thank you and have a good day.
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s Jut 13 mi2: 28 July 12, 2015
To: EOF
Seattle Hearing Examiner HEA&%%XAW!NEF
From:
Greg Harmon, near neighbor
536 19th Ave

Re: Swedish MIMP proposal, Project 3012953

There are numercus problems with the Swedish MIMP proposals that we've seen. We are now
at Alternative 12 and have the Final MIMP. Alternative 12 and the CAC’s majority report should
not be accepted. | support the Minority Report by “Dean Paiton and Others”. it comes much
closer to balancing the needs of the institution and the livability of this neighborhood.

The MIO is meant to balance needs of the institution with ihe livability of the neighborhood.
Altemative 12 and the Majority report do not find a balance. The institution and its private
development partner are getting s¢ much, and what's to show for ihe public benefit? As | and
many neighbors see it, there is very little offered in the way of mitigation, nor is there any way to
sufficiently mitigate such a iarge development.

In terms of setbacks, those in Alternative 12 and the Majority report should be increased. The
setbacks need to work to ensure a transition from the MIO to the adjacent Single Family and
Low Rise zoning. They should conform to what the underlying zoning requires or otherwise
clearly transition to the neighborhood. All around the perimeter of the MIO the setbacks should
he maintained, as in Patton's Minority Report.

Traffic
There will be such adverse fraffic impacts from this development. The final EIS says there will
be FOUR MORE intersections operating at Level of Service F. This is relative to future traffic,
not current traffic, as some CAC members were wondering at the 1/8/15 meeting.
“Alternatives 11 and 12 would result in two additional intersections operating at LOS F
and one less intersection operating at LOS E during the weekday AM peak hour and four
additional intersections operating at LOS F during the weekday PM peak hour, the same
as with Altemative 8.” (page 3.7-43)
The TMP does consider adding traffic signals at two intersections, but there is no guarantee that
it would happen, nor is there an analysis of how that would affect the LOS.

There is just too much more traffic. The EIS projects that daily trips will DOUBLE due to
Alternative 12 by 2040 (5,439 now vs 10,942 in 2040; see Table 3.7-12).

Swedish and its tenants have done some work recently to try to improve their transportation and
get closer to their SOV goal. But this work has only started now, during their MIMP renewal



TN Otme s
process. They have had decades to work on their TMP compliance and have done very little
untit time has come to renew their MIMP. This-kind of behavior does not inspire confidence that
they wiil be able to meet their current TMP‘SBV goal-or a new proposed TMP SOV goal.

As they recommend, the MIMP should restrict each phase of new development until TMP goals
are met.

Height / Transition

The MIMP needs to work on its transitions to its Residential and Low Rise underlying and
adjacent zones. i proposes 125’ along its border with SU! It needs to come down to the SU
height of 65°. This is one of the important points of an MIQ, that there is a transition to its
surroundings.

Sabey

Much of the development is on Sabey property. Giving this private developer permission to build
s0 much *commercial* medical office space in an otherwise residential neighborhood does not
seem to match the intention of the MIO code. }t appears that they are getting an unfair
advantage over other corporations that cannot build medical office space in this area, so Sabey
should be restricted in how much they can build in this MIO.
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STATE OF WASHINGTON

OFFICE OF THE GOVERNOR

OLYMPIA
- ) Ct 985040413
BOOTH GARDNER
. GOVERNOR
May 15, 1987

Ward C. Miles, M.D., Chair .
State Health Coordinating Council -
Mail Stop 0OB-43F

Olympia, Washington 98504

Dear Mr. Miles:

I am pleased to approve the State Health Plan (SHP) developed by the State

Health Coordinating Council under the provisions of the State Healtn Flanning
and Resources Development Act (RCW 70.38). This document presents ambitious
and worthy objectives for the improvement of health status and development of
health services in the state. Executive agencies should take appropriate
steps within available resocurces to assure that thelr peclicies are consistent {
with the directions s2t forth in this plan.

The content of the State Health Plan has been developed over many months, and
there are areas where recent events require an update of the situation
described in Volume 1 of the Plan:

Acquired Immune Deficiency syndrome (AIDS). The plan was developed
before the scope and severity of the AIDS problem was fully recognized.
I am confident that the SHCC, the Department of Social and Health
Services and other responsible entities will expand their consideration
of this important issue. '

Conditions in correctional institutions. The overcrowding of
correctional institutions referred to in the plan is mitigated by the
opening of a a new state correctional facility at Clallam Bay.

Prenatal Care. Significant movement toward the plan's prenatal care
goal has been made in recent months due to legislative action to
appropriate additional funds for expansion of the program as I had
requested. This action demonstrates the high priority placed on this
goal by both the executive branch and the legislature.




Ward C. Miles, M.D.
May 15, 1987

7 age two
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Basic health care. Progress also has been made toward the plan's goal
of equitable access to health care and the provision of a basic level of
nealth services to all state residents as a result of pending
legislative action on the Basic Healtn Care Plan (House Bill 477).

I want to thank the members of the state Health Coordimating Council and the
many health care consumers and providers around the state who contributed to
the development of this State Health Plan. Your continuing interest and
involvement will help us to develop an efficient and effective health care
system ani to seek ways to igprove the health status of state residents.

Sincerely,

Booth Gardner -

Jovernor -

“?21Hm
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A.

INTRODUCTION

Volume II of the State Health Plan was originally developed by the
State Health Coordinating Council, Department of Social and Health

. Services: and- Health Systems Agencies (HSAs) as a set of integrated
state and 1ocal health planning and Certificate of Need (CON) review

r,bpo11c1es« Subsequent]y, ‘federal ‘funding for the regional HSAs was

.ended- and- these- agencies began to modify their roles. Moreover,
changes in health care payment systems made the long term status of

the state CON program less certain. As a result of these developments,
modifications were made in material or1g1na1ly put together for this
document, The" fac111t1es and services p]an now. has the fo11ow1ng
characteristics:

1. Provisions for a unique planning or review role for standing
"regional health councils" or some other local agencies is not
initially included. However, the State Health Coordinating
Council strongly supports the participation of local health care
consumers and providers in health planning processes. For this
reason, they will work and advocate for development, maintenance
and funding of regional health councils cited in RCW 70.38.085.

2. Specific reference to CON review is not included in the plan.
This feature recognizes that the specifications presented in
the plan are "performance standards" or desired service charac-
teristics that can have utility for purposes other than CON. For
example, health care purchasers could use performance indicators to
assess the efficiency or effectiveness of alternative providers
competing for their business. Although specific reference to CON
is not included, CON or other capital expenditure review decisions
shall be consistent with performance standards in this plan, as
required by RCW 70.38.115(4).

3. The document does not include performance standards for the public
health programs cited in Volume I of the State Health Plan. It is
expected that the State Health Coordinating Council and Board of
Health will collaborate in the development of such performance
standards in the future. Performance standards for other public
health programs may also be included at a later date.

The scope. and nature of health system performance standards that

will be most useful is supporting purchasing and resource allocation
decision-making in the future is uncertain. For this reason, it is
expected that over the next few years the SHCC and DSHS will system-
atically assess the need for and utility of such performance standards,
and alternative processes for their development. This evaluation will
provide the basis for conclusions about the continuation and refine-
ment of this plan.

" VOLUME 11 . ~ Page
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. B. HEALTH FACILITY/SERVICE
PERFORMANCE STANDARDS

1. APPLICATION OF PERFORMANCE STANDARDS

State and local planning and monitoring, and any capital expendi -
ture regulation decisions to establish, expand, replace or upgrade
health facilities and services, shall be based on these performance
standards.

2. GENERAL PERFORMANCE STANDARDS

a.

A1l health facilities and agencies providing health care
services in the state shall meet applicable licensing stan-
dards.

All health facilities and agencies providing health care
services shall have an active utilization review program.

A1l facilities and agencies providing health care services
shall have a patient priority policy which requires accep-
tance of patients according to clinical evidence of medical
need and potential benefit to patients.

- Preference shall be given to facilities and agencies pro-

viding health care services whose policy it is to serve
patients without discriminating against those sponsored by
public payment programs.

Preference shall be given to facilities and agencies providing
health care services which accept their responsibility to
share equitably in the provision of care for those patients
who are unable to pay.

A1l facilities and agencies providing health care services
shall have written policies evidencing a coordination and
referral system that assures that patients receive care at
the Teast intensive and restrictive level appropriate to
their needs.

Al1 facilities and agencies providing health care services
shall ensure effective continuity of care through discharge
planning initiated early in the course of treatment,

. AT facilities and agencies providing health care services
. shall have personnel with qualifications appropriate to the
“level and intensity of care they are providing and with

training specific to the technologies they are using.

In making decisions where benefits and costs are being
weighed, community costs shall be calculated as the differ-
ence between the estimated net revenues (receipts) of a
service in a particular area with the proposed project, for
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its first three years, accounting for projected reduced
caseloads in existing facilities, and the estimated net
revenues of that service in that area without the proposed
service. The net community cost result shall not be the sole

basis for action.

P]énning and review decisions shall be based primarily
on the needs of the population in the planning area.

Radiation therapy, critical care, cardiovascular, ambula-
tory surgery, end- stage renal disease, computed tomography,
magnetic resonance imaging, innovative technology, home
health and hospice services should maintain a data collec-
tion system consistent with requirements established by
the health planning system to implement policies of this
plan., The data collection activity should be carefully "
defined and coordinated with other agencies, such as the
Washington State Hospital Commission (WSHC) and with other
provider associations and representatives to avoid unneces-
sary costs and issues of patient confidentiality and uniform
disclosure,

Special consideration shall be given to facilities that
demonstrate the potential benefits of cooperative operating
and/or ownership agreements, plus mutual granting of privi-
leges to qualified physicians of participating institutions
for the service proposed.

3. AC-UTE CARE PERFORMANCE STANDARDS

a. .General -

(1)

“Where defined, Level I health services shall be available

within 30 minutes driving time (under normal road conditions)
for ninety percent of residents of each health planning
region.

‘The following guideTines should be used in planning for the

T

(2)

geographic availability of more specialized health facilities

and services:

(a) where def1ned one Level II or III unit should be avail-
able within 120 minutes driving time for 90 percent
of the population in each health planning region.

{b} Level II'and 111 units (when applicable) should be
located in the smallest number of facilities that will
meet the needs of the population taking into considera-
tion concerns for access, quality, and cost of care.

(3) Level 111 services shall coordinate consultation, education
and transportation services for residents of their regions.
VOLUME 11 Page
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(4)

(5)

(6)

(7)

(9)

For equipment replacement, the alternative of upgrading
existing equipment at lower cost to the provider and

the health care system must be fully evaluated. Factors
to evaluate include: overall replacement costs, equipment
capabilities, and potential of length of service.

A1l hospitals should be responsible for providing. their
fair share of uncompensated care.

Preference for major medical equipment shall be given to
projects operated by acute care facilites, unless it is
demonstrated that other providers will operate equipment
with appropriate utilization and quality controls and pro-
vide services at lower community costs.

The most recent SHCC-approved version of the Washington
State Hospital Bed Need Forecasting Method shall be used -
in projections of hospital bed need.

Hospital planning areas identified by SHCC and DSHS shall

be used in planning and in projections of hospital bed need,
consistent with the requirements of the Hospital Bed Need
Forecasting Method. :

New beds for a specific service shall not ordinarily be
built in a planning area having a net excess of total
hospital beds (before or after the addition), unless it
is demonstrated that the area's needs cannot be met by
conversion of use of hospital beds already existing in
the area.

Obstetric and Neonatal Services (0B)

Inpatient obstetric and neonatal care consists of hospital

care during pregnancy, labor and birth, and care following
birth. Neonatal special care services focus on 1ife-
threatening conditions for neonates from birth until hospital
discharge in hospital areas designated, organized, and equipped
to provide specialized care for high risk babies.

Family-centered maternity and newborn care are services
provided in in-hospital birthing rooms, free-standing birth
centers, and organized home birth services, designed to meet
the needs of women seeking an alternative to traditional
prenatal labor and delivery care and wanting a birth exper-
ience with more co-management capabilities.

There shall be a regionalized system of obstetric and neonatal
services in Washington State. This regionalized system of
services shall have the following characteristics:
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(1) There shall be four levels of obstetric and neonatal
facilities/services, as follows:

°  Level IA: Qut-of-hospital birthing services which
provide an alternative for low-risk women.

® Level I: Hospital services which primarily provide
uncomplicated maternity and newborn care to Tow-risk
patients and stabilization and referral to Levels II
or 111 for high-risk patients. In-hospital birthing
rooms and single unit delivery systems may be part of
Level 1 care,

¢ level II: Hospital services which provide specialized
services for the majority of complicated obstetric
and neonatal problems.

®  Level IIl: Hospital services which receive referrals
for and provide all the specialized services appli-
cable to complicated obstetric and neonatal problems
for a region.

(2) Planning for a regionalized system of neonatal/obstetric
care shall recognize the four geographic regions desig-
nated by the DSHS 0ffice of Maternal and Child Health
Services (MCH) as the service areas for which patient
care, education, ¢onsultation, and transportation are
planned and coordinated. These geographic regions are
as follows: Northwest (Seattle), Eastern (Spokane),
South Central (Yakima), and Southwestern (Tacoma).

(3) Level 1 obstetric services shall have a minimum of
100 births/year. Level II and III obstetric services’
shall have a minimum of 1200 births per year and an
average occupancy of 70 percent.
\

(4) Level 1I neonatal special care shall be located only in
facilities which provide Level II obstetric services:

(5) A1l obstetric and neonatal units shall have written

‘ procedures for identification of acuity care level needed
for each patient and for referral to or receipt by the
appropriate level.

(6) A single Level II or Level III neonatal special care
unit shall contain a minimum of 15 beds; neonatal
special care service shall be provided only in dedicated
neonatal special care units.

(7) For Level I obstetrics, preference may be given to
those proposing a family-centered maternity and newborn
care program.
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(8) Existing Level II and 111 neonatal services shall
have an average annual occupancy rate of 7% percent. 5/
Proposals for new or upgraded Level II services shall :
project an occupancy rate of 75 percent by the end of
the third year of operation, and shall demonstrate that
all existing Level II and 11l services in the MCH
planning area have an occupancy rate of 75 percent for
the year prior to the application.

c. Pediatric Services (PEDS)

“Inpatient pediatric services are medical/surgical services in
acute care hospitals available to persons 0-14 years exclusive
of neonatal, psychiatric and obstetric services offered this
age group.

A pediatric bed is a medical/surgical bed that is licensed for
- inpatient use and is used by patients 0-14, exclusive of
neonatal, psychiatric and obstetric patients. -

A pediatric unit is a distinctly designated section, ward,
wing, hospital, or unit devoted primarily to the care of
medical and surgical pediatric patients.

There shall be a planned system of hospital pediatric services
based on patient need for basic or specialized care. This
system shall have the following characteristics:

(1) There shall be two levels of pediatric facilities/services
recognized in the state:

® Basic services: hospital services which primarily
provide uncomplicated pediatric care to meet the
majority of pediatric needs. These services are not
usually in a separate unit, but they should be
designated pediatric beds distinct from medical/
surgical beds.

® Specialized services:* hospital services which pri-
marily provide specialized services for complicated
pediatric problems. These services shall be provided
in dedicated pediatric units with appropriate special-
ized and sub-specialized personnel and a separate
nurses' station.

(2) Hospitals with dedicated pediatric units should have 16
or more pediatric beds, and shall maintain a minimum
occupancy rate for the pediatric unit of 65 percent for
up to 39 beds, 70 percent for 40-79 beds, and 75 percent
for 80 beds or more.

*These services correspond to pediatric Levels II and III in WAC 248-19-230.
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(3) Hospitals which provide basic pediatric services should
have dedicated pediatric beds if they have an average
daily census of 10 or more pediatric patients, and should
maintain an occupancy rate of 65 percent.

(4) A1l hospitals providing pediatric services shall have
written procedures for identification of level of care
needed and for referral to and receipt by the appropriate
level,

(5) A1l specialized pediatric services shall have a pediatri-
cian in house or on call 24 hours a day and should have
available on staff or on contract for consultation a
qualified mental health practitioner who specializes in
children.

(6) The three children's hospitals in the state should
coordinate pediatric consuitation and education net-
works and transportation services in the state.

d. Cancer Management Services (CMS)

Cancer management is the effective supervision of the cancer
patient through all phases of illness through a system com-
posed of the following services: prevention, detection,
diagnosis, pre-treatment evaluation, treatment (surgery,
transplantation, radiation therapy, chemotherapy), and con-
tinuing care (rehabilitation, maintenance, and terminal care).

Radiation therapy is the use of ionizing radiation to destroy
or inhibit the growth of potential cancer cells. It may be
curative or palliative, The most common type of radiation
therapy is carried out by external beams of radiation that are
classified by their energy range (superficial, orthovoltage,

- .and megavoitage).

The two most common types of megavoltage equipment are the
Cobalt-60 units and linear accelerator units. The Cobalt-60
produces 1.17 to 1.33 MeV (million electron volts). There is
a continuing trend to replace Cobalt-60s with linear acceler-
ators because of technical advantages and versatility. Linear
accelerators are commercially available in three energy
levels: 4-8 MeV, 10-20 MeV, and over 20 MeV.

Other types of radiation therapy involve the application,
implantation (brachytherapy), or systemic administration of
radioactive substances.

(1) Each hospital providing cancer diagnosis and treatment
services shalil:
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(2)

3)

® Have written procedures to involve the referring
primary care physician and social worker/counselors
in pre-treatment planning and ongoing care for every
patient with a major malignancy:

' Participate in a cancer registry;

® Have referral agreements with a cancer rehabilitation
program which meets minimal service and staffing
standards for its size as established by the Fred
Hutchinson Cancer Research Center Committee on
Rehabilitation (Appendix A).

Each hospital providing radiation therapy service shall
have available in-house or by arrangement 1/ with other
providers: S

° A full range of diagnostic tests and procedures;
and

®  The broad range of treatment modalities including
superficial x-ray and brachytherapy capabilities.

Megavoltage radiation therapy is a specialized service
which shall be regionalized according to the following
criteria; .

(a) Need for units will be computed using area-specific da
where possible, If unavailabie, age-specific incidence
from reliable sources such as the nationwide Cancer
Surveillance, Epidemiology and End Results (SEER) Program
may be applied to the entire area's population. The
following assumptions shall apply:

® 50 percent of new cancer patients will require
megavoltage therapy;

° 30 percent of new cancer patients who received
megavoltage therapy will require retreatment

° New, palliative, and returning patients will average
20 treatments; : ‘

® . One megavoltage unit will average 6,000 treatments
per year,

1/ “Arrangement” refers to an existing referral/consultation network

which may be a conjoint radiation oncology center,

ol -
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(b) A proposed megavoltage therapy unit shall show
projected use by at least 300 cancer cases annually
within three years after the beginning of operation.

(c) Existing and approved megavoltage units in a health
service area shall be utilized at a rate of 6,000
treatments per year within three years after the
proposed operation begins. This standard does not
apply to:

(i) Older megavo1tage equipment used on a back-up
basis, or e

(1) . Dedicated special purpose machines and high
energy research equipment which have limited
but important applications.

e. Critical Care Services {CCS)

A Coronary Intensive Care Unit (CCU) is a specific location
in an acute care hospital designated and equipped for the
management of patients with 1ife-threatening arrhythmias,
suspected myocardial infarctions, or other coronary conditions
-+-~ requiring intensive care. (Qpen.heart surgery and cardiac
.cathegerization are addressed in a separate section of this
Plan.

A-general medical-surgical Intensive Care Unit (ICU) is a

- specific location in an acute care hospital designated and
~equipped to accommodate pat1ents with serious medical condi-
tions including trauma requiring immediate and aggressive
intervention, :

A Cr1t1ca1 Care Unit is a combined coronary and intensive
care unit.

A Critical Care Bed is a hospital bed equipped and designed
for intensive/coronary care patients. Five or more ICU, CCU
or cr1t1ca1 care beds require des1gnat1on as a unit w1th its
own nurses' station.

A Step-Down (Intermediate) Unit is a specific location in an
acute care hospital designed and equipped for coronary and

:-intensive care patients whose risk has diminished but who
stiil require monitoring.

An Emergency Life Support Station is a designated location in
a basic service hospital or a mobile unit equipped to provide
emergency 1ife support to patients with suspected myocard1a1
1nfarct1ons or life- threaten1ng arrhythm1as.
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. ICU~CCY-or: their combined Criti¢al Care:Units shall be
t distnibutedaaccording-to'thé'poputation:density and the
'eughuspitaTs'asevyicewintensity/gpecia1$2&tipn.

| aF(iiﬁaAn Eméféency-tifé”Suppdrt-Statioh;orgemergency room
s should-be Yocated:within 20 minutes driving time of at
1;;I1east590ipencent“ofLtheapopuTation;fv.

(2) A Coronary Care Umit 'shall-be :located:within 60 minutes
driving time of each Emergency Life Support Station.
oo travel st imes.shoutd be-measured:-with .consideration of
“«;bothsground:and .air :transpertation :systems.

i: {3): Acute.care facilities -averaging :25:ar/fewer diagnosed
‘e zimyocardialrinfarctionsadmisstons: per ;annum during the
“immedi ately -preceding .five=year period shall not commit
to capital projects for the purpose of constructing,
Gonds v onveiune o expanding forisubstant ially cremodel ingiia coronary inten-
T Lotoans SAve scare unit e o S

R

v i (4)~ There shall be no .new corenary..care.beds developed

+oo#: withingarhospital planning:area unless it is demon-

-strated :that -develapment ‘of additional: step-down beds is
ot san-appropriate alternatives .

%(S)HIfhé-miﬁimuﬁ”sizé bf a Heﬁ]y—dﬁnstrﬁctéd ICU, CCU or
: eritical careﬂundtrshal11bEﬁﬁounﬁbadsi« -

f. Cardiovascular Disease Services (CD)

e - Gardiovascular services .include both ‘cardiac catheterization
2.0 and - opénheart:-surgery ;proceduries. They~also include coronary
care unit services addressed in the:Critical Care Services

Section of this Health Facilities and Services Plan.

.  fECdrd1§t:tétheteriz@tidnwiﬁcludes;diagdosfié and therapeutic
seosprocedures - fnvolving the: heart and-the cardiac arteries which
_;SUpphywmhefhehrt; dThene;arertwn?Catégories of diagnostic

procedures:.

® Coronary arteriography - passage of a thin tube through
o lemajor: blood vegssels and iinto-the ‘coronary arteries,
Jwee unfoll owed by dnject:ion of - an: opaque fluid permitting X-ray
. » oeyisualization of the coranary-arteries.

‘:;'EQL;GLeﬁtwﬂnﬁﬁight'céihétefiiatﬁbnl{iﬁassage of a tube into
oo one of the heart-.chambers: to:evaluate how well the heart
Codspumping. oo e

fﬁé.uéé of cardiac catheterization fbb‘therapeutic purposes
includes injection of the enzyme streptokinase or other
substances to break down blood clots formed in coronary
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arteries. It also includes percutaneous transluminal coronary
angioplasty {PTCA) which involves inflation of a balloon
catheter at the site of narrowing of- a coronary artery to
dilate the artery. Current literature and professional
opinion recommend stand-by open hea~t surgery capacity

where PTCA is performed. The emerging trends in therapeutic
cardiac catheterization need to be evaluated for efficacy,
patlent benefits, cost, and their potential to subst1tute for
more invasive procedures

A card1ac catheterization un1t is a ]aboratory room in which
- cardiac catheterization procedures are performed.

A cardiac catheterization procedure includes all of the
diagnostic and therapeutic interventions defined above
performed on a single patient in a single day.

Open heart surgery units perform surgery requiring the use of
a heart-lung bypass machine to perform the functions of
circulation during surgery. Prior to the late 1960s, open
heart surgery was primarily used to correct or palliate
congenital or valvular heart disease. In the late 1960s,
procedures for aorto-coronary artery bypass surgery were
developed; in 1976, coronary bypass surgery accounted for 82
percent of all open heart surgery in Washington.

An open heart surgery unit is an operating room dedicated to
the use of‘surgery using a heart-lung bypass machine,

Cardiovascular services, including card1aé catheterization, a
spec1a11zed service, and open heart surgery, a tertiary
service, shall be reg1ona11zed accord1ng to the following
criteria:

(1) There shaill be a minimum volume of 200 adult open heart
surgery procedures {100 if pediatric) performed annually
in each institution ap~~oved for open heart surgery
within three years of initial operation. If institutions
fall below 200 adult open heart surgery procedures, they

should consider consolidation.

{(2)  New open heart surgery services shall not result in a
number of open heart operating rooms that exceeds
the maximum number of open heart operating rooms needed
in the area by 1990 determined by multiplying the state's
1983 adult or pediatric open heart surgery use rate by
the.area's 1990 adult or pediatric.populations, and
dividing the result by the minimum capacity of adult or
pediatric units (200 or 100, respectively.)
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(3) There shall be no new open heart surgery operating rooms
approved until all facilities providing open heart
~ surgery in the planning area are.experiencing at least
200 (100 for pediatric) open heart surgeries per year per
open heart surgery operating room.

(4) Cardiac catheteérization services shall be closely asso-
ciated with open heart surgery programs, and shall be
able to demonstrate, explicitly and in writing, associ-
ation and referral arrangements with an existing surgery
program. ‘ o

(5) There shall be a minimum volume of 300 cardiac and

: ‘noncardiac catheterization procedurées per room {at Teast
100 of which should be cardiac catheterizations) performed
annually in each institution approved for such services
within three years of initial operation.

Proposed new cardiac cathétérizatidn services, adult
and/or pediatric, should be able to project reaching this
level within one year of operation,

9. End-Stage Renal Disease Services (ESRD)

End stage renal disease (ESRD} occurs when the kidneys suffer
permanent 1oss of function. Two treatments are available to
prevent the ESRD patient's death - kidney transplantation and
maintenance dialysis. Maintenance dialysis is a process by
which dissolved toxic impurities are removed from a patient's
body by diffusion from the blood across a semi-permeable
membrane into a dialyzing fluid. Maintenance dialysis in

- which the patient is connected to an artificial kidney
machine for three to six hours, up to three times a week ,
is called hemodialysis. The other fomm of dialysis in common
use is peritoneal dialysis, in which the patient's own abdom-
inal membrane is used for diffusion.

A renal dialysis center is a hospital-based unit which fur-
nishes the full spectrum {except renal transplantation) of
diagnostic, therapeutic, and rehabilitative services required
by ESRD patients. A renal dialysis facility is a free standing
unit which furnishes maintenance dialysis to ESRD patients.
Training for home dialysis and/or supervised self care may be
provided by both free-standing and hospital based units upon
federal certification.

A dialysis station with 100 percent utilization rate is
defined as operating two shifts per day, six days a week,
i.e., performing 12 dialyses per week and caring for four
individual patients. A dialysis facility or center operating
at an 80 percent utilization rate would perform 9.6 dialyses
per station per week.
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A renal transplantation center is a hospital unit which is
approved to furnish kidney transplants and related services.
These are located at University, Virginia Mason, Children's
Orthopedic, and Swedish hospii 1s in Seattle and at Sacred
Heart Hospital in Spokane. One hundred and three renal
transplants were performed at Washington transplant centers in
1984,

Network Coordinating Council #2 (NCC #2) is an administrative
organization designated and funded under Public Law 95-292 to
assure adequate and quality ESRD services are available in
Washington, Alaska, Idaho, Montana, and Oregon.

The ESRD service system shall be further developed in Hash1ngton
State with the following characteristics:

(1) Transp]ant centers shall perform at least fifteen trans-
plants annually by the fourth year of operation.

(2) Forecasted need for dialysis stations will be computed
using health planning region-specific data and any
‘regional goals for the percentage of patients on home
dialysis (50 percent minimum goal).

(3) The number and location of dialysis facilities and
- centers shall be determined for each health planning
region-using the federal guidelines for unconditional
status as follows:

(a) Existing facilities and centers shall have an 80

.~ percent utilization rate before approval will be
granted for establishing a new facility or expanding
an existing one within a reasonable driving time.

(b) A proposed new dialysis facility or center within a
standard met~cpolitan statistical area (SMSA) of
500,000 population or more shall have a minimum of
six stations and 80 percent utilization rate of its
outpatient dialysis units by the fourth year of its
establishment. 1If located outside of an SMSA of
500,000 population or more, it should have a minimum
of three stations and 33 percent utilization rate.

(c) A proposed new dialysis center with 20 percent or
less dialysis outpatients shall have a minimum of
three outpatient stations and 33 percent utilization
rate by the fourth year of its establishment.
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(d) Approved dialysis facilities or centers proposing
to add new stations shail achieve an 80 percent
utilization for 52 weeks prior to expansion and
should be able to estimate achieving this rate
within two years of expansion,

Based on the NCC #2 data, exceptions to (a)-(d)
above are:

(i) each station on which at least six patients
have been self/home trained annually shall be
deducted from the approved stations on which
the utilization calculation is made; and

(1) the utilization rate may be reduced to 75
percent and 70 percent in facilities with 10
percent and 20 percent peritoneal dialysis
patients respectively.

Facility Based Aduit Rehabilitation Medicine Services (REHAB)

Patients’ medical or surgical needs alone may not warrant
inpatient hospital care, but hospitalization may nevertheless
be reasonable and necessary because of their need for rehabil-
itative services. Patients are deemed to requie a hospital
Tevel of care if they require a relatively intense rehabilii-
tation program involving a multidisciplinary, coordinated te-

- approach to upgrade their ability to function as_independenﬂ

as possible.

There shall be a coordinated system of facility-based adult
rehabilitation medicine services in Washington State with the
following characteristics:

(1} Multidisciplinary services:
--physiatry or the guidance of a physician with at least
two years of rehabilitation training (physical medicine);
--intensive skilled rehabilitation nursing care;
--social worker/discharge planner;
--physical therapy;
-~occupational therapy;
--speech therapy: and
--psychology.
(2) Services required to qualify for Medicare/Medicaid

reimbursement under the guidelines established by the
Health Care Financing Administration. These include
24-hour physician availability, and appropriate rehabili-
tation services as indicated by patient needs.
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(3) Operation in keeping with the guidelines established by
a professional review organization under terms of Public
Law 97-248 as amended by Public Law 98-21 and accepted by
the Health Care Financing Administration. These guidelines
shall include criteria for admission, patient care, and
discharge.

(4) MWritten policies which are used to define types of
patients admitted and referred.

(5) Participation in a communication and education network.,

(6) Outpatient continuing care or make appropriate referral
arrangements for this,

(7) Féci]itate team communication and have documented proce-
dures for same.

(8) Bed need forecast consistent with the Washington State
. Hospital Bed Need Forecasting Method for hospital total
bed supply. : '

Computed Tbmography Services (CT)

Computed tomography (CT) scanning is a radiologic procedure
which produces cross-sectional x-ray images of internal parts
of the body. These images are obtained by passing x-rays
through the patient, measuring the unabsorbed radiation with
detectors, mathematically reconstructing by computer a cross-
sectional image and recording the image on photographic film.
This records much smaller increments in tissue density than
conventional x-ray films and, therefore, provides a clearer
picture of many body abnormalities than conventional x-ray
methods .

A CT scan is a series of tomographic images through the same
area of diagnostic interest.

A head equivalent CT (HECT) unit is a single, unenhanced CT
scan. A body scan with and without contrast amounts to 2.51
HECTs.

The development of CT scanning services will be guided by the
following policies:

(1) CT scanners shall operate at a minimum of 2,800 head
equivalent CT units (HECTs) for the second year of
operation and thereafter.

(2) Facility-housed computer tomography scanners may operate
at less than 2,800 HECT units per year, or facilities
‘planning acquisition of a CT scanner may project less
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than 2,800 HECT units per year, if it is found that the .
- adjustment is justified because of one or more of the Lo
- following: (a)} the costs of transporting inpatients to

another facility for CT scans would be equal to or

exceed the average fixed costs of operating the scanner;

(b} 90 percent of the clients served by the CT scanner

would have to travel more than 90 minutes driving time

under average road conditions to obtain CT scanning
services from the next nearest CT scanner{s); (c) cost
and charge levels of the scanner are (will be} comparable
to costs and charges of scanning services in other
facilities of the same peer group having scanners of
approximately the same price and capabilities; (d) the
scanner is {will be) seryicing a designated special
population.

(3) There shall be no additional scanners unless the utiliza-
tion of each of the other facility-based CT scanners in
the same and contiguous hospital planning areas equals or
exceeds 2,800 HECT units annually during the last com-
pleted calendar year.

(4) Forecasted utilization of proposed CT scanners shall be
based on that hospital's existing case mix as measured by
their discharge diagnoses for the most recent 12 months.

N (5) When more than one facility in the same hospital plannin }
area is proposing CT scanning, a maximum of one CT :
scanner shall be installed initially, provided that the
institution meets other policies in this section., The
determination of which facility will initially provide CT
scanning will be based on which facility has the highest
volume of expected inpatient CT scans based on that
hospital's discharge diagnoses for the prior twelve
mont hs.

j. Magnetic Resonance (MR)

Magnetic resonance is a technique that applies the atomic
principle of magnetic spin and absorption of energy by atomic
nuclei in the presence of radio waves to yield information
about tissue being examined. The information may appear in-
spectroscopic form or as an image produced by magnetic
resonance, the latter using computed tomography to produce
the image. MR is clinically efficacious, according to
criteria 1isted by the Office of Technology Assessment.

Present state law does not require a Certificate of Need
review of magnetic resonance equipment located in physicians'
offices or other non-hospital settings unless the service js
proposed for inpatients and provided on equipment which costs
more than the expenditure threshold.
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A "patient visit" is defined as a single occurrence for a
patient to visit the MR unit and be scanned. It is the equiva-
lent to the American Hospital Association's "scan." One
patient visit may require scanning several anatomical parts.

The development of MR services will be guided by the following

performance standards:

1. WMashington State should have an appropriate supply of MR

services with adequate geographic distribution.

a. Certificate of Need should be granted to an applicant
who can demonstrate-a demand for at least 2500
patient visits a year in the second year of operation,
The method of estimating demand will be the one in
most current use by the American Hospital Association
(AHA)}. This may require the application purchase

~services from the American Hospital Association.
Existing MRs that have a utilization of 2500
patient visits in the twelve months prior to filing
an application have already met this standard.

b, Prgférence will be given to applications that
-demonstrate they can best address the needs of
inpatients.

€. Special consideration will be given to children's
hospitals since the AHA method is not applicable
~and theoretic capacity of the equipment 1is different.

2. Al physicians and techonologists operating MR units
shall have special training in diagnostic imaging.

a. Physicians performing the clinical interpretation
of MR shall meet the standards set by.the American
College of Radiology. In September 1985 these were:

1)  Three months training or six months experience
: in nuclear radielogy; and

2) Six months training in cross-sectional body
imaging to include at least three months
training in computed body tomography or one
year experience in cross-sectional body imaging
to include computed body tomography; and

3} Three months training or six months experience
in neuroradiology; and

4)  Sixty hours of documented instruction in
magnetic resonance imaging physics, instrumen-
tation, and clinical applications.
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b.  Technologists assisting in MR studies shall be
certified by a national board in at least one of
the following fields prior to initiation of MR
operations: radiology technology, nuctear medicine
technology, or ultrasound technology.

i

3. MR units which have Certificate of Need approval shall
periodically provide data in the SHCC-developed format
requested, Non CN-approved units are encouraged to
provide data also.

k. Innovative Technologies (IT)

Innovative Technology is new, potentially useful equipment or
procedures for the diagnosis and/or treatment of disease
requiring capital or operating expenditures which exceed the
Certificate of Need thresholds. Present state Taw does not
require CN review of IT located in physicians’ of fices or
other non-hospital settings uriless service is proposed for
inpatients, '

The Food and Drug Administration (FDA), National Center of
- Devices and Radiological Health, controls the introduction of
medical devices into commerce. Medical devices are segregated
into three classes: :

--Class [ devices are subject to the minimum level of cont” "1,
General controls include the Good Manufacturing Practice
Regulations.

--Class II devices have been declared to require performance
standards to assure their safety and/or effectiveness.
They must also meet the controls of Class I.

--Class III devices require formal premarket approval from
the FDA for each make and model of the device to assure
its safety and effectiveness. The controls of Class [
are also required.

Investigational stage is the period during which manufacturer
of a Class III device is testing it according to an established

- - protocol in order to obtain the FDA's pre-market approval.
During this stage the manufacturer cannot charge the sites or
patients who are subjects of the investigation a price higher
than necessary to recover costs of manufacturing; research,
development, and handling.

Patient benefit refers to the aggregate: where scientific
studies demonstrate that a significant number of patients
receiving the services experience improved therapy and/or
outcome; or if diagnostic, the information generated is
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valid and not available by other d1agnost1c methods or is

.available only by means which are less safe, more uncomfort-

able to -the patient, or which entail more expensive procedures.

' Eechbinnovative technology shall be initiated in the state of

Washington according to the following process:

(1) A Technical Advisory Committee (TAC)} shall be appointed

by the State Health Coordinating Council (SHCC) chair to
prov1de guidance for CN review, taking into consideration
the patient benefit to be derived from the IT.

(2) Each TAC shall contain persons knowledgeable in the
~ application of the technology under consideration and at
least three SHCC members, one SHCC member being the TAC
chair.

(3) The director of the CN program shall alert the director

of the SHCC regarding the need for initiating a TAC to
address a specific new technology when he/she has reason
to believe an application is forthcoming (i.e., consulta-
tion regarding the technology is requested, a letter of
intent is received, etc.).

(4) - In consultation with the CN program, the SHCC may revise or
reject -the TAC's recommendation,

- {5)° In consultation with the CN program, the SHCC will

determine whether the original TAC should reconvene to
develop guidance for subsequent CN review in light of
.experience with the first phase.

‘Ambufatofy~5urgery Services (AS)

 Ambulatory Surgery is surgery for which an overnight stay in a
. health care facility is not anticipated as medically necessary.
- Also called outpatient surgery, short-stay surgery, in- and out-

surgery, and same day surgery. Ambulatory surgery is performed
in a variety of settings including a hospital surgery suite
which is also used for inpatient surgery, a hospital unit

',.designed and dedicated only for outpatient surgery use, and a

free-standing facility which may be owned by ("part of"} a

hospital: or owned by others.

Outpaffent'Opefating Roons are those in which ambulatory
surgery is performed and may be dedicated to this.

Ambulatory Surgical Facility (as defined in WAC 248-19-220(4))
means a facility, not part of a hospital, which provides
surgical treatment to patients not requiring inpatient care

in a hospital. This term does not include a facility in the
offices of private physicians or dentists, whether for indivi-
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dual or group practice, if the privilege of using such faci]ityv

is not extended to physicians or dentists outside the 1nd1vidq’
or group practice. : :

The development of operating room capacity in general and
ambulatory surgical facilities in particular will be guided by
the following potlicies: :

(1) The area to be used in planning for operating rooms and
ambulatory surgical facilities is the hospital planning
area, :

(2) Outpatient operating rooms should ordinarily not be
approved in hospital planning areas where the total
number of operating rooms available for both inpatient
and outpatient surgery exceeds the area need.

(3) When a need exists in hospital planning-areas for addi-
tional outpatient operating room capacity, preference
shall be given to dedicated outpatient operating rooms.

(4) An ambulatory surgical facility shall have a minimum of
two operating rooms,

(5) Ambulatory surgical facilities shall document policies ‘
to provide access to individuals unable to pay consistent
with charity care standards established for hospitals
affected by the proposed ambulatory surgical facility,

{6) Community costs for an expansion in operating rooms
shall be assessed by applying the established Community
Cost Estimating Method to the impacted hospitals'
surgery cost centers, In hospital planning areas where
the ratio of ambulatory surgery is less than 30 percent
of total surgical volume, community cost shall include
savings associated with shifting inpatient surgeries to
outpatient surgeries so that the ratio of outpatient
surgeries reaches 30 percent.

(7) The need for operating rooms will be determined by the
method described in this plan.

Short Stay Psychiatric Services {PSYCH)

Short stay psychiatric hospital services are services in acute

care general hospitals, in private psychiatric hospitals, or
stays of 30 days or less in state mental hospitals or federal
(Veterans Administration and military) hospitals, for severely
and acutely mentally disabled persons who may be either c¢ivilly
committed (Involuntary Treatment Act) or voluntarily admitted.

Short stay psychiatric residential services are services

provided for persons experiencing acute psychiatric disorders
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without medical complications {(who may be civilly committed or

»

voluntarily admitted), which are provided in residental
programs with the following characteristics:

- Both residential care {(room, board, skilled supervision)

and treatment/stabilization are provided under a single
administration.

The residential facility either (a) is licensed by the
Department of Social and Health Services (DSHS) as a
boarding home or an adult residential treatment facility
(ARTF); or (b) is certified by DSHS as an adult family
home or child foster home:; or {c) is within a licensed
hospital, but operated as a separate residential program
with separate financial accounting approved by the
Washington State Hospital Commission.

Involuntary Treatment Act (ITA), Chapter 71.05 RCW, is the

Washington State Taw governing involuntary civil -commitment
of individuals for psychiatric care.

The development of short stay psychiatric services in Washington
State will be guided by the following policies:

(1)

(2)

(3)

(4)

Short-term patients with more severe medical involvement,
and those with more. severe, violent behavior disturbances
{especidally if requiring restraint), should be in special-
ized programs which can meet their needs. Usually these
programs are hospital based.

Access to short stay psychiatric residential programs
should be available to clients with private insurance
coverage as well as those who are state paid (Medicaid or
involuntary treatment) and those with sufficient personal
resources to pay out of pocket.

The county-is a fundamental administrative unit for
mental health services in Washington. Therefore the
planning areas for computation of short stay psychiatric
resource needs are counties, with the exception that the
following groups of counties, which jointly operate their
mental health services, shou1d be con51dered s1ng1e
planming areas:

- Benton and Franklin Counties
- Chelan and Douglas Counties
- Thurston and Mason Counties

Because the hospital resources needed within the desired
system of short stay psychiatric services are much more
completely developed than the needed residential services,
the following performance standards shall be in effect
until replaced in this State Health Plan:
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(a) During this period, the need for shart stay psychi-
atric hospital services is determined to be 13 bed;
per 100,000 population for the state as a whole.
The need for short stay psychiatric residential
services is determined to be 8 beds /100,000 popula-
tion. These are normative standards determined by
the SHCC to be appropriate.

(b) Development of short stay psychiatric residential
services should be a goal.

(c) In the interest of increasing equity in geographic
access to needed psychiatric services; those mental
health planning areas with the lowest ratios of
short stay psychiatric resources in relation to
population should be priority locations for short
stay psychiatric residential programs.

In planning areas where there is no concrete evidence
of residential program development, consideration
should be given to making determinations of need for
a greater proportion of hospital services within the
total need for short stay psychiatric services,
Examples of concrete evidence of program development
may include committed funding, contracts, letters
of intent, appropriately zoned sites, and the like.

(5) The need for short stay psychiatric hospital services ir |
each mental health planning area shall be determined by
the ‘short-stay psychiatric service forecasting method
within the most recent State Health Coordinating Council
(SHCC)-approved version of the Washington State Hospital
Bed Need Forecasting Method. ‘ '

(6) Within acute care general hospitals, the following
| capacity shall be considered available to meet short stay
psychiatric hospital needs:

- The number of beds in designated psychiatric hospitals
units;:

- In hospitals which do not have designated psychiatric
units, the actual average daily census of psychiatric
services provided during the data period which forms
the basis for hospital bed heed forecasting shall be
counted.

(7) The capacities of state mental hospitals and federal
hospitals to provide the level of short stay psychiatric
services assumed in detailed forecasting methods should
be confirmed as part of the forecast adjustment process,
and re-examined as part of the next State Health Plan
development cycle.
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(8) The relative needs of children, aging individuals and
other adults for services, and the relative availability
of resources to meet their needs, should be considered in
deciding the particular mix of hospital programs needed
in an area, and the particular mix of residential programs.

(9) The MHD should inform interested agencies of all applica-
tions or letters of intent concerning development of
short stay psychiatric residential programs, and should
solicit HSA comment on the proposals before reaching a
decision about ITA certification or funding.

TERM CARE PERFORMANCE STANDARDS

-Nursing Home Services (NH)

The term "nursing home" includes entities licensed or required
to be licensed under the provisions of chapter 18.51 RCW, and

- equivalent facilities owned and operated by the state, A
“nursing home is any home, place, institution, building or

agency or distinct part thereof which operates or maintains
facilities providing convalescent or chronic care, or both,
for a period in excess of twenty-four consecutive hours for
three or more patients not related by blood or marriage to the
operator, who, by reason of illness or infirmity, are unable
to properly care for themselves. Convalescent and chronic
care may include, but not be limited to, any or all proce-
dures commonly employed in waiting on the sick, such as
administration of medicines, preparation of special diets,
giving of bedside nursing care, application of dressing and

‘bandages, and carrying out of treatment prescribed by a duly

licensed practitioner of the healing arts.
The term "nursing home" does not include a swing bed program;

(1) The areas used for planning nursing home services shall
be: Clark and Skamania Counties combined, Snohomish
County and Camano Island, Island County, excluding Camano
Island and the other 35 individual counties in the state.

(2) The appropriate supply of nursing home beds in each area
" of the state shall not exceed the number of beds deter-

mined to -be needed by the Washington State Nursing Home
Bed Need Projection Method, except that certain nursing
home projects which are undertaken as part of a qualifying
continuing care retirement community may choose to be
considered under the special provisions of Performance
Standard B.4,c.(4), '
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(5)

State approval to build, expand or acquire a nursing

home shall not be given to owners or gperators of i
existing nursing homes who, according to federal or this
or another state's survey reports for at least the last
three years, have had repeated and/or severe violations

of standards of patient care.

Operators proposing to build or expand a nursing home
shall document: 1) joint planning with other health
care and long-term care programs, 2} a commitment to
placing clients in the least restrictive setting, and
3) services designed to assist clients to maintan
maximum functional independence.

(a) Evidence of joint planning shall include written
agreements with other providers for referral,
consultation, service provision, and joint planning.
It shall also include a 1ist of other long-term care
services informed about the project including at
least the Area Agency on Aging, local home health
agencies, the local Community Service Office
(CS0) and the local hospitals.

(b) Evidence of a commitment to least restrictive
placements shall include: 1) information provided
to clients prior to admission on other long-term
care services in the community. 2) the existence 1
a continuing patient assessment program for all
clients regardless of their payment status, and 3)
for existing nursing homes, a documented record of
discharging clients to their homes or less intensive
services and of maintaining no severe or repeated
deficiencies cited in the discharge planning stan-
dard for the last three years.

(c} For existing nursing homes, evidence of adequate
services to maintain client functional independence
shall include documentation.that for at least the
last three years the nursing home has not had
repeated and/or severe violations of standards of
patient care.

Important considerations for which preference in meeting
the bed needs in a planning area may be given are pre-
sented below. Preference shall be given to the project
which meets the greatest number of the following criteria
for preference.

(a) Nursing home operators who have the policy of
admitting patients without regard to their source
of income or payment.
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(b)
(¢)

(d)

(e}

(f)

-(9)

(h)

Projects that include other institutional long~-term
care services or evidence relatively greater link-
ages to community-based long-term care services,

Projects which improve the geographic distribution
and/or provide access to nursing home beds in a
currently underserved area.

Nursing home operators having or proposing to have a
Medicare contract in areas with less than the
statewide proportion of Medicare nursing home beds
to total nursing home beds.

Nursing home operators serving or proposing to
serve Medicaid clients.

‘Nursing home operators proposing to serve additional

heavy care patients in areas where CSO placement
staff or hospital discharge planners document
significant and continuing difficuities in placing
heavy care patients in nursing homes.

Existing nursing home operators in the state who
are seeking to achieve a 100-bed minimum efficient
operating size for nursing homes or to otherwise
upgrade a facility with substantial physical plant
waivers or exceptions, as determined by the State
Aging and Adult Services Administration.

Projects that propose to serve persons requiring
mental health services and persons with dementias.

(6) Nursing home projects which are undertaken as part of a
continuing care retirement community shall meet the
additional performance standards of Section B.4.c of
this plan. '

b.  Swing Bed Services {SB}

“SWing beds" are hospital beds, available to provide either
acute care or long-term care/nursing care services as required,
which meet the following conditions:

° They are in a rural hospital (i.e., outside of U.S.
Census defined “urbanized areas"):

® The hospital has under 50 licensed beds, excluding
any critical care beds and infant bassinets and any
beds in a Medicare and/or Medicaid certified distinct
long-term care wing;
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® The total number of swing beds in the hospital does
not exceed five; {

® Capital expenditures to establish the swing beds do
not exceed the Certificate of Need capital threshold
identified in WAC 248-19-220,

® Services meet minimum requirements established by
Medicare for rural hospital swing beds.

(1) The establishment of a swing bed program, as defined
abdve, shall not be subject to capital expenditure
review'unless it involves an increase in the hospital's
total number of licensed heds.

(2) Swing beds shall be counted as hospital beds. They shall
not be considered nursing home beds for the purpose of
determining nursing home bed needs or available nursing
home bed supply.

(3) Hospital programs providing long-term care/nursing care
services which are not swing beds as defined above, shall
be considered nursing home services. They shall be
subject to capital expenditure review and all nursing
home certification requirements, and shall be counted in
the Nursing Home Bed Projection Methodology. '

c. Continuing Care Retirement Communities (CCRCs) 5 i
Definitions

A "continuing care contract" means a contract to provide a
person, for the duration of that person's life or for a term
in excess of one year, shelter along with nursing, medical,
health-related or personal care services, in exchange for
payment of an entrance fee, periodic charges, or both.
Continuing care contracts include (but are not limited to)
life care agreements and mutually terminable contracts. The
living space and services under a continuing care contract
may or may not be provided at the same location.

A "continuing care retirement community" (CCRC) is any of a
wide variety of entities providing shelter and services
pursuant to continuing care contracts with its members. For
clarity, three types of CCRCs are distinguished in this
plan:

Type A CCRC - A "life care model” CCRC which provides
its members (residents) with a contractually guaranteed
range of services from independent living through
skilled nursing, including some form of assistance with
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activities of daily living. There must be no limits on
days of medically needed nursing home care. With
limited exceptions related to start-up periods, a Type A
CCRC offers services only to contractual members. The
member's financial responsibility is stated in contract,
with the CCRC responsible for remaining costs. With the
exception of insurance purchased by the CCRC or its
members, no third-party -- including, after a limited
start-up period, the Medicaid program -~ is liable for
costs of care, even if the member depletes his/her
personal resources.

These characteristics of a Type A CCRC, as they apply to
differential requirements for state approval of nursing
home beds, are elaborated in Performance Standard (3)
below, '

Type B CCRC - A CCRC which does not meet all the require-
ments of Type A CCRCs, but does provide nursing home

care or other facilities or services subject to state
Certificate of Need review, A typical example would be

a CCRC which operates an on-site nursing home, but
contractually guarantees only a limited number of days

of nursing care, after which additional payment is
required of the member. Many Type B CCRCs have nursing
home units which maintain Medicaid contracts and/or .
admit patients who are not CCRC members. oy

Type C CCRC - An entity offering continuing care contracts
whose scope of services does not include state reviewable
facilities or services. For example, a residential
retirement community with long-term contracts which

offers proximity to a separate nursing home, but no
contractually guaranteed health services other than an
on-call nurse to cover health emergencies, is a Type C
CCRC.

A "member" of a CCRC is an individual who has signed a
continuing care contract with the CCRC. ’

A "transition period" is a period not exceeding five years
between the start-up of a Type A CCRC (i.e., the date its

~ first member takes up residency under a Type A continuing

care contract) and the date that it fully meets the require-
ments in Performance Standards (3)(b) and (3)(c) helow for
“self-containment" in financing and nursing home admission.,

Introduction

CCRCs can provide a valued option in meeting the long-term
residential, social and health needs of many of Washington's
senior citizens. Continuing care contracts also have been
acknowledged by the Washington State Legislature as distinct




from long-term care insurance (RCHW 48.84.020(2)). However,
consumers in Washington and nationwide have encountered
serious, documented problems in dealing with some CCRCs,
generally stemming from tong-term financial instability of
the community or insufficient disclosure to consumers. Based
on the recommendations from a special advisory process*, the
performance standards in this section have been developed to
batance competing public needs and goals including:

® assistance in weighing the benefits and risks of CCRC
membership for consumers who may have insufficient
information for informed choice;

® the needs for nursing home care of both individuals who
become CCRC members and those who cannot afford or do
-not choose this option;

® the cost containment interest of state government in
encouraging those specific CCRCs which can give binding
assurances that state funds will not be used to under-
write long-term care services for their members.

Current state Certificate of Need review processes deal with
nursing homes and other specific types of health facilities

and services, not with CCRCs as a whole (although Long Term

Care Strategy 4.d(3) in Volume I of the State Health Plan
recommends Tegislation which would establish independent .
oversight of CCRCs themselves). However, in order to cor- |
rectly apply performance standards to a nursing home {or

other reviewable activity) which is part of a CCRC, it must

be reviewed differently from free-standing facilities because

of its special characteristics:

® The nursing home is not a separate financial entity.

Services are contracted, priced and paid for as a whole,
The issue of cost containment cannot reasonably be
addressed, from the consumer's point of view, for the
nursing home service in isolation. Put another way,the
consumer's price for the contract, if viewed as payment
for nursing home services alone, would appear very high
compared to charges for other new nursing home projects.

*During 1985 and 1986, the State Health Coordinat ing Council and the State
Council on Aging jointly sponsored a 16-member CCRC Advisory Group represent-
ing citizen members of the two councils; state legistative committees with
Jurisdiction over financial institutions and social and health services:
and pertinent state agencies (DSHS, Governor's 0ffice, Insurance Commissioner
and Consumer Protection Division of the Attorney General's Office). CCRC
developers, technical experts, and consumers participated actively in this
extended period of discussion, hearings and written comment ,
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° Many CCRCs involve a large "insurance effect:" including
both a large deposit payment which prepays benefits and
expenses and extensive cross-subsidy among members of
different ages or of similar age but differing health
care needs. Consequently, issues of pricing, cost
containment and financial feasibility require a long-term
view, including actuarial perspectives not necessary for
reyiew of “regular" nursing home projects.

¢ The financial risks of CCRC failure fall on consumers and
state government as well as on facility operators and
their lenders. This is true because CCRC financing
generally includes members' deposits, and state govern-
ment (at least in the case of Type A CCRCs) is given
assurances of savings. In the framework of actuarial
cost analysis, the likelihood of such losses must be
considered as a factor relevant to cost containment as
well as financial feasibility. .

° When functioning well, a CCRC (especially if Type A)
enhances continuity of care - a quality consideration -
through its very design.

"For these reasons, Certificate of Need review of a nursing
home project within a CCRC requires information about the
CCRC as a legal and financial whole. The performance standards
which follow, therefore, are different in many respects than
they would be for a free-standing nursing home. However,
with one exception -- the consideration of certain CCRC
nursing home projects outside of the area-specific bed need
standards established under the state's projection method -
this differential treatment does not exempt CCRC-based
projects from any of the usual review criteria. Rather, it
(1) adds information requirements pertinent to the special
legal and financial arrangements surrounding CCRCs, and
(2) offers operators/ developers of certain kinds of CCRCs
the option of having nursing home projects they propose
considered under different need rules, related to character-
istics of members rather than the local general population,
-if the CCRC meets special conditions including guarantees
that state funds will be conserved.

If legislation is enacted establishing direct regulation of
CCRCs for consumer protection purposes, this section of the
Health Facilities and Service Plan should immediately be
reevaluated to eliminate any redundant or conflicting requ1re—
ments and to coordinate review processes.
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Performance Standards for.Health Service Projects of CCRCs

(1) AN health facilities and services which would be

—

reviewable if undertaken by another entity remain
reviewable if undertaken by or as part of a CCRC of any

type.

Any nursing home project which is undertaken by or as
part of a CCRC shall meeet all of the following per-
formance standards.

(a) The project shall be financially and actuarially
feasible, and shall contain costs, as demonstrated
by all of the following:

(1)

{(1i1)

(iv)

{v)

Submission: of a feasibility study and financial
plan-based on marketing analysis, relevant
literature; experience of other similar CCRCs, .
and specific actuarial study (ten-year minimum
timeframe) which includes the components 1listed

~in Section 1 of Appendix B of this plan.

Submission of an actuarial opinion, written and
signed by a qualified actuary as defined in.

- 284-05-060 WAC, which indicates the Tikely

feasibility of the project based on the
feasibility study and financial plan (see f
{2)(a)(i) above) and the model contract -
(see (2){c)(i) below),

Determination upon advisory review of the
feasibility. study and financial plan {(2)(a)(i)),
the actuarial opinion ((2){a)(ii)) and the

model contract ((2)(c)(i)) by the 0ffice of

the Insurance Commissioner {or if this cannot

be arranged, by an independent, qualified

actuary contracted by DSHS), that the project

is 1ikely to be financially and actuarially
feasible.

Submission of a written, legally binding commit-
ment, supported by provisions of the model
contract, that the CCRC shall maintain actuarially
sound pricing structure and reserves or other
mechanisms to assure future service obligations,
based on actuarial restudy as necessary.

Submission of an escrow plan, including

identification of escrow agents and a copy of
executed escrow agreements, and a statement of -
anticipated application of all escrows, which
meets all requirements listed in Section 2 of
Appendix B of this plan. {
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(b} The preject shall provide consumers (members ' , o
and prospective members) with an accurate basis for
informed decisions about CCRC participation and
purchase (through this means) of nursing home or
other health services. This shall be demonstrated
by submitting a written, legally binding commitment,
supported by provisions of the model contract, to
disclose all information listed in Section 3 of
Appendix B to consumers prior to offering a contract
for sale {or, in the case of current members who
have not received a complying initial disclosure,
upon receiving state approval of any service or
facility change), with update disclosure of
changes at least annually to members.

(¢) 1In order to provide a firm basis for actuarial
analysis and feasibhility determination, and to
document binding commitments to meet other
performance standards, the project sponsor shall
submit the following documentation related to
contracts which are or will be used:

(3) A'model continuing care contract (between
the CCRC and the member) which contains the
provision listed in Section 3 of Appendix B.

(ii) A model waiting list agreement covering ' £y
" deposit amounts; any other fees; refund L

amounts in the events of admission, rejection

of application or withdrawal of application;

the amount of interest (if any) to be paid on

deposits; the maximum time within which a

required refund will be given to the

contractee; and provisions for obtaining

information on the likely time before a

vacancy will occur.

(iii) A written, legally binding commitment that the
CCRC will continue to use either the model
contract or, in the event of contract changes,
future contracts which also satisfy all

_requirements in this section of Volume II

of the State Health Plan as of the date of
project approval; and that any contract for
transfer of any part of the CCRC will require
the transferee to comply with these requirements,

(d) If the project is a nursing home, it shall meet
performance standards in Section B.4.a. of Volume
11 of the State Health Plan, with the exception
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that Type A CCRCs approved under the provisions -
of CCRC Performance Standard (4) beiow, shall o
not be subject to the area bed need limits in K
Nursing Home Performance Standard B.4.a.(2).

(3) To be considered a Type A CCRC, a CCRC shall demonstrate
that it meets the following performance standards (in
addition to those in (2) above):

(a) From the start of operations (or the date of
state project approval, if later), the CCRC shall
contractually provide or arrange for at least the
following specific services for its members:

° Residential (independent living) units,

® WNursing home care (including skilled nursing)
without any limitation on days of care which
is unrelated to medical need. This scope of
nursing care must be provided for in the
CCRC's contracts with members, but potentially
could involve a higher monthly charge for
persons receiving nursing care than for those
living independently,

® Some form of assistance with activities of
daily Tiving.

® Services which are equivalent in scope to state
chore services (including "individual provider"
services) and to Medicaid home health services,
for at least those members who otherwise would
be eligible for such state-funded programs.

(b) By the end of a transition period not exceeding
‘ five years from the date the first CCRC member
takes up residence. in any CCRC area under a Type A
continuing care contract {or, if sooner, from the
date the first patient enters the nursing home
unit), the GCRC: : :
® Shall not have a Medicaid contract for its .
- nursing home unless this is a contract limited
-to continuation of payments for specific
individuals who are not CCRC members and
entered the nursing home unit during the
CCRC's transition period as permitted in

(3){c).

Shall not .have a congregate care contract for
any area which is licensed as a boarding home,
unless this is a contract limited to continua-
tion of payments for specific individuals who
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are not CCRC members and entered the boarding
home unit dur1ng the CCRC's trans1t1on per1od
as penm1tted in (3)(c).

° Shall be providing, as required by (3)(a),
services meeting needs of any members which
otherwise would render those members eligible
for state- supported chore serv1ces or Medlca1d
home hea]th serv1ces

By the end of a transition period not exceed1ng
five years ‘the CCRC shall admit to its nursing
home services ‘only members who have signed continu-
ing care contracts. However, nonmembers admitted’
ear11er during a transition period (see (e) below)
shall be perm1tted to remain for as long as they
have med1ca1 need for nursing home care.

The CCRC shall provide written, 1ega11y binding
assurances that conditions’ (3)(a), (b) and (c) will

be met. These assurances must include a signed

agreement with DSHS Aging and Adult Services
Administration which either stipulates that a
Medicaid contract will not be sought, or else

Timits any ‘Medicaid contract to the restrictions in

(3)(b).

If a Type A CCRC wishes to exercise a transition
per10d At shall submit a transition plan which
descr1bes whether and for how long nonmembers will

be adm1tted to the nirsing home unit; whether and

for how 1ong a Medicaid contract w111 be sought for

~ the nlrsing home unit: and whether and for how long

a congregate care contract will be sought for any

‘board1ng home unit. 1f there will be a congregate

care or Medicaid nursing home contract, the CCRC

'shall document arrangements for the’ cont1nu1ng
" financial support of ‘any nonmembers remaining as

indigent patients after the end of the transition
per1od The transition p]an shall include a:
mr1tten b1nd1ng assurance that every nonmember

Vad?'tted to ‘the CCRC's nursing home unit (during a

ition. per1od) shal] be 1nformed at the time of

:ndrs 19 . home adm1ss1on of the part1cu1ars of the

tral sjt1on p]an and how they affect the person's
r1ghts and charges. The transition plan shall

include a sample disclosure statement for this

purpose written in plain English,

(4) A nursing home progect proposed by a Type A CCRC meeting

au standards in (3) above, shall be considered, if the
prOJect sponsor requests, under the following spec1a1
bed need standards’’

oumEII
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(a) The project size {(number of nursing home beds) N
shall meet all of these standards: O
(i) The number of nursing home beds requested in a
single project (whether initial or expansion)
shall not exceed 60 beds.

(ii) No project shall result in a total CCRC
nursing home capacity (including utilization
of other facilities on contract) which exceeds
one nursing home bed per four independent
Tiving units within the CCRC. '

(i11) The CCRC shall justify the number of beds
requested, not to exceed limits in (a)(i) and
(a)(ii), based on actuarially sound forecasts
of the expected age, sex and health character-
istics of the CCRC's members in the ten years
following the year of the application and
evidence concerning demographically comparable
nursing home use rates for the general public
and within similar CCRCs.

(iv) In computing ratios for-(4)(a)(ii), only
independent 1iving units of the CCRC which
already exist or are scheduled for completion
at the same time as the proposed nursing home .
beds, under the same financial feasibility o
plan, shall be counted.

(v) In computing demographic forecasts of CCRC mem-
bership for (4)(a){iii), only independent 1iving
units and other living areas of the CCRC which
already exist or are scheduled for completion
at the same time as the proposed nursing home
beds, under the same financial feasibility
plan, shall be counted.

(b) Any nursing home project by a Type A CCRC, which is
proposed under and meets the standards in (3)
and (4)(a), is not subject to the bed need standard
for the Nursing Home Planning Area in which the
project is Tocated (see Nursing Home Performance
Standard B.4.a.(2) of this volume of the State
Health Plan). However, the total number of nursing
home beds approved under this provision which are
currently in "transition status® (see standard (3)
above) shall at no point in time exceed 300 beds
statewide. If approval of a Type A CCRC project
involving a transition period would lead to exceed-
ing 300 nursing home beds in such transition
periods at the same time, that project shall not be
approved. -
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(5) Any Type A or Type B CCRC proposing a nursing home
project may, at its discretion, designate it as an
application against the special statewide pool of CCRC
nursing home beds established under the Nursing Home Bed
Need Projection Method {General Provision {(f) ii and
Step 2). No single project shall be considered simul-
taneously under both the CCRC statewide bed pool and the
bed allocation of the Nursing Home Planning Area in
which the project is located.

d. Home Health Agencies (HH)

Home health agency means an entity coordinating or providing
the organized delivery of home health services.

Home health services means the provision of nursing services
along with at least one other therapeutic service or with a
supervised home health aide service to i1l or disabled
persons in their residences on a part-time or intermittent
basis, as approved by a physician,

(1) The performance standards policies presented below are
interim. The health p1anning system shall evaluate
- these standards and revise them as necessary, when data
on the costs and use of home hea1th services in the
state are available.

;
et
A

(2) The following home health planning areas in each health i“‘j}
planning region shall be used to determine population o
requirements for home health services:

Health Planning Region 1 Health Planning Region I1
{a} €lallam/West Jefferson (a) Grays Harbor/Pacific

(b} Whatcom {h) King {b) Thurston/Mason

(c) Skagit (i) Pierce (c) Lewis

(d) San Juan (j) Kitsap (d) Cowlitz/Wahkiakum

(e} Island {minus Camano Island) (e} Clark/Skamania/Klickitat
(f) East Jefferson :

{g) Snohomish/Camano

'. Is]and

Health Plann1ng Reg1on I11 Health Planning Region IV
(a) Okanogan ‘ ' (a) Ferry/Stevens/Pend Oreille
(b} Chelan/Douglas (b} Lincoln/Adams

{c) Kittitas/vakima (c) Spokane

(d) Grant (d) Walla Walla/Columbia

(e) Benton/Franklin (e) Garfield/Asotin/Whitman

(3) The total annual number of home health visits needed
in a home health planning area in the next year shall be _
estimated using the Interim Home Health Agency Need / Ez
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(5)

Estimation Method described below. As utilization data
become available, estimates used in this method shall be

-evaluated and adjusted. L

(People under 65 x .005) x 10 visits
+ (People 65-79 x .044) x 14 visits
+ (Peopie 80+ x .183) x 21 visits

= TOTAL VISITS

The appropriate number of -home health agencies in each
home health planning area shall be determined based on
the following policies:

(a}) For planning purposes ten thousand (10,000) home
health agency visits shall be considered to be the
target minimum operating volume for a home health
agency.

(b} Two home health agencies may be permitted in each
home health planning area to allow competition and
consumer choice. Where the projected aggregate
need is less than 10,000 visits per year, the
burden of proof shall be on a proposed new home
health agency to demonstrate that competing agencies
will result in greater levels of efficiency,
effectiveness and equity in such an environment.

In this regard, they shall address at least the
considerations in Policies (5){a)-(g) below.

(c) The maximum number of home health agencies permitted
in a home health planning area shall not exceed the
number of agencies derived by dividing the visits
estimated under Step 3 above by the number 14,000 .*

{d} For the purpose of determining the need for additional
- home health agencies in a home health planning area,
~existing home health agencies in the planning area
are those agencies which can serve the area without
further state approval and which provide service
use and cost data requested by the health planning
system.

Considerations for which preference may be given in

reviewing competing proposals to meet a limited need in
a planning area are presented below. Preference shall .
be given to the project that meets the greatest number

of the following criteria for preference:

*Note: Fractional numbers derived under this calcutation would be
rounded down to the nearest whole number.
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(a) The proposed agency will meet state certification
requirements.

(b) The proposed agency will serve either directly or
through formal agreements with other providers the
entire planning area in which it is proposed to¢ be
located.

(c) The proposed agency has a written policy and budget
to serve clients without regard to their source of
payment ,

(d) The agency has a lower charge per visit compared to
similarly-organized agencies providing comparable
services in the home health planning area. "Organi-
zation" refers to whether the agency is freestanding

~or hospital-based.

(e) The agency assures continuity of care by having
documented formal linkages to other levels of
care. _ :

(f) The agency has arrangements to provide charity care
to clients who are unable to pay for services.

{9) The agency demonstrates a mechanism for measuring
~and responding to community concerns.

e. Hospice Services (HS}

‘Hospice means a private or public agency or part thereof that
administers or provides hospice care.

Hospice care means care supervised by the attending physician
and provided by the hospice to the terminally i11. Hospice

; care is primarily palliative or medically necessary care
provided by a hospice multidisciplinary team with care avail-
able 24 hours per day 7 days a week.

Hospice multidisciplinary teams means a team of individuals
that provides or supervises care and services offered by the
hospice and that is composed of at least a physician (consul-
tant), registered nurse, social worker, and a pastoral,
spiritual or other counselor.

Hospice services are provided in a coordinated program of
care organized for the purpose of providing palliative and
supportive care which is designed to meet the psychosocial,
psychological, and spiritual needs of patients and their
families (which includes those persons related by blood,
marriage, or other significant relationship as designated by
the patient). Bereavement services are an essential part of
hospice care. : '
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(1) The areas used for planning hospice services shall be:
- Clark and Skamania Counties combined, Snohomish County |
-and Gamano Island, Island County excluding Camano Is}ana
and the other 35 individual counties in the state.

(2} Until.more complete utilization data of services provided
by hospices are available, the potential population who
may choose hospice care in each area shall be estimated
using the following Hospice Need Estimation Method.

The need for hospice services shall be determined using
the following method. -

: H
(a) Calculate the average annual number of cancer deaths
for ‘the past five years in the area.

(b) Multiply the average annual number of cancer deaths
by 0.25.to obtain the number of poteéntial hospice
patients with a cancer’diagnosis.

(c) Calculating the total number.of expected hospice
patients by dividing the number of cancer hospice
patients by 0,90. '

(3) Proposed new hospices or hospices proposing expansion
, shall have a predominant home care emphasis and shall
N use existing community services.

o (a) Hospices proposing additional inpatient beds* for
hospice patients shall ordinarily have an inpatient
bed to hespice patient ratio that is equal to or
less than the statewide average for existing hos-
pices.

(b) Hospices shall use and integrate existing community
services to meet client care needs. Affected
provider and consumer groups shall be involved in
planning, development and governance of proposed
programs. Hospices shall not plan new community
services unless they document that existing community
services do not have the capability or are not
willing to meet program needs. ‘

() New or expanded hospices shall meet state hospice certi-
fication standards or minimum hospice quality standards,
when such standards are developed.

*Hospice beds may be located in a hospital, nursing home or free-standing
facility.
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(5) Preference in the development of new hospice care programs
\ shall be given to programs which (a) have the policy of
) serving clients without regard to their source of payment,
and (b) will serve geographic areas that do not have
access to a hospice care program and/or a specific
population without access to a hospice care program.-
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C. FORECASTING METHODS

1. INTRODUCTION

This section of the State Health Plan presents officially adopted
methods for forecasting the need for operating rooms, nursing home
beds and hospital beds. These methods are designed specifically
to meet requirements for state review of proposed projects, but
they are appropriate for other uses as well.

The operating room need determination method is new in this plan
State Health Plan (SHP). Earlier versions of the other two
methods were included in the 1980 SHP and incorporated by refer-
ence in the 1982 SHP, This plan brings the three methods together
in one document. However, because of their complexity and length,
they are separated from related performance.standards for planning
and review. ‘ '

2. OPERATING ROOM NEED METHOD

a. SUMMARY

This method is the quantitative basis for reviewing proposals
for ambulatory surgery facilities. It also will be used in
reviews of proposed new hospital operating rooms when the
project is costly enough for review.

L

As noted above, this is a new forecasting method. The
general approach is for the health systems agencies to adopt
a reasonable method for forecasting the number of surgeries
and, if they wish, policies on the proportion of surgeries
which could be done on an outpatient basis. The method in
the SHP then calculates the number of inpatient and outpatient
operating rooms (ORs) needed to perform these surgeries. The
method follows the State Health Coordinating Council (SHCC)-
adopted policy that all existing inpatient and outpatient
capacity must be efficiently utilized before new ORs may be
added. :

In estimating the capacity of current ORs and the number of
added ORs which would be needed to satisfy any future need,
different assumptions are made about the number of surgeries
which can occur in ORs dedicated to outpatient use as opposed
to those providing surgery for hospital inpatients. This is
necessary because outpatient surgeries tend to be simpler and
less time consuming {on average)}, and because outpatient ORs
tend to be scheduled for fewer hours per week. The method
estimates these and other time factors (e.g., set-up time
between patients, level of realistic capacity compared to the
“theoretical® maximum} so that calculations can be carried out.
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With the method 1t$e1f are two examples showing application
in urban and rural areas with various substitutions of better
data in place of the method's general assumptions.

b. DETAILED METHOD

The need for operating rooms in a hospital planning area
shall be determined using the following method:

Existing Capacity:

()

(2)

(3)

(4)

Assume the annual capacity of one operating room located
in a hospital and not dedicated to outpatient surgery is
94,250 minutes. This is derived from scheduling 44
hours per week, 51 weeks per year {allowing for five
week day holidays), a 15 percent loss for preparation
and clean-up time, and 15 percent time loss to allow
scheduling flexibility. The resulting 70 percent
productive time is comparable to the Hospital Commission's
definition of "billing minutes" which is the time lapse
from administration of anesthesia until surgery is
completed. HSA policies may vary the desired scheduled
time to fit urban and rural areas.

Assume the annual capacity of one operating room dedicated
to ambulatory surgery is 68,850 minutes. The derivation
is the same as #1 except for 25 percent loss for prep/

¢cYean-up time and scheduling is for a 37.5-hour week.

Divide the capacity minutes by the average minutes per
outpatient surgery (see #7). Where survey data are
unavailable, assume 50 minutes per outpatient surgery,
resulting in a capacity for 1,377 outpatient surgeries
per room per year.

Calculate the total annual capacity (in number of
surger1es) of all dedicated outpat1ent operating rooms
in the area.

Calculate the total annual capacity (in number of
minutes) of the remaining operating rooms in the area,
including dedicated specialized rooms except for 24-hour
dedicated emergency operating rooms. Exclude cystoscopic
and other special purpose rooms.

Future Need:

(5) Project number of inpatient and outpatient surgeries

performed within the hospital planning area for the
target year. This shall be based on the current number
of surgeries adjusted for forecasted growth in the
population served and adjusted for trends in surgeries
per capita.
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(6)

%

(8)

Subtract the capacity of dedicated outpatient operating
rooms (#3) from the forecasted number of outpatient
surgeries. The difference continues into the calcula-
tion -of #8. "

Determine the average time per inpatient and outpatient
surgery from hospital planning area survey data. Where
survey data are unavailable, assume 100 minutes per
inpatient and 50 minutes per outpatient surgery. This
excludes preparation and cleanup time and is comparable
to "billing minutes." -

Calculate the sum of inpatient and remaining outpatient
(from #6) operating room time needed in the target

Difference:

(9)

(10)

(11)

If #8 is less than #4, divide their difference by 94,250
minutes to obtain the area's surplus of operating rooms
used for both inpatient and outpatient surgery.

If #8 is greater than #4, subtract #4 from the inpatient
component of #8 and divide by 94,250 minutes to obtain
the area's shortage of inpatient operating rooms.

Divide the outpatient component of #8 by 68,850 to
obtain the area's shortage of dedicated outpatient
operating rooms. '

The percentage utilization of existing surgery suites
can be calculated by dividing their annual billing
minutes reported to the Hospital Commission by their
annual capacity, adjusting for dedicated. outpatient
operating rooms. ‘

VOLUME II
STATE HEALTH PLAN

5/87 B

s



+aJan3ipuadxd (e3pdes | |eus B Ylim $3pod> GuLsuddyy

183w pLnoY yoiym 1nq Asabins uoy pasn Jabuel ou swood Buijelade asoys AJ0l
-UBAUL @Yl UL 3PN[OUl 01 udm AL (od Aul JL ILILLIP QU BQ plnom Ayl L'y
073 $Wo0J Buy3lesado juaLiedINg Jo) PIRU 3Y] SAINPAL PUR SWAQJ Buyyedado
quariedul 3O JEDLAIP Y] S3IRULWLIA SLYl “SIINULL $0T1'86 40 A1larionpoud
ay] sey wooJd yIea *{yp JO peaisui} W2am Jad SJnoy 8'Gp JO asbedaar ue

asn 40y Swoos Buijesade JLayl ALNPANIS s|eILdsoy Buiy (RJqua) Ayl asnedaq
fJPAIMOY  "SwooJ Buijesaao juaiiedino ptg pue jwaliedur 7 40 14433 @
sMOyS eaJy BuLuue|d |PILdSOH Suty (°430a) Ayl 03 poyiaw 3yl Guilk|ddy

ND1SSNISTa
’ , 9861 AQ UOLITIL(LIN 258 1B P3pIdU
meooumc_ua.__mn_oucuwumauaonaunuwumuq.muamm.mm"mo.tE.E_ oom.ﬁm

] ‘uo13RZLLL3M 358 3@ DaIparu Sw00d fiuy 3es3do
.u.cm:ma:_. 2 = (52°v6 # sainuLw SEECIIZ = 006‘60v'9 - S@3puLu GEE‘D29'9
_ _ NGRS

SULILOp ® 5§ aJayy ‘P dalg ueyy Jajeald sL g 4315

& daa%

9861 Aq_papadu

saIMLL Q0 pLL = SIIMULW 05 X S3LJ3bJns juaileding JLIE1AP 96%° L
9861 Aq

papaau SaIAULW GEE029'9 = SPIMULW 9 9yl X saLtabians juatjedui QETTEY

3 493§

AJabans juaiiedino J3d SAIAULW QG
Kdabans quaLiedul Jad SaINULW §°9%T

[ 4%

: . 343143p 96Y°L =
£1yoedes 5uL1sixa OfL°ET - $31Jabuns uarleding palseddJsoy 592* 12

g 935

. sayJabans jwapiedul 06T'SY .
(1e103 30 32E) s@wsabiins juaLieding 992°12 9861 Ag

*satsabans juaiiedino Suiy

[eJ3u3) UL puady syl 4o m.@mucmu.ﬁn ® SE paJdy Duiuu®|q4 |elidsoy Bury
1BJ3ua] salJabans A3unoy BuLy 4o woLss3JH3s Jeaur| GulLsh 1seI3do; 9861

g 893§

13
swood ABO|01pRJ [BPUCLIUIAJBIWL (LIAdS 2
a1ins AGoodajuaoctised 1

aunyipuadxa
{211dR9 WALLULW Y}Lm 3|QRLLEAR 3pRW G p(N0I ING YO JO4 PISNUR [
PR LAJOGIRH 30 WOOJ Bupiesade Aouabadua Jnoy-42 1

;AJGIUBAUL UL PBIUNOT oM
SWo0J 89
3sn paxim Joj |eAoudde yItm ¢
¥0 AJeucdod D3IeILp3P 9
{3ua13RdING 3 Jualledul) SWOOQJ PaX|W PaIRI tpap-uou g5
. :AQ paALdap AJOUBAUT

: *satJabuns
uaileduy Joy A1Loeded S| 530U LW 000 60¥*9 = 052 6 X SWe0d suariedut B9

v 031§

. *saidabins-
juaiqedine Joj A31aeded QLL°ET = LET ¥ 5W00J uagiedine pajelLpap o1

£ 0935

swood Gupyedado ..Ew_.umnu:u pa1eILPIP
3u0 ;o A3i3eded = Jeak Jad saraabins [ig't Jo Jpak sad saanuiwm 0SB'8Y

. 7 9315

woos Bupjesado wapiedut 3uoc 40 Aj1oeded = Jeak Jad saynuLw 052*¥6
1 mmum

sowy| 6uiinPauss 3ALIBUJIILY WILM FWOIING J UOLSSNISIG

| da3s u] £uabung juaiiedul Jagq duiy abeJaay 1039X3 poyYlaW W SuoLidwnssy
11v Buesp. (Suiy (ediuag) eady Suiuueyd LeILDSOH uRquqd o adwex3

QOHLIW NOTLYMIWY3L3I0 SQIIN wWOOH INILY¥3d0
+1 37dWyx3

Page
C-4

M~
[=s]
S
[ Tel
=
T
-
o
=
—
—
=T
i Lol
P
AT
= Ll
=2
— =
[N
= U




‘ U
o}
[
. ) /.
*swood Buljedado juaLiedino pajedLpap QU aJde 34y
g da3g
"2 pue [ sdags ui ueu d8yjes g pue ; sdaig seldalans justiedino gzz pue jualjedul 2H€ 1SBI3J0L M Sny| ,.mwnnum mmwmwﬁum
uy 4o} paunode st awiy dn-ues|s pue UOLieiedaud 33 ta|duexa Syl u] , sey uopidodoud sLy3 -pue S3LJa6JNS 3UaLIRdING UIAQ BaBy u3JAd g Inoge
216 = 005°62 a , ‘@sayl }0 °D66T.UL 'S3LJeBJNS (/G URYl 3dow Ou ajedilliue Im pue ‘a|qels
.M. T 0 m LA i . . paulewad sey uoLieindod 3yl ‘Q/S PUR (95 UISMIIY UIIQ SPY SJRAA IAL] 3s5ed
005522 = uogIez) (110 quaniad gt 10 £119eden , 8yl J3Aa0 (e11dscy BU3 ul pawdojdad mwwgmmu:m,+o Jaguny 3yl IAIISQO 3IN
sajnuil ggz*gf = dn-ued|d pue *dausd apn(JuL sajnulw 36T : : R
.unmULmn 1€ Aluo SBM :oﬁumwrrFu: qmwﬁ 8yl 8AJaSqO pnom A3yl . ' T ) ino- . ) ;
] ; L ] v . . 2808 % 2 203k Jad saynuLm
3Juls sucLlR|NI|ed 353yl ubnoJdya ob pinos Kouabe ue Jey3 jagiqoop siL 1l 099097 5L A1roedes [eaibuns m_emurnmommwMH m.EmuWhm Butguedad S UL
B ) S saJdnpaoosd [extfJns se siunoz |ejLdsoy 8yl YILum sadanpadodd s1doasalsAd
: o NQISSNISIa - sapn|aul Adsbuns juaiiedine syl pue Auabuns juaiiedino pue jiailedul
: s - oz pasn aJe yjog - |eaLdsoy {eJdnd SLug UL SweoJd Buljedado oMy aJe alIy|
_ . : “aul] dn-uea|a . ‘ y 0915
pue uotiededasd sapn|oul y daigs ut apmunanu\~n=:cm ayul auLs m_amuwﬁanm 100 *|e7tdsoy —ugzg,wcp :w swobs Bulyprado qU3L3Rd9N0 DOIRILPEP OU 3Je FJay)
SICCE - , SRS
, ) oo . ) ~
. £ 3 - . . k
113L38p 0 ‘BJo4BlAU ‘¢ d91s ueyi Joieadb jou sen g dagg (4A/S9INULW 5ZE°0 = %0 X SPINULN g X SYN g X SAEP G X “s.y g hv - mmw
: - . L.
0t o33 - - “amyg n:u:mw_u
R pue uoiiededadd uuzﬂucp po: Op yItum mmuchs Bur(|Lg, S,uU0LSsiumoy -
wood Buigedado snidans T = §2g°08 + 0£9°8E 1211dsoy 3yl o3 ajqeiedwo) 30U St SIYL mmswu dn-uvai> unm uoLaededadd
; < £ .
£210edes ssaaxa BuLpn|out seInuLw 52¢ cm 3 PLNOM wWOOJ 3U0 40 A31AL320poJd wnwiuiw 3y|
S9INULw 0EgTgR = ommﬁ Aq papadu senuLw 02 TL - auFUmauu S3INULW 059 °05T *BWL3 PALNPANDS WIWLLLW YT fO FUIIIAA [f Japun 5§
—e 3784 UOL1BZL{LYN- mmmgm>m Ayl alaym eade Sutuueyd LBUnd B UL D3apa3u 3ue "SWOOJ ’
§ dais GulieJado ou ‘SPUOM 19430 U] *BIRJ UOLIRIL(1IN ‘wnwgdo ue si jwadsad 0L
. : 1eu1 sL AdLyod aya “A3L(LqLx3(y BuL{npayds Joy Buima( e pue mpnupnmo; Letnd
0561 A9 popasu saanule (28° 17 = TYLOL ut swood Butledado (o Jaqunu | |BWS 3U3 JUN02Ie 03UL SUNT| . -Jeak @ SYRIM 1§
co1n 02602 = SajnuLw Ng X mwrgamm:m a:mnumamzo 822 - ‘YoaM B SAPD 8L} ‘ARD T sJnod §°/ 10 Wnwidiw ¥ 2SN JOL PIELNPIYIS aq piAoYs
upl Q0L ‘1S = SPINULW QST ¥ 53LJabuns jualiedut 2pe £R1Ld50U [PJnd B UL SWO0J BULIRLSA0 || eyl AStjod B SL 949y} 1PYY AWNSSY
g CEFT I . : . 2% [ 50935
bas £ 4 ﬂmz uea[d g *daud of + AJabuns gg} seinuiw gg ' mm
padinbada Ayabuns quatjeding -(dn-uea{d § +daud Joy g + AJ49buns fenide Joy UOLSSN3S L UILM ‘Pady SuLuueld 1eaLdson i
- {RINY 2O
0z1} S31nutw gg1 paJinbas ALuabuns quajiedur pamoys 1e1Ldsoy Y3 Jo A3adns v um:«@: mmpu“mﬂa Eoom mcwmewm:Fuw.mmszuw mnmsuxm o
LSS 0OHL3K NOILYNTWYILIQ SOIIN WODY INTLYY3IdO =
124 T1dHvx3 fii
. =
Lol
= L
. = =
1 =<r
. o
= )




3. NURSING HOME BED NEED PROJECTION
METHOD*

‘a. SUMMARY

Methods for forecasting nursing home bed need were incorpor-
ated in the 1980 and 1982 State Health Plans. They were
significantly revised in 1984, by amendment of the SHP,
following exhaustive study by an advisory group including
SHCC members, DSHS executives, directors of nursing home
trade associations and representatives of the state's aging
services network, including the State Council on Aging.

The method was amended in May 1985 to clarify treatment of
swing beds in rural hospitals, based on recommendations from
~another special advisory process set in motion by the SHCC.
Finally, it was amended to its present text following a major
advisory group similar to that of 1984.

These forecasts are used as the primary quantitative basis
for reviewing nursing home projects. Bed needs for develop-
mentally disabled persons are developed separately by DSHS,
and DSHS has the option of defining other special populations
(e.g., certain mentally i11 persons) for separate need
forecasting. The May 1985 amendment stipulated that small
rural hospitals may operate up to five “swing beds," avail-
able for either acute care or nursing care as needed,

which will not be counted as nursing home beds. The latest
amendment set aside a statewide pool of beds for projects for
retirement communities. Certain retirement communities also
are exempt from the area need standard for nursing home
beds.**

The method calls for preparation of statewide and area
(essentially county) forecasts of nursing home bed need for a
date three years in the future, for nursing home supply
deliberation, plus a longer-range forecast also is prepared
for general policy advisory purposes. The forecasts ordinarily
are updated every three years, with the next update schedu]ed
for the second half of 1989,

* This 1987 revision of the nursing home beds projection method takes
effect upon completion of DSHS preliminary decisions on Certificate of
Need nursing home applications under review as of January 21, 1987.
These review decisions are based on the previous method adopted in
1984. :

**In 1985-86, an advisory group jointly appointed by the SHCC and the State
Council on Aging developed recommendations on how to deal with nursing
home beds within continuing care retirement communities. Further changes
in the State Health Plan's nursing home policies have been made to implement
those recommendations. See Long Term Care Performance Standard 4.c. ‘
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The statewide forecast for 1990 is based on a desired 1990 :
“target ratio" of 53,7 nursing home beds per thousand people { i
age 65 or older, initially selected in 1984 and reaffirmed in
1987. While this ratio represents a reduction in the bed-to-
population ratio which prevailed in 1984 (60.2 beds/1,000),

it allows for the addition of over 900 beds during the

1984-1987 period and will permit approval of hundreds of
additional beds between 1987 and 1990. :

First priority in allocating the beds to counties is to bring
all counties up to at least the bottom end of a “reasonable
nursing home bed ratio range" defined in the method, This
range is derived based on the 26th and 58th percentile points
in the actual rank-order distribution of ratios (current beds
per 1,000 target-year residents age 75+) for the state's
counties. Remaining beds are divided among counties which
have bed supplies within the reasonable bed ratio range in
proportion to the number of beds each county would need to
reach the top end of that range.

The method also contains ground rules for fine-tuning of the
baseline forecasts by the Area Agencies on Aging and the DSHS
Aging and Adult Services Administration. These adjustments,
involving mutually agreed upon shifts and pooling of counties
into larger areas, cannot increase the statewide total.

b. DETAILED METHOD ' Oy
(1) Assumptions o

- - (@) MNursing home bed need projections should refiect
variations in nursing home use by different age
groups of the population.

(b)  Nursing home beds should ordinarily be located
reasonably close to the people they serve,

{c) Equity in the availability and use of nursing home
beds within the state should be increased by
reducing the wide variation in ratios of nursing
home beds to elderly population among areas of
the state.

{d) Areas of the state that are underbedded, adequately
bedded and overbedded should be identified and treated
differently in the bed need projection process. :

(e}  The overall supply of beds in the state should
represent a reasonable and appropriate state
nursing home bed to elderly population ratio.
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{(f) Most current nursing home use in the state reflects
an appropriate need for formal services that should
be met by nursing home heds or other services in
the long term care continuum.

(g) To be responsive to unique local circumstances, the
nursing home bed need projection process should
include local discretion in defining nursing home
planning areas and bed al]ocat1ons

(2) General Provisions

{a) Nursing home bed need projections shall be developed
for a three year period ending in the projection
year and for at least one subsequent longer range
period. Three year projections shall be the basis
for-nursing home bed supply decisions.

(b) Projections shall ordinarily be updated every three
years during the last half of the third year. Bed
need projections shall be revised if, in the
determination of the State Health Coordinating
Council or Department of Social and Health Services,
significant nursing home bed supply problems have
developed.

(¢) The planning areas used for nursing. home baseline
projections shall be Clark and Skamania Counties
combined, Snohomish County (with addition of Camano
Island), Island County (excluding Camano Island),
and the other 36 individual counties in the state.

{d) Prior to developing revised nursing home bed need
projections, the Department of Social and Health
Services, in consultation with the State Health
Coordinating Council, the State Council on Aging and
the State Nursing Home Advisory Council, shall review
and aff1rm or-modify projection method terms.

(e} The Department of Soc1a1 and Health Services shall
obtain,. evaluate and respond to public comments
prior to adopting revisions of the projection method
or nursing home bed need projections.

(f) The bed needs of special population groups shall be
projected separately, and necessary adjustments in
base data shall be made to reflect these separate
projections.

i. Special populations shall include the develop-
mentally disabled, and may include a mental
health population defined by the State Depart-
ment of Social and Health Services.
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ii. In addition to any other provision of the
State Health Plan applying to continuing care ¢
retirement communities (CCRCs), a ‘special §
statewide pool of beds shall be designated
within the projection method for which only
proposals for nursing home beds operated by
CCRCs for their members shall be eligible to
apply. The State Health Plan's definition of
CCRCs shall apply.

P

-111.  Any bed need projections for special popula-
tions shall be developed by the Department of
Social and Health Services using projection
methods developed for this purpose,

{9)  Demonstration of nursing home bed need through
application of the .bed projection method is not
sufficient evidence, by itself, to warrant the
addition ‘of nursing home beds. Even if there is
a projected need for beds in an area, approval
may be denied based on developer's not meeting
state quality of care survey standards or based on
other non-quality related conditions defined in
explicit, measureable terms in applicable health
plans and state rules.

(h}  Swing beds shall be counted as hospital beds. They .
shall not be considered nursing home beds for the ro
purpose of determining nursing home bed needs or T
available nursing home bed supply.

“Swing beds" are hospital beds, available to provide
either acute care or long term care/nursing care
services as required, which meet the conditions
specified in Section B.4.b, of this volume of the
State Health Plan.

(3) Specific Baseline Projection Method Steps and Provisions
NOTE: Figure 1 is a graphic presentation of these steps.

STEP 1:  DETERMINE THE APPROPRIATE NUMBER OF ADDITIONAL
BEDS IN THE STATE IN THE PROJECTION YEAR.

Step 1.a, Define a state target nursing home bed to
elderly (65+) population rato for a target
year.,* (This ratio uses population age 65+ in

*Note that the target year for the state target bed ratio may not be the
same as the projection year for which nursing home bed needs are developed.

——
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Step 1.b.

"the denominator because most comparative

information from other states js in this form,
Note that ratios with the age 75+ population
as denominator are used for other purposes in
this method.) '

(1) The state target bed ratio shall constitute
the number of beds needed for the appropriate
use of nursing home beds in the state.

Such target ratio shall be developed
considering:

(2}

(a)

®)

(c)

(d)

The national bed ratio and the bed
ratios of other states judged to
have reasonable and progressive
long term care policies, and

state policy goals for the allocation
of scarce resources between nursing
home beds and other institutional

and community based services in the
long term care continuum, and

the effects on nursing home bed
needs of new health systems develop-
ments, such as hospital diagnostic
related group (DRG) reimbursement
and other changes in incentives
stemming from governmental and
private payment systems for acute
and long-term care, and

progress being made in developing

~ other long term care services for

the population at risk of nursing
home placement {see Step 6 below).

The state target bed ratio for 1990 shall
be 53.7 nursing home beds per thousand
people 65 years of age or older, The
preliminary target. for 1993 also shall be
53.7 beds per thousand people 65+,
subject to review by the State Health
Coordinating Council and DSHS following
the 1989 legislative session,

Determine the total number of appropriate beds
in the state in the target year by multiplying
the projected population 65+ in thousands by
the state target bed ratio.
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Step 1.c., Determine the total number of additional beds
P _ : needed statewide in the target year by subtract- )
v : ing the current bed total from the total Lo
R ‘ number of appropriate beds. R

g
Y

STEP 2: RESERVE-A STATEWIDE POOL OF BEDS FOR CONTINY-
ING CARE RETIREMENT COMMUNITIES.

Step'Z.a. Determine a number of beds, not exceeding
one-quarter of the total add1t1ona1 beds
needed statewide (Step 1.c.), which shall be
designated as a special statew1de pool for
applications from continuing care retirement
communities (CCRCs) anywhere in the state
requesting new or expanded nursing home
capacity primarily for their members use.

(1) In determining the number of beds in
the pool, the effect of other provisions
of the State Health Plan regarding CCRCs
should be considered.

(2) For the period 1987 through 1990, 120
beds shall be set aside for this:purpose.

(3) The -eligibility of an applicant to apply
' : : for the CCRC beds shall be governed by :
P definitions in the State Health Plan and P
k M) DSHS administrative rules. ' s

Step 2.b. Subtract the beds reserved for CCRC applica-

* tions from the statewide need for new nursing
home beds (from Step l.c. ), and allocate the
remainder among nursing home planning areas as
indicated in Step 5.

Step 2.c. Any adjustments of ‘the baseline bed need fore-
cast which would reallocate beds into or out of
the CCRC pool shall require approval of the
SHCC. (See (4) below on adjustments.)

Step 2.d. Any CCRCs qualifying under CCRC Performance

: Standard B.4.c.(4) of this volume of the
State Health Plan for consideration of
nursing home projects outside of the bed
need prOJect1on method shall be counted as
follows in deve10p1ng projections of need
for other nursing home beds:

(1) The beds of such CCRC nursing home units
-shall not be counted as available bed
supply in determining net need for
nursing home beds to meet general com- i
munity needs, L
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STEP 3:

Step 3.a.

Step 3.b.

(2) The members of such CCRCs {that is,

all residents of all areas of the com-
‘munity, including the nursing home but
also independent 1iving and supported
care residential units) shall be sub-
tracted from the population of the state
and of the nursing home pianning area
where the CCRC is located for purposes of

- computing total and net nursing home bed
need under the projection method.

(1) Where age-specific population figures

: are used in the method, the same age
groups shall be used in data collected
from CCRCs on their members.

(11} The estimates of future population

- and ages used in approved regulatory
proposals {under Certificate of Need
law and any future CCRC consumer
protection .legislation) shall be
used as estimates of projection year
membership/ages.

(3) The subtraction of beds and population of
such CCRCs shall occur after the CCRC is
approved as meeting all requirements for
development.

Note that not all CCRCs qualify under
Performance Standard B.4.c.{4). Other
CCRCs may apply for nursing home beds from
the -statewide CCRC pool.

DETERMINE A STATEWIDE REASONABLE BED-TO-
POPULATION RATIO RANGE.

Rank order from low to high the ratio of
base-year nursing home beds per 1,000 projec-
tion year population age 75+ for the various
nursing home planning areas. Determine

the percentile, or cumulative percent, of each
successive point in the rank order.

Define a statewide reasonable nursing home
bed-to-population ratio range by identifying
the low and high percentiles for the ends

of the range.

“{1) The low end of the range {"1ow reasonable

bed ratio") shall constitute reasonable
nursing home bed availability in al)
areas of the state, and generally
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STEP 4:

Step 4.a.

Step 4.b.-

Step d.c.

shall be deemed the minimum level at
which the public need for nursing home
beds is met.

(2) The high end of the range ("high reason-
able bed ratio") shall be considered to
represent a high level of nursing
home bed availability in any area of the
state, such that this ratio should not be
exceeded without carefully weighing
equity concerns.

(3) The low and high ends of the statewide

reasonable bed supply ratio range
shall respectively be set at the 26th and
the 58th percentiles.

DETERMINE THE AREAS OF THE STATE THAT WILL BE
UNDERBEDDED, ADEQUATELY BEDDED AND OVERBEDDED
IN THE PROJECTION YEAR.

Develop low and high bed need estimates
for each area by multiplying the low and
high statewide reasonab]e bed ratio from
Step 3.b. by that area's projected popula-
tion age 75+ in thousands.

Determine the current number of beds in
each area.

(1) The current bed count shall consist
of licensed nursing home beds, beds in
hospital long-term care units, and as
yet unlicensed beds for which state
approval has.been granted. (See
Definition (6)(d).) ‘

{2) The current bed count shall be updated
before each nurs1ng home project review
cycle.

Compare the current beds in each area to
projected 1ow and high bed need estimates
from Step 4.a. to identify areas that will be
underbedded, adequately bedded and overbedded
by the projection year.

(1) An area shall be deemed underbedded
if the current supply of beds is less
"~ than the low nursing home bed need
estimate for the area.
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STEP 5:

Step 5.a.

Step 5.b.

(2) An area shall be deemed adequately bedded
if the current supply of beds is less '
than the high bed need estimate, but
greater than the low bed need estimat
for the area. ST

(3) An area shall be deemed overbedded if the
current supply of beds is greater than the
high bed need estimate for the area:

DETERMINE THE APPROPRIATE NUMBER OF
BEDS IN EACH NURSING HOME PLANNING AREA
IN THE PROJECTION YEAR. '

Note: Figure 2 is a graphic presentation of
this bed allocation process.

Determine the number of beds to be allocated
to each underbedded area by subtracting
current beds from each area’s low bed need
estimate.

(1) The number of beds needed to bring
underbedded areas up to their low bed
need estimate shall be allocated to these
areas.

Allocate remaining beds available for under-
bedded and adequately bedded areas.

(1) Determine the remaining number of beds
avaitable for assignment to underbedded
and adequately bedded areas by subtract-
ing the beds apportioned to underbedded
areas (in Step 5.a.) from the state's bed
allocation (net of CCRC pool beds) for the
projection year.

(2) Determine each area's total beds thus far
in the allocation process, equal to _
current bed supply (from Step 4.b.) plus
any beds assigned to the area (if under-
bedded) in Step 5.a.

(3} Determine how many more beds would need
to be assigned to each area to bring it
up to the high reasonable bed ratio in
the projection year by subtracting total
beds to this point in the calculation
(Step 5.5.(2)) from the area's high bed

- need estimate (Step 4.c.).
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FIGURE 2

GRAPHIC REPRESENTATION OF ALLOCATION OF NURSING
HOME BEDS AMONG AREAS IN THE BASELINE PROJECTION
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STEP 6:

Step 6.a.

Step 6.b.

Step 6.c.

Step 6.d.

Step 6.e.

(4) Divide the number of beds available
for assignment (Step 5.b.(1)) by the
total statewide bed requirement to bring
all areas up to the high reasonable bed
ratio {sum of individual area's needs
from 5.b.(3)) to determine what propor-
tion of that total bed requ1rement can be
met .

(5) Assign each underbedded and adequately
bedded area its proportional share of the
remaining beds, equal to the proportion
from Step 5.b.(4) times the area's need
for additional beds to reach the h1gh
ratio (Step 5.b.(3)).

ESTIMATE FOR EACH AREA AGENCY ON AGING'S
PLANNING AND SERVICE AREA (PSA) FOR THE
PROJECTION YEAR THE NUMBER OF ADDITIONAL
PEOPLE WHO WILL NEED OTHER LONG TERM CARE
SERVICES AS A RESULT OF THE STATE TARGET BED
RATIO.

If age-specific use data are available,
estimate base year statewide nursing home use -
rates for each age group.

Estimate the patient days for the population
at risk of nursing home placement in each age
group in each PSA by multiplying the base year
statewide use rate for each age group by that
age group's projected population in thousands
in the PSA.

Estimate the average daily number of at risk
individuals in the area by summing patient
days across age groups, and dividing the
result by 365.

Estimate the number of nursing home beds that
would be needed for the at risk population by
dividing the average daily number of at risk
individuals "by the nursing home occupancy
factor, which shall be 95 percent

Estimate the number of additional people who
will need other long-term care services by
subtracting the number of beds allowed each
PSA from the bed need estimate from Step 6.d.
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(4) Adjustment of Baseline Nursing Home Need Projections

(a) "Adjustments" {also called "bed reallocations")
are authorized changes in the baseline nursing home
bed need projections prepared under the step-by-
step method above. Adjustments are shifts
among planning areas of additional (incremental)
beds allowed under the method's statewide total.
The purpose of the adjustments is to "fine-tune"
the more mechanical baseline, through a legitimate
public process, without losing the positive
features of the baseline calculation, including its
definite statewide total and its guidance for
improving geographic equity in bed distribution.

(b) 1In the absence of a complete set of SHCC-designated
: Regional Health Councils* which can perform adjust-
ments as part of comprehensive health planning
activities, nursing home bed need adjustments shall

be developed by Area Agencies on Aging subject to
DSHS approval, under the following process:

i. Area Agencies should develop any adjustments
to the baseline bed need forecasts which they
consider appropriate, following public input
(see (f) below), in the form of bed realloca-
tion plans which identify the new proposed
distribution of beds and the changes from
the baseline (or last adjustment) which it
‘represents. :

ii. Any shift of beds involving geographic areas
represented by different Area Agencies must be
supported by both Area Agencies.

iii. A1l bed need adjustments must be approved by
the DSHS Aging and Adult Services Administration.
The requirements in (f) must be met.

iv. No adjustment shall be approved which has the
effect of exceeding the statewide total bed
need under the baseline method.

In the event that funding for comprehensive Regional
Health Councils is restored, the SHCC should
immediately reevaluate what agencies should develop
the adjustments.

*The role of Regional Health Councils, as established in state law, was
filled by four Health Systems Agencies which lost their federal funding as
of November 1986.
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(c)

(d)

(e)

(f)

As part of the adjustment process, two or more nursir-
home planning areas for which baseline projections |
have been developed may be grouped into a single
larger area. Where this is approved, the bed need
for the entire pooled area shall be considered as a
whole in reviewing specific project applications.

In developing adjustments, the following issues,
among others, should be considered;.

i. Patterns of movement of nursing home patients
into and out of the area(s), including evidence
from any available patient origin data. '

ii. Any discrepancies between local forecasts of
age-specific populations and the official
Office of Financial Management population
forecasts used in the baseline.

1ii. The relative difficulty of arranging placement
in different areas for patients needing
nursing home admission.

iv. The relative availability of long-term care
services which can offset some needs for
nursing home supply.

V. Nhether‘any overbedded areas are being awarded'
additional beds.

Adjustments are part of the planning process and
must be completed and approved prior to the start
of the regulatory reviews which will use the _
adjusted numbers. DSHS shall identify a specific
date prior to the start of each year's concurrent
review(s) of nursing home project applications
which will be the deadline for approval of all
adjustments for use during that cycle of reviews.

DSHS requirements for approval of bed reallocations
plans (adjustments) shall include all the following:

i. An assurance, signed by the Area Agency
director(s) concerned, that the bed realloca-
tion plan was developed in a way which met the
following process conditions:

2. The draft reallocation plan was distrib-
uted for review and comment by affected
groups including nursing homes or nursing
home associations, hospitals or hospital

5/87 ' c-19
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(5)

(9)

Data

(a)

(b)

{c)

(d)

associations, Regional Health Councils
designated by the State Health Coordinating
Council, and other local aging service
providers and aging groups.

b. The review and comment period for the
realiocation plan was at least 30 days.

¢. At least one pubiic hearing was held on
the bed reallocation plan following
completion of Area Agency staff delibera-
tions.

d. Subsequent to the review and comment
period and hearing, the Area Agency's
governing board, or a designated committee,
systematically considered all comments
and weighed them against each other, in
developing the final bed reallocation
plan. A written explanation of disposi-
tion of comments is available upon request.

i. The bed reallocation plan must conform to the

State Nursing Home Bed Need Projection Method,
including its statewide total bed need.

The baseline projection shall be in effect in all
areas unless replaced by approved reallocations.

Sources and Methods

Patient day data used in developing projections
shall be those reported by nursing homes and
verified by the Aging and Adult Services
Administration.

Total area patient days shall be determined by
allocating patients back to their area of origin on
the basis of the latest available patient origin
data, when such data are available on a statewide
basis.

Patient age data used in developing use rate
estimates shall be that collected by the Aging and
Adult Services Administration,

The source of population estimates and projections
shall be official publications of the State Office
of Financial Management,
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(6) Definitions

(a)

(b)

(e)

"Adjustments" mean approved shifts of ‘nursing home
beds among planning areas, devetoped as indicated
in (4} above. :

"Base Year" means the year in which projections are
developed, or, in the case of data, the most recent
information then available,

"Baseline projection" means the projection of need
for nursing home beds, statewide and in each
nursing home planning area, which is generated
using the step-by-step method described.

"Current bed count" means the total number of

beds, at any point in time, which are considered

available for public use (Step 4.b.}. Some-
clarifications:

® "Distinct-part" long-term care units in
hospitals-are counted, even though they are
covered under the hospital’'s license. '

® Nursing home or long-term care beds in an
HMO-operated hospital are counted.

° Swing beds are not counted.

® Nursing-level beds in state and federal
institutions (including Veterans
Administration Medical Centers and State
Veteran Homes) do not have state-licenses and
are not counted.

® Licensed nursing home beds which are
operated as specialized developmental dis-
abilities facilities under federal ICF/MR
rules (Intermediate Care Facilities for _
Persons with Mental Retardation and Related
Disabilities) are not counted as available to
the general population in need of nursing home
care. (However, the same facility might be
counted if it ceased to operate as an ICF/MR.,)

"Projection year" means the year which marks the
endpoint of the three-year projection period.

'“Target year" means the yearltargeted for attain-

ment of a specified ratio of nursing home beds to
population identified as a health planning
objective. (Step 1.a.)
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4.

HOSPITAL BED NEED FORECASTING

METHOD :

INTRODUCTION

This document is a revision of the "Guide to the Use of the Washington
State Hospital Bed Projection Methodology," prepared in 1979. The former
version of the Guide was adopted by the State Health Coordinating Council
(SHCC) in its entirety as part of the 1980 State Health Plan (SHP). It
later was incorporated by reference in the 1982 SHP,

This version differs from the original in three ways:

1)

2)

It contains several substantive policy changes, including trend-adjust—
ment of the hospital utilization rate used in forecasting.

It is different in format and includes some editorial improvements.
For example, the order of presentation has been changed and the
formerly separate psychiatric bed need forecasts have been brought
into the same document with less duplication,

Certain step-by-step calculation methods and examples which were

part of the 1979 Guide will be made available in comparable detail but
will not be part of the State Health Plan in order to permit timely
minor revisions (e.g., improved data sources).

SUMMARY

This plan consolidates two earlier hospital forecasting documents,
maintaining a simitar general framework and method but changing a
number of particulars. The general hospital bed need forecasting
method and related principles were initially adopted by the SHCC in
1979 in the "Guide to the Washington State Hospital Bed Projection
Methodology." This was printed in the 1980 SHP and incorporated by
reference in the 1982 SHP. A separate document, the "Short-Term
Hospital Psychiatric Bed Projection Method," was adopted by the SHCC
in 1981 and included in the 1982 SHP. While consistent in general
principles with the overall forecasting method, this method contained
elements specific to psychiatric services. -

"The hospital bed need forecasting method is the primary quantitative

basis for review of hospital projects which fall under the Certificate
of Meed law. Review is required for all new hospital beds and for some
changes in use of existing beds (depending on what new services are
proposed and how large a capital expenditure is entailed). Forecasts
clearly address the issue of total bed need for each geographic '
area. However some specific services (uses of beds) are reviewable,
but not specifically forecast as a subtotal of bed need. In such
cases, other methods, not formally adopted in the SHP, must be used as
part of the assessment of public need for the beds.
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The methods in this plan produce two forecasts, one for short-stay
psychiatric bed needs in nongovernmental hospitals and one for non-
psychiatric bed needs in all hospitals within the state. The non-
psychiatric forecasts are prepared for the entire state, the health
planning regions and for each of the geographic hospital planning
areas. The psychiatric forecasts are prepared for the entire state,
each health planning region and each county (or multi-county) mental
health planning area.

It is possible for hospitals, as corporate entities, to establish
services which fall outside the scope of the forecasts - for example, a
hospital can open a long-term care wing which is counted and licensed
as a nursing home - but in general, any "bedded service" of a hospital
is within this scope unless clearly defined to the contrary in the
State Health Plan., To give a few examples, obstetric beds, adult
rehabilitation service beds, alcoholism treatment beds and rural
hospital swing beds all are part of the nonpsychiatric bed need total.

The nonpsychiatric forecast method starts with information on the use
of hospital services in a "base. year.“‘ Hospital use rates are calculated
for the residents of each hospital planning area. These rates are
stated in patient-days per 1,000 population for two age groups: 0-64
and 65 or older. Long-term trends in the hospital use rate (currently
downward) are assumed to continue; therefore, each hospital p]ann1ng
area's use rates are adjusted in proportion to the rate of change in
use rates over the past ten years. The statewide or health planning
region trend is used, whichever shows the slower change. (An alternate
adjustment 1is used in a few HPAs where increasing reliance on health
maintenance organizations complicates trend anlaysis.)

The trend—adJusted hosp1ta1 use rates are applied to the projected
future ("target year") population of each hospital planning area. This
calculation produces a forecast of the number of patient-days of
hospital care which the residents of each hospital planning area will
use in the target year. However, these days of care will occur in a
variety of hospitals, not only those hospitals located in the HPA where
the individuals live. Expected patient-days of hospital care are
redistributed to the planning areas where services are likely to be
provided. In general, it is assumed that the same patterns of patient
movement occurring in the base year will remain stable through the
target year.

Finally, for each planning area where services will be provided, the
forecasted number of patient days is converted to a forecasted need for
hospital beds. Patient-days are divided by an occupancy standard
calculated for each HPA based on the mixture of different hospital
sizes in the area,

The psychiatric method really involves combining two different forecasts.
The statewide forecast of short-stay psychiatric bed need is determined
by applying a desired bed-to-population ratio to the expected p0pu]at1on
in the target year. This ratio, 13 beds per 100,000 residents, is a
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normative standard, chosen by the SHCC in consultation with the state
Mental Health Division. The selection of this ratio is related to a
policy decision to encourage development of residential {nonhospital)
short-stay psychiatric programs.,

The other component of the psychiatric bed method is a demand projection
for each health service area and county. It is derived using a method
analogous to the nenpsychiatric forecast method, except that there is

no attempt to adjust use rates in relation to trends. The results of
the demand projection are adjusted to match the statewide (target-
ratio) forecast. This way the statewide total of beds will observe the
desired ratio, while the distribution of beds throughout the state will
agree with observed patterns of service use and patient movement.

Both the psychiatric and nonpsychiatric methods result in baseline
forecasts of needed beds in a future target year. These baseline
figures can be adjusted subject to guidelines in the forecasting method
document . _

The hospital bed need forecasting method, in its entirety, addresses
many detailed issues which cannot be adequately summarized here. A
glance at the detailed contents will he]p the reader to identify areas
of special 1nterest

This plan includes a considerable volume of changes in the hospital
forecasting methods guide. Many of the changes are editorial and
organizational. Some of the more important substantive changes are:

- Trend-adjustment of the hospital use rates used in nonpsychiatric
forecasts (previously, use rates were assumed to remain constant
from the base year to the target year);

- Use of a normative bed-to-population ratio in psychiatric forecasts
{previously, the base year use rate was applied to target year
population);

- Definite separation of the psychiatric forecast {previously
unclear), and clarification of the relationship between overall
forecasts and service- or age-specific forecasts {previously
unstated and ambiguous);

- Statewide use of the same occupancy standards, related to hospital
size §previous1y, no standards were stated for use in rural
areas

- Age-specific use rates for at least two age groups, 0-64 and 65+
(previously, a single use rate was computed for residents of all
ages and a separate adjustment was carried out in forecasting to
estiimate, based on national data, the effect of changes in the
proportions of residents over and under 65).
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C.

CRITERIA AND STANDARDS FOR EVALUATION AND USE
OF METHOD

(1)

(2)

Definitions

Should: The use of the term "should" in this document implies that
there is an expectation and a probability that the particular criterion
or standard will be carried out.

Shall connotes an absolute directive and an expectation that a standard
definitely will be carried out. . '

Base year: The most recent year about which data is collected as the
basis for a set of forecasts.

Target year: The future year for which patient days, populations and
bed needs are forecasted, : _ —

Future bed capacity: Beds which will or could be available in the
target year. See Hospital Forecasting Criterion 12.

Net bed need or unmet bed need: Forecasted bed need minus future bed
capacity, for some target year,

Note: Additional relevant definitions are found in the Glossary to

this plan.
General Princib]es:

1, Forecasting involves both interpretation of trends and the
application of judgment concerning the continuation or alter-
ation of trends. Al] forecasts include such judgments.

2. Forecasting of need for services is not necessarily identical to
forecasting of demand. Any need forecast which is not based on
predicted demand must be based upon explicit normative statements
about the appropriate level of a resource, which have been
formally adopted by the health planning system.

(Explanation: The forecasting method for short-stay psychi-
atric hospital bed need incorporates elements of normative
need. This principle establishes 4 policy base.)

3. In forecasting future use of hospital services, a clear distinc-
tion has to be made between what is, what will be, and what
should be. Forecasts of what will be can be changed to reflect
what should be only if there is an implementation strategy which
realistically can accompiish that change.

4.  Forecasts are not in themselves methods for eliminating shortages

or surpluses of hospital services and facilities. Forecasts are
evidence which can helpin deciding whether shortages or surpluses
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may develop. Given some evidence about the future, the health
planning system has to decide whether it wakes sense to try to
change a potential surplus or shortage, has to decide whether it
has the ability through some implementation strategy {e.g., the
Certificate of Need process) to do so, and has to decide what
type and degree of change it wants to accomplish,

5. The health planning system in the State of Washington does not
have the ability to eliminate existing surpluses of capacity.

6. Hospitals within the state are encouraged to use this methodology.
Of course, any hospital or other group within the state may
challenge the methodology adopted by the planning system or the
results of applying that methodology. Objections to forecasts or
the forecasting methods should be stated as early in the planning
process as possible, during the adjustment process at the
latest.

7. Hospitals and the health planning system should jointly conduct
the planning of hospital services in consultation with the
Washington State Hospital Commission. : '

8. Hospitals are responsible for implementing specific services.

9. Starting in 1986 {using 1985 base year data)*, bed need forecasts
should be prepared and adjusted at least every three years. The
SHCC should decide annually if it is necessary to develop new
forecasts in less than three years, This should be done only if
it is determined that changes have occurred which would have a
significant statewide impact on the forecasts.

As part of its decision on the need for new forecasts, the SHCC
should consider the percent deviation (plus or minus) from the
old forecast which would result from using more recent data on
population, use rates, etc. The new data must be for a full year
(same quarters as used in computing the original forecast) -
i,e., less than a year of data should be considered insufficient
to justify a new forecast,

If a new forecast is developed under this provision less than
three years after the last full forecast /adjustment cycle, no
changes should be made in the negotiated adjustment assumptions
from the last full cycle.

*K baseline bed need forecast, which will not go through the adjustment
process except for continuation of previously negotiated adjustment
assumptions, will be prepared in 1985 or early 1986 using 1983 base year
data. A 30-day period will be allowed after distribution of the baseline

numbers for correction of any errors.
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(3) Criteria and Standards
1. CRITERION: Planning for People

Hospital services and beds should be planned according to the
needs of specific groups of people.

 STANDARDS ;

a. It is not appropriate to assume that the people within the
areas use or should use the hospitals within the area, nor
should they assume that hospitals in the area serve only the
people in the area.

b.  Hospital planning should be based on sound evidence about
. the actual patterns of use by the public. Since the public
is free to choose physicians and hospitals regardless of
location, plans for hospital services cannot assume that the
people within a planning area use or should use only the
hospitals within the area, nor should they assume that the
hospitals in the area serve only the people in their area.

C. It is not necessary to assume that patterns of use, especially
improper patterns of use, or lack of use, will continue.
However, plans based on a change in forecasted use patterns

- should thoroughly document either why the patterns are expected
to change or how the patterns will be made to change. In a
case where a change in use patterns is assumed, both patient
admission rates and lengths of stay should be examined.

d. To the degree that is practical, specific groups of
people which use particular or special services not
covered by service-specific or age-specific forecasts
should have their need for beds. calculated as a separate
subset within overall forecasts (see Criterion 9).

e. Medical care organizations which serve a separate group of

' people, such as a Health Maintenance Organization op the
Veterans Administration, should not assume that all of the
needs of their people have to be met by separate services
and facilities owned or controlied by those organizations.

2. CRITERION: Need for Multiple Criteria

Hospital bed need forecasts are only one aspect of planning
hospital services for specific groups of people, Bed need
forecasts by themselves should not be the only criterion used
to decide whether a specific group of people or a specific
institution should develop additional beds, services, or
facilities. Even where the total bed supply serving a group

of people or a planning area is adequate, it may be appropriate
to allow an individual institution to expand.
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STANDARDS :

The fact that a particular hospital has served a particular
group of people in the past does not mean that the hospital
will or should serve those people in the future. For a
variety of reasons (e.g., the desire to develop a Health
Maintenance Organization), the people may want to change the
pattern of use.

Under certain conditions, institutions may be allowed to
expand even though the bed need forecasts indicate that
there are underutilized facilities in the area. The condi-
tions might include the following:

., the proposed development would significantly improve the
accessibility or acceptability of services for under-
served groups; Or

. the proposed development would allow expansion or
maintenance of an institution which has staff who
have greater trairing or skill, or which has a wider
range of important services, or whose programs have
evidence of better results than do neighboring and
comparable institutions; or

. the proposed development would allow expansion of a
crowded institution which has good cost, efficiency,
or productivity measures of its performance while
underutilized services are located in neighboring
and comparable institutions with higher costs, less
efficient operations or Tower productivity.

In such éases, the benefits of expansion are judged to
outweigh the potential costs of possible additional surplus.

Under certain conditions, existing institutions may be
denied approval to expand facilities, beds, and inpatient
services even though all facilities in an area are fully
utilized. Some of these conditions might include the
following:

. facilities in the area are not making maximum use
of techniques and services which can increase the
efficiency of the facilities; or

. project is not financially feasible, or

. it is determined that it is in the community's interest
to develop an alternative type of service or facility
rather than expand existing institutions; or

. use rates in the area are judged excessive.
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In such cases, the benefits of denying development are
judged to outweigh potential costs of possible service
shortage,

d. The mere fact that a group of people has an unmet need for
services or facilities does not mean that any particular
hospital has a right to try to meet those needs. Hospitals,
DSHS and State Health Coordinating Council should develop
criteria, standards, and plans to guide decisions about which
hospitals should serve unmet needs.

(Explanation: It is recognized that hospital bed need forecasting
should not be the only criterion against which a project is
evaluated. The financial feasibility, the proposed staffing,

and the potential for cost containment of the project as well

as those conditions listed above should all be taken into con-
sideration. :

In planning to meet the needs a group of people may have for
services or facilities, consideration should be given to not

only allopathic services, but to the special needs and circum-
stances of osteopathic hospitals and non-allopathic services. No
forms of health care should be discriminated against during the
development of plans for needed services.)

3. CRITERION: Age/Sex Categories

For the group of people being considered, patient day forecasts
should, to the extent to which it is practical and to which data is
available, be calculated separately for those age and sex groups which
have significantly different use rates.

STANDARD:

a. To the extent possible, patient day forecasts should be calculated
separately or adjusted for the following:

. people age 0 through 14

. people age 15 through 64 (or people age 15 through 44 and 45
through 64), '__

. people age 65 or more

- women of childbearing age (age 15 through 44)

. for psychiatric services, ages 0-17, 18-64 and 65 or more.

(Explanation: Currently the age groups 0-64 are used in all fore-
casting. Additionally, the age groups 0-17 and 18-64 are differen-
tiated in short-stay psychiatric forecasting, because psychiatric
treatment programs for children and adolescents very often are
separate from programs serving adults,)
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4, CRITERION: Target Date

Because medical terminology and standards of practice change rapidly,
because medical facilities and equipment become obsolete quickly,
because communities and their goals change, and because, in general,
long-range forecasts are unreliable, forecasts should go only as

far into the future as needed to answer the type of policy question
being asked.

STANDARDS:

a. For most purposes, bed projections should not be made for more
‘than seven: years into the future, Each time forecasts are
revised, a forecast target date should be agreed upon by the
health planning system. ' _

(Explanation: In the 1985 forecasting cycle, the target year is
1990, )

b. For major policy questions, such as whether a community should

' have a hospital or additiomal hospitals, long-range forecasts -
should be prepared. For long-range forecasts, the health planning
gystem may determine that a different method is preferable to the

one used for short-term purposes. Any alternative method should
be reviewed publicly and be adopted by the SHCC.

5. CRITERION: Population Forecasts

The most accurate population forecasts available at the time of
forecasting should be used.

STANDARDS:

a. MWhere future growth or decline of population may change sig-
nificantly, ranges of projected population should be used.
The health planning system should specify the most probable
population estimate and should use it as the basis for bed
forecasts.

b. Population forecasts prepared by the Office of Financial Manage-
ment (OFM) of the State of Washington, including age and sex-
specific forecasts, should be the basic forecasts used. Other
local forecasts may be used to deal with small areas, provided
that totals equal the OFM forecast at the statewide and county
levels.

c. Hospitals may employ other more local forecasts (e.g., those
produced by the councils of governments), if accurate, for
specific service areas and negotiate with SHCC/DSHS in the
development of forecasts for use in developing the hospitals'
own plans. Use of population forecasts should be resolved
during the adjustment process.
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d. If OFM issues updated county-specific population forecasts
between hospital forecasting cycles, and the health planning
system determines that these forecasts djffer significantly from
the baseline population forecasts used in the most recent bed
need forecasts, revised hospital forecasts should be produced
using the new population figures even if a new baseline forecast

.would not be necessary under General Principle 9, All other
hospital forecasting data and assumptions (e.g., patient origin,
market share, use rates) shall be unchanged. The revised popu-
Tation figures {only)} shall be subject to adjustment.

6.  CRITERION: Hospital Utilization Rates

The health planning system should determine the most appropriate
future utilization rates* for use in bed need forecasting. A
range of rates may be identified, if appropriate, so long as there
is no ambiguity about what rates will be used.

STANDARDS :

a. Use rates should be forecasted for each of the major services
(adult medical/surgical, pediatrics, and obstetrics) and for
other specific services as identified in Hospitai Forecasting
Criterion 10, It is assumed that the base year's utilization rate
will be projected forward to the target date, subject to adjustment
for age (ali services), changes in fertility rates and obstetric
use patterns (obstetrics), and to anticipated changes in policy,

However, a service's use rates may be forecasted to be higher or
Tower than in the base year if a specific analysis of past trends
in admission and lengths of stay is conducted and the health
planning system or hospital documents reasons for anticipated
continuation in or change to such past trends.

b. Based on analysis of annual data, for trends in patient days,
admissions and lengths of stay, the forecasted use rates for
the target year shall be determined by adjusting the base year
non-psychiatric use rate upward or downward to reflect the slope
of the ten-year use rate trend line. The trend for statewide or
regional changes in use rate shall be used, whichever trend is

*The utitization rate is the number of hospital patient days per 1000
population,

The adult medical/surgical utilization rate is the number of medical/
surgical patient days per 1000 population age 15 and older.

The pediatric utilization rate is the number of pediatric patient days
per 1000 population ages ¢ through 14,

The obstetric utilization rate is the number of obstetric patient days
per 1,000 female population ages 15 through 44, '
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less pronounced (that is, whichever trend would result in the
least change from the base-year use rates). This adjustment
shall be carried out only if it is judged that the use rate trend
will continue in the same direction.

(Explanation: A different procedure is used in certain hospital
planning areas with high HMO enrollment and HMO-owned/operated
hospital facilities. See step-by-step method for overall {non-
psychiatric) forecasts, in this Guide.)

STANDARD

¢. No planning area's utilization rate for non-psychiatric (medical/
surgical/obstetric/pediatric) services shall be forecast lower
than the statewide age-adjusted use rate for HMO enrollees, unless
that area's actual base-year use rate was that Tow.

(Explanation: The procedures for the latest forecasting
cycle specify that no hospital planning area shall have a
forecasted 1990 use rate less than its actual 1983 use rate
or the 1983 statewide hospital use rate for HMO enrollees,
whicheger is lower. This check is applied on an age-specific
basis. '

Note: It has been shown that there is some substitution
effect between hospital and nursing home beds. Impacts
should be carefully monitored in planning areas where the
supply of one or both types of beds is being effectively
constrained by the policies in this Plan,

7. CRITERION: Use of Planning Areas

Planning areas are tools for dividing the population of a large area
into convenient geographic units practical for planning.

STANDARDS :

a. Planning area boundaries should be defined by the health planning
~ system and reviewed by provider and consumer groups.

b. Planning areas should not, to the extent practical, divide
communities which share a common set of interests. However,
there are groups of people who make use of special health care
services for whom it is sometimes not possible to create separate
exclusive small geographic planning areas, such as Health Main-
tenance Organization enrollees, veterans, members of the armed

forces, etc.

c. Planning area boundaries should be drawn So that it is possible
to make reasonable population estimates and projections. This
means that the boundaries should follow census tract, county, and
state boundaries.
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d. Planning areas may contain a number of hospitals, or no hospitals
at all. A planning area which does contain one or more hospitals
may not have available within its boundaries many of the services
which its population needs and/or uses.

e. There will often be considerable overlap between the market
or service areas of the hospitals and the planning areas in which
those hospitals are located. Despite any overlap, planning areas
for groups of people should be distinguished from market or
service areas of hospitals and specific services.

f. Planning areas for specific services should, if possible, be
coterminous with the basic hospital planning areas. Planning
areas for more specialized services (e.g., psychiatric units,

_burn centers, neonatal intensive care units, etc.) which SHCC,
DSHS and hospitals have determined should be offered over a larger
area or regionalized, should be.composed of groups of the basic
hospital planning areas.

8. CRITERION: Planning Area Hospital Bed Needs

The avéi]abi]ity of hospital resources,and the determination of
resource requirements should be evaluated through an analysis of
planning area bed needs.

STANDARDS :

a,  D3HS should develop baseline patient day and bed need forecasts
for each planning area, using the given hospital bed need fore-
casting method upon which appropriate adjustments for ptanning
area bed needs can be made.

b. . When necessary SHCC and DSHS in cooperation with area hospital
councils, the Washington State Hospital Association, and hospitals
within each planning area, should adjust the planning area
baseline estimates using the given bed forecasting method to take
into-account mutually agreed upon or negotiated changes in
population, use rates, market shares, out-of-area use, and/or
upward revisions of the appropriate occupancy standards (as
permitted in Hospital Standard 1l.e). This adjustment process
should ensure opportunity for participation and comment by the
Hospital Commission, insurors, purchasers, labor and other
interested parties. :

c. Upon receipt of a new set of baseline forecasts {regular three
year cycle), hospitals should present their recommended- adjust-
ments to the SHCC and DSHS and negotiate any differences in
bed forecasts.

d.  Separate planning area hospital bed need forecasts should be made
in each planning area which contains both hospitals providing
basic community-oriented services and hospitals providing region-
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wide tertiary care services, The health planning system in
consultation with affected hospitals should determine when and
where these separate projections should be made.

(Explanation: Hospital patient day and bed need forecasts should be
made for planning areas as a whole, These total forecasts would be
made for planning areas not only with one facility, but also those
with two, three, or more facilities. The baseline forecasts provide

a common starting point for the analysis of planning area bed needs by
the community, including consumers, planners, and providers.

Determining bed needs by planning area will foster an increasing shift
toward thinking about the care needs of people within a community. It
will also provide one starting point for long range and joint planning
among the consumer, provider, and planning groups. While the SHCC and
DSHS will provide the baseline patient day and bed need forecasts for
each planning area, local councils and provider groups will have the
opportunity to verify or suggest modification of these forecasts

using the forecasting methodology. Where made, these changes might be
the result of well-documented modifications to population estimates,
use rates, market share, physician practice patterns, or out-of-area
use.

Bed need forecasts for hospitals providing regional tertiary care
services may need to be made separately from the forecasts for other
hospitals in the planning area. These hospitals serve a relatively
widespread clientele with a large proportion of their patients being
drawn from outside of the planning area.) '

9; CRITERION: Framework for Overall Forecasts and for Service
Specific/Age Specific Forecasts '

There is a distinction in bed need forecasting between services where
the forecast is based at least in part on normative judgments about
need, and those where the forecast is based exclusively on demand
patterns and population changes. There also is a distinction between
overall forecasts and sub-forecasts which are parts of an overall
total. :

STANDARDS :

a. The need for hospital services shall be forecast in two distinct
parts: need for short-stay inpatient psychiatric services (par-
tially based on normative need) and need for non-psychiatric
hospital services. '

b. Bed needs for non-psychiatric services, which are forecast on
the basis of demand {utilization patterns) and population, shall
be forecast as an aggregate. Specific service forecasts within
this aggregate shall be treated as subsets of the total.
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C. Unless otherwise explicitly stated in a service specific fore-
casting method, all forecasts for specific hospital services are
subsets of the total forecast for non-psychiatric services (i.e.,
medical/surgical/obstetric/pediatric services).

A finding of net need for a specific service does not by itself
provide justification for adding beds to meet this need. Conver-
sion of the use of beds in one or more hospitals within the
planning area must be considered. Beds shall not ordinarily be

~added to meet a specific service need unless they also are needed
to address a general unmet need for non-psychiatric hospital beds
in the area.

d. Specific services which are not individually forecast shall be
considered part of the total forecast for non-psychiatric services.
If an applicant to develop such services proposes to construct new
hospital beds, there must be net unmet need for these beds within
the area's total forecast of medical/surgical/obstetric/pediatric
bed need.

e. If age-specific service needs are separately forecast (e.g., need
for short-stay psychiatric inpatient services for children and
adolescents), these forecasts shall be interpreted as subsets of
the total forecast for all ages. A finding of net need for a
particular age group does not by itself provide sufficient
justification for adding beds to meet the need.

f. In the event of conflicting evidence about bed needs from
overall bed need forecasts and service specific (or age
specific} sub-forecasts, the overall forecasts ordinarily
shall be considered binding. The sub-forecasts should be
reduced in the adjustment process, if necessary, to avoid an
excessive shift of an area's hospital capacity from general
medical/surgical/obstetric/pediatric use to specialized units.

Explanation: It is theoretically possible for service
specific and age specific sub-forecasts to add up to more
than the total bed need for an area (overall forecast).
This is true because occupancy standards have a different
effect applied service-by-service than they have when
applied overall at the planning area level. The overall
gccupancy standards used in forecasting (see Hospital
Forecasting Standards 11.,b, and 11.f) were chosen to
alTow sufficient leeway for hospitals to meet a variety
of needs. Forecast need for a specific service therefore
may overstate the number of beds which it is sensible to
shift from general medical/surgical/obstetric/pediatric
use to more specialized uses. The overall balance of
general and specialized beds within an area is an appro-
priate topic for adjustments (so long as total area bed
need forecasts are not exceeded) and for selective growth/
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selective use planning. Regionalization plans developed by
the health planning system for specific services also should
influence this balance in certain instances.

10, CRITERION: Service Specific Resource Requirements

- Forecasts of hospital resource requirements should recogize that all
beds within a hospital or hospitals are not capable of providing nor
are they intended to provide similar services.

STANDARD

a. The State Health Coordinating Council shall prepare service-
specific baseline forecasts of patient days and bed needs for
short-stay psychiatric hospital services. These forecasts are
needed as guidance for review of Certificate of Need.applications
for addition, expansion or replacement of specific service units
in hospitals.

Except for psychiatric services, service-specific forecasts shall
be subsets of the overall forecast for non-psychiatric (medical/
surgical/obstetric/pediatric) services. As such, they shall not
affect the calculation of the total non-psychiatric patient days
and beds forecast for each planning area.

{Explanation: MNote that need for a specific service does

not by itself address the question of whether beds should (or
may) be added to meet this need. See Hospital Forecasting
Criterion 9. -

Hospital resource requirements should be determined on a service/
specific (e.g., medical/surgical, obstetric, psychiatric) basis.
Many planning and certificate of need decisions require the
knowledge of both service-specific capacity and future requirements.

A1l decisions should recognize that beds, even those within a
particular facility, and medical staffs may not be inter-changeable
in the short term. For example, a patient in a medical/surgical
unit probably could not be placed in an obstetric bed.

Service specific forecasts could assist hospitals in developing
long range plans. They may provide some guidance to a facility
on the resources which may be required in the future. Because
different services have different resource and personnel require-
ments, an accurate assessment of future need is essential in
planning for the development of an area's resources).
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11, CRITERION: Occupancy Standards for Use in Forecasting

Hospital bed capaéity should be utilized efficiently without compromising
necessary access to service. Bed need forecasting methods should use
occupancy standards chosen to achieve this dual goal.

STANDARD: Statewide occupancy expectations

@. Average annual occupancy rates for hospitals and specific services
should not be less than:

. 75% statewide

» 75% for adult medical/surgical services statewide
. 55% for obstetric services statewide

. 55% for pediatric services statewide

STANDARD: Occupancy standards for individual facilities for use in
forecasting

~, b. In developing baseline forecasts of future bed needs, the occu-
pancy standards for existing hospitals in planning areas shall not
- be less than:

. 50% for hospitals with 1 through 49 beds.

. 65% for hospitals with 50 through 99 beds,

< 70%~far hospitals with 100 through 199 beds.
&75% for hospitals with 200 through 299 beds. ' x
. 80%'f0r hospitals with 300 beds or mere.

(Explanation: These standards are for use in forecasting.)
STANDARD: Occupany standards for use in forecasting specific services

c. In developing baseline forecasts of future need for specific
hospital services, the occupancy standards for specific services
already existing in hospitals shall not be less than:

. 55% for services with 1 through 49 beds.

. /0% for services with 50 through 99 beds.

. 75% for services with 100 through 199 beds,
. 75% for services with 200 through 299 beds,
. 80% for services with 300 beds or more.

The minimum occupancy standards for some specific seryices may
be higher. These are explictly stated as part of the service-
specific forecasting methods (e.g., for short-stay psychiatric
hospital services),

If forecasts are developed for alcoholism/substance abuse service
bed needs, the same occupancy standards should be used as in
short-stay psychiatric forecasts.
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(Explanation: These minimum occupancy standards have not been
changed since 1979, However, as of this plan edition, they are
being applied to all planning areas, rather than only those in
urban areas. Since the health planning system has responsibility
to plan for specific services whether in urban or rural areas,
occupancy standards must exist for forecasting use in all areas.)

STANDARD: Occupancy standards for use in resource forecasts

d. In evaluating the appropriate size (beds) for a proposed new
facility or service, special facility-specific forecasts sometimes
are needed. In these instances, forecasted volume (Average Daily
Census, or ADC) is given and an appropriate bed complement must
be determined. The following occupancy standards shall be used in
these special resource forecasts.

d.1. New facilities: For the purposes of making resource forecasts,
occupancy rates for proposed new hospitals shall not be less
than: : :

. 50% for hospitals with an average daily census (ADC)
of 25 or less.
. 65% for hospitals with an ADC between 26 and 65.
. 70% for hospitals with an ADC between 66 and 140.
. 75% for hospitals with an ADC between 141 and 225.
. 80% for hospitals with an AOC of 226 or more.

d.2. New services in hospitals: For the purpose of making
- resource forecasts, occupancy rates for proposed new
specific services should not be less than:

. 55% for services with an ADC of 25 or less.

. 70% for services with an ADC between 26 and 65.

. 75% for services with an ADC between 66 and 140, and
. 75% for services with an ADC between 141 and 225,

. 80% for services with an ADC of 226 or more,

For services which have higher occupancy standards (see
Standard 11.c above), the higher occupancy standards
shall be used, but shall be applied to ADC rather than to

beds.

STANDARD :

e. SHCC and DSHS may negotiate appropriate occupancy standards for
individual hospitals which are higher than the minimums presented
in Standards 11.a, b, ¢ and d above. Once developed, these shall
be used in future baseline forecasts, as applicable.
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STANDARD:

f.  The occupancy standard applied to each planning area or service
within each planning area shall be based, for forecasting
purposes, on the current weighted average of the appropriate
occupancy standards for each facility in the planning area. This
is calculated as the sum, across all hospitals in the planning
area, of each hospital's occupancy rate times that hospital's

..percentage of total beds in the area. Where a specific service
is concerned, the weighted average for ali applicable service
units is determined (weighted by unit size).

{Explanation: There is no change in this method since 1879).

12, CRITERION: Bed Capacity

In determining the future bed capacity which will serve a community,
the count should include all beds which will be available or could

be  available for patient use. The count should not include beds which
physically could not be used, and beds which will be eliminated within
the span of the forecasts.

"STANDARDS :
a. The count of future bed capacity should separately identify:

(1) beds which are currently licensed and physically could
be set up without significant capital expenditure
requiring new state approval;

(2) beds which do not physically exist but are authorized
unless for some reason it seems certain those beds will
never be built; .

(3) beds which are in the current license but physically could
not be set up {e.g., beds which have been converted to
other uses with no realistic chance they could be converted
back to beds);

(4) beds which will be eliminated;

b.  Occupancy standards for forecasting are computed based on beds
which are licensed and physically could be set up, plus beds
which do not physically exist, but which are authorized.

C.  SHCC and DSHS consulting with individual hospitals should decide
what beds should be counted in what part of current and future
bed counts (see 12.a(1)} through 12.a.(4) above).

(Explanation: The count of future bed capacity should be used in
conjunction with the hospital bed projections to determine future
need. This count assists in the identification of areas with potential
deficits or surpluses in the availability of resources., )

\ 1 | Page
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STANDARD

13,

- For specific service categories, future beds are those which

could be set up in an existing service unit, plus those author-
ized plus or minus any changes in service-specific capacity which
do not require approval but which will occur prior to the target
year. Definitions used in counting available beds are included
in each service specific forecasting method.

(Exp]anation: This definition is necessary because not all changes
in specific service capacity are subject to review. Forecasted

net need for beds in a service should incorporate the best estimate
of future capac1ty in a1l units within the planning area.)

CRITERION: Allocations to Individual Hospitals

The allocation of utilization to individual hospitals should
be by a process which is reasonable, fair, and realistic.

STANDARD:

d.

Calculations of the current "market penetration" by hospitals
of one planning area into another planning area should be
based on patient origin and destination data. Baseline
forecasts of future utilization and bed needs generally should
assume continuation of current market share patterns, subject
to change if necessary during the formal adjustment process.

d. SPECIFIC METHODS

This

section presents the detailed methods used to forecast hospital

bed needs.

(1)

Determination of Forecasting Policies and Availability of
Methods Detail.

Policy decisions about how to forecast need for hospital resources
are made by the State Health Coordinating Council, and adopted as
part of the State Health Plan. However, there exists a level of
technical detail which is adm1n1strat1ve1y developed by SHCC staff
within the State Health Plan's policy framework ‘ :

Detailed explanations of how each calculation is .carried out,
including identification of data sources, shall be available
from SHCC staff (DSHS).
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Changes in procedure may be made at the technical (staff) level
only to improve technical methods within policies adopted by the
SHCC, or to improve clarity, or to add information previously
unavailable, Any change which is not consistent with SHCC-adopted
policy requires formal SHCC action (an amendment to the State
Health Plan).

(2) Method for Overall Baseline Forecast of Non-Psychiatric (Medical/
Surgical/Obstetric/Pediatric) Hospital Bed Needs.

Following is a step-by-step description of the method for fore-
casting the overall (aggregate) need for medical /surgical/
obstetric/pediatric hospital beds. Many elements are elaborated
in the Hospital Bed Forecasting Standards.

1. Develop trend information on hospital utilization

STEP 1: Compile state historical utilization data (i.e.,
patient days within major service categories) for at least
ten years preceding the base year.

STEP 2: Subtract psychiatric patients days from each
year's historical data. '

STEP 3: For. each year, compute the statewide and HSA
average use rates.

STEP 4: Using the ten-year history of use rates, compute
the use rate trend line, and its slope, for each HSA and
for the state as a whole.

2. Calculate baseline non-psychiatric bed need forecasts

STEP 5: Using the latest statewide patient origin study,
alTocate non-psychiatric patient days reported in hospitals
back to the hospital planning areas where the patients live.
(The psychiatric patient day data are used separately in the
short-stay psychiatric hospital bed need forecasts.)

STEP 6: Compute each hospital planning area's use rate
excluding psychiatric services) for each of the age groups
considered (at a minimum, ages 0-64 and 65+).

STEP 7A: Forecast each hospital planning area's use rates
for the target year by “trend-adjusting" each age-specific
use rate. The use rates are adjusted upward or downward in
proportion to the slope of either the statewide ten-year
use rate trend or the appropriate health planning region's
ten year use rate trend, whichever trend would result in
the smaller adjustment. ‘
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Each hospital p1ann1ng area's trend-adjusted use rate for
every age group is tested aga1nst the statewide hospital
use rate for HMO enrollees in the same age group. The
trend-adjusted use rate is used in forecasting if it equals
or exceeds the statewide HMO enrollees' hospital use rate.
If not, forecasting will be done using the applicable
statewide HMO enrollees' use rate or the hospital planning
area's actual base-year use rate, whichever -is lower.

STEP 7B: Alternate Adjustment: 1In lieu of Step 7A,
in those hospital planning areas where:

1. HMO enrollees make up a significant and increasing
portion of the population;

2. HMO enrollees are expected to use HMO-owned and
operated hospitals;

3. base year HMO enrollment and hospital use (i.e.,

_ . patient days) can be identified; and,

4, forecasts of the HMO future enro]lment are made by

or deemed reasonable by health planning system,

the following adjustment will be made instead of the
hospital use rate trend adjustment, provided, the
resultant hospital bed need forecast for the planning
area is less than the use rate trend-adjusted hospital
bed need forecast.

Step 78.1: Subtract the forecasted HMO enrolliment from
: the target year population.

Step 7B.2: Adjust the market shares of the hospital
planning areas to exclude HMO hospitals.

Step 7B.3: Set the target year use rate equal to the
hospital planning area's base year non-HMO use
rate, The non-HMD use rate equals total patient
days minus HMO patient days, divided by total
population minus HMO enrollment.

(Explanation:. The effect of HMOs' increasing market penetra-
tion and low hosp1ta1 use rates in individual hospital
p]ann1ng areas is difficult to separate from other factors
in the historical trends of declining area-wide use rates.
In those planning areas where this effect is likely to
continue, separate forecasting of HMO/non-HMO patient days
and beds is a more appropriate approach than the trend
adjustment used for other areas. Therefore, until data
become available which would allow a more exact analysis of
the trend components, the above special adjustment will be
used for those specific hospital planning areas. For the
1985 forecast cycle, the following hospital planning

areas meet the conditions of this adjustment: Southwest
Snohomish and North, Fast, Central, Southwest and Southeast
King).
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STEP 8: Forecast non-psychiatric patient days for each
hospital planning area by multiplying the area's trend-
adjusted use rates for the age groups by the area's fore-
casted population (in thousands) in each age group at the
target year. Add patient days in each age group to detemmine
total forecasted patient days. '

STEP 9: Allocate the forecasted non-psychiatric patient
days to the planning areas where services are expected to

be provided in accordance with (a) the hospital market
shares and (b) the percent of cut-of-state use of Washington
hospitals, both derived from the latest statewide patient
origin study. ’

STEP 10: Applying weighted average occupancy standards,

determine each planning area's non-psychiatric bed need,

Calculate the weighted average occupancy standard as
described in Hospital Forecasting Standard 11.f. This
should be based on the total number of beds in each hospital
(Standard 11.b), including any short-stay psychiatric beds
in general acute-care hospitals. Psychiatric hospitals

with no other services should be excluded from the occupancy
calculation,

Explanation: Psychiatric beds in general acute-care
hospitals are included in occupancy calculatioens. The
occupancy standards in Standard 11.b were selected to allow
sufficient leeway for hospitals to meet a variety of needs,
including psychiatric, and these assumptions have been
applied in the past to hospitals having psychiatric services
as well as to those which do not. -

Determine total baseline hospital bed need forecasts

STEP 11: To obtain a bed need forecast for all hospital
services, including psychiatric, add the non-psychiatric
bed need from step 10 above to the psychiatric inpatient
bed need from step 11 of the short-stay psychiatric
hospital bed need forecasting method.

Make Adjustments

STEP 12: Determine and carry out any necessary adjustments
n population, use rates, market shares, out-of-area use
and occupancy rates, following the guidelines in section IV
of this Guide,
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(Explanation: 1In applying this method in the 1985 and 1986 forecasting
cycles, the. age groups used throughout are 0-64 and 65+, except for the
psychiatric bed need forecasts which consider ages 0-17, 18-64 and 65+.

The forecasting method assumes that out-of-state residents will continue
to use the same percentage of each area's hospital services (patient

days) as they did in the base year. Similarly, it assumes that Washington
State residents will continue to seek care in areas outside the state

to the same extent as in the base year. 1In some hospital planning

areas these out-of-area use assumptions are quite significant and

warrant careful consideration during the adjustment process).

{3) Methods for Service-Specific Forecasts Within the Overall Non-
Psychiatric Forecast

At present there are no formally approved statewide methods for
forecasting service-specific components of the non-psychiatric
forecast. It is anticipated that such methods will be developed
in the future.

(4) Short-Stay Psychiatric Bed Forecasting Method

(a)  INTRODUCTION

This section of the hospital forecasting guide provides a
description of the Washington State Short-Stay Psychiatric
Hospital Bed Need Forecasting Methoed. Tt is part of the adopted
Hospital Bed Need Forecasting Method, while recognizing factors
which are unique to psychiatric bed needs in hospitals.

The shorf-stay psychiatric hospital bed need forecasts are
developed independent of other hospital bed need forecasts
presented in the Washington State Hospital Bed Need Forecasting
Method. '

(b}  THE BED NEED FORECASTING PROCESS

There are three phases to the short-stay psychiatric bed need
forecasting process. These three phases will allow a consistent
forecasting method to be used across the state as well as
allowing adjustments for local conditions and plans which could
not be used statewide. The process aiso includes the development
of selective growth policies within each health service area.

i. The baseline forecasting phase - The state agency develops
a set of baseline bed need forecasts. The forecasts are
developed using a uniform data base and assumptions and are
consistent with the adopted psychiatric method.
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ii. The adjustment and selective growth policy phase - The
SHCC and the Mental Health Division work with interested
parties including consumers and providers, and county
governments, as appropriate, to note any adjustments {which
must follow the adjustment guidelines of this plan). The
adjustments should reflect local conditions and plans.

11i. The finalized forecasts phase - Once all Health Systems
Agency adjustments have been reviewed and found to conform
with the adjustment guidelines and selective growth policies
developed, the state agency releases a finalized set of
forecasts which are to be used in reviews, in developing
future plans and for inclusion in the State Health Plan.

tach of these phases has a number of underlying assumptions and
guidelines which are described in criteria and standards. Some

of the criteria and standards apply to the methodology as a

whole, some to individual phases, and others to specific steps
within the projection method. Except where noted herein, criteria
and standards contained in the Washington State Hospital Bed Need
Forecasting Method are applicable to the psychiatric bed forecasts.

(c)  DESCRIPTION OF THE STEP-BY-STEP METHOD

The method presented here shall be used to determine baseline
short-stay psychiatric hospital bed needs. This method should be
used in the context of the assumptions and guidance outlined in
the criteria and standards. The forecasts should then proceed
through the adjustments.phase of the forecasting process.

Any adjustments considered must be applicable to particular steps
within this method. The adjustments phase is further described
in Section IV.B of this hospital forecasting guide.

Summary of method: Forecasts for short-stay psychiatric hospital
bed need are calculated so that the total short-stay beds avail-
able for state residents would equal a desired statewide normative
bed-to-population ratio of 13 beds per 100,000 persons. It is
assumed that federal hospital use will continue current demand
patterns. (use rate, patient origin), while needs for short stay
psychiatric inpatient services in community and state hospitals
are adjusted from base year use rates to achieve the desired
overall bed target.

Hospital psychiatric bed need is forecasted for each mental
health planning area (counties, with the exception of dual-county
areas: Chelan/Douglas, Benton/Franklin and Thurston/Mason). The
underlying demand forecasts (before adjustment to the target bed
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ratio) are based upon age-specific use rates (for ages 0-17,
18-64 and 65+) and county market shares from the base-year
patient origin study. The patient origin data base includes all
discharges from community hospitals with a psychiatric primary
diagnosis; all stays of 30 days or less in state mental hospitals
(excluding criminal and sexual psychopath commitments}; and all
psychiatric discharges from federal (VA and military) hospitals .
with length of stay of 30 days or less. Group Health enrollees
are included. '

Forecast Based on Current Demand Patterns

Step 1: Using the latest patient origin data and Division of
Mental Health-provided state mental hospital discharge data,
allocate patient days (PDs) generated in each county's hospitals
back to the county where the patient lives.

Step 2: Compute each county's age specific use rates (ages
0-17, 18-64 and 65+) by dividing the PDs generated by each age
group by that age group's base year population.

Step 3: Assuming that each county's residents' demand for short
stay psychiatric hospital services remains constant, calculate
the number of PDs that would be generated by the residents of
each county in the target year by multiplying each county's

age specific use rates by its projected population in each age
group, Total PDs equal the sum of PDs for the three age groups.

Step 4: Using the same patient origin data used in Step 1,
and using the projected PDs from Step 3:

a. Calculate the number of PDs which would be generated in
each county's hospitals, in the target year, based upon the
market shares for hospitals in that county;

b. Calculate the number of PDs which would be generated in
the state hospitals, in the target year, based upon those
hospitals' market shares; and

¢. Calculate the number of PDs which would be generated in
the federal hospitals, in the target year, based upon those
hospitals' market shares.

Step 5: Calculate the projected average daily census (ADC)

for each county's non-governmental hospitals and for the state

and federal hospitals by dividing the number of PDs which would
be generated in each county and each government hospital (from

Step 4) by 365,

Step 6: Calculate the counties' and the state and federal
hospitals' demand for beds in the target year by dividing their
ADCs (from Step 5) by an appropriate occupancy standard:
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a. For counties or state/federal hospitals with a short
stay psychiatric ADC of 10 or less, the occupancy standard
is 70 percent;

b, For counties or state/federal hospitals with a short stay
psychiatric ADC of 11 or wmore, the occupancy standard is
85 percent.

Note: These demand projections do not include demand
by out-of-state residents. This is corrected in Step 10.

Adjustment of Demand Forecast to Desired Target Bed-to-Population Ratio

Step 7: Calculate the statewide short stay psychiatric hospital
bed supply needed in order to achieve the desired normative
bed-to-population ratio of 13 beds per 100,000 persons in the
target year by multiplyng the projected statewide population in
the target year by 13 and dividing the product by 100,000,

Step 8: Subtract from the statewide normative bed need (cal-
culated in Step 7) those beds projected as needed in federal
hospitals (calculated in Step 6). The remainder is statewide
normative need for short stay psychiatric beds in non-federal
hospitals.

Step 9: Calculate a factor to adjust statewide demand for
non-federal beds to match the statewide normative need for such
beds. This adjustment factor equals the remainder from Step 8
(statewide normative bed need for non-federal hospital beds}
divided by the projected demand for beds in non-governmental
hospitals and state hospitals (from Step 6).

Step 10: Using patient origin data, adjust each county's pro-
jected demand for non-governmental beds (Step 6) to account for
‘patient flow into that county from out-of-state, It is assumed
that the percentage of out-of-state use (PDs) in the hospitals in
each mental health planning area will remain constant.

Step 11: Calculate each county's normative adjusted need for
non-governmental hospital beds for short stay psychiatric services
by multiplying the county's unadjusted demand for non-governmental
beds (Step 10) by the normative adjustment factor calculated in
Step 9. ,

Note: This forecast method assumes that federal hospitals
and state mental hospitals will maintain sufficient short-
stay psychiatric capacity to meet their share of total
short-stay need., Federal hospitals are assumed to maintain
their base year use rate and patient origin patterns. The
state mental hospitals' short-stay use rates are assumed to
decline slightly (by the same percentage as community
hospital use rates are assumed to decltine; see Steps 9 and
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11), as a result of expanded short stay residential programs.
The ability of federal and state hospitals to provide these
service levels (ADCs) will be verified as part of the
forecast adjustment process.

Step 12: Each county's net need for non-governmental short-
stay psychiatric hospital beds is equal to the county's
adjusted non-governmental bed need (from Step 11) minus the
county's future non-governmental bed supply (as defined in
Hospital Forecasting Criterion 12.d). MNon-governmental
short-stay psychiatric beds are those identified in Short
Stay Psychiatric Services section of this plan.

(d) CRITERIA AND STANDARDS

The primary policy guidance for this forecasting method is Short Stay
Psychiatric Services Section of the Plan. Other applicable standards
are found in the general criteria and standards for hospital bed need
forecasting, in the Guidelines for Adjusting Psychiatric Bed Need
Forecasts and below. '

General Criteria and Standards for Psychiatric Forecasting

The following criteria (and related standards) have broad signi-
ficance beyond any single phase of the psychiatric forecasting
method.

1. Planning Services for the Population

Short-stay inpatient psychiatric services should he planned
on the basis of the needs of the population.

a. Standard. The need for short-stay psychiatric in-
patient/residential resources is specified in Planning
and Review Policy 3.3.2.4 of the State Health Plan.

b. Standard. In areas where the state agency (Mental
Health Division) projects a change in the patterns of
use due to state policy initiatives, interested agencies
of the affected areas should provide a review and comment
on the projected impact of policy initiatives. After
analysis of comments, the state agency should provide the
final decisions on the projected impact of the policies
used in baseline bed need forecasts.

¢. Standard. To the degree to which it is practical,
specific groups of people which use special services or
facilities should have their needs for beds calculated
separately through the use of selective growth policies.
When selective growth policies have been applied, the
total number of beds forecasted as needed must sum to
no more than the total number forecasted in the finalized
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forecast phase, Special subgroups should include children,
adolescents, adults, involuntary, and voluntary patients,
to the extent that separate facilities or programs are
needed to serve these groups. (See Selective Growth
Policies).

2. Areas for Planning Services

a. Standard. The planning area for short-stay psychiatric
hospital services is the county, with the exception of
formal multi-county mental health authorities noted in
short-stay psychiatric services section of this Plan.

Criteria and Standards for the Psychiatric Baseline Forecasting

Phase

3. Psychiatric Use Rate

iForecastﬁng of the need for psychiatric service resources
should be based upon the best estimation of the appropriate
utilization of those resources.

4. Dccupancy Standard for Residential Programs

a. Interim standard: For forecasting purposes, the occupancy
standard for short-stay psychiatric residential programs
shall be 85 percent {county-wide weighted average for all
residential programs). This will be changed if necessary
based on experience with the program.

Criteria and Standards for the Adjustments and Selective Growth

Policy Phase of Short-Stay Psychiatric Forecasting

5. Documented Use Rate Variations

Short-stay psychiatric hospital resource need forecasts should
refiect current and proposed federal and state initiatives and
policies which would result in changes in the use rate of the

popuiation,

a. Standard., The Mental Health Division should, at least

: biennially, 1ist federal and state initiatives where such
a change is documentable and quantify the impact of such
initiatives. The State Health Coordinating Council in
consultation with the state agency should make final
decisions on the appropriateness and validity of proposed
revisions.

b. Standard. All forecasts incorporating impacts of state
and federal poticies and initiatives should be reevaluated
as part of each full forecast/adjustment cycle to ascertain
the effectiveness, feasibility, and appropriateness of
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those policies and initiatives. The projected impacts of
the policies and initiatives should also be re-evaluated
to determine accuracy. Policies and initiatives which are
no longer valid should be factored out of the forecasts.
More frequent re-evaluation may be undertaken if justified
based on General Principle 9 in this guide,

c. Standard, Under the auspices of the SHCC and DSHS hospitals
and other interested parties within each planning area
should jointly adjust, if necessary, the baseline forecasts
to account for local (nonpolicy) impacts. All adjustments

. to population, use rates, market shares, and out-of-area
use should be well documented. Guidelines for local
adjustments are contained in Sections IV.A and IV.B of
this forecasting guide.

d. Standard. Adjustments to the baseline forecasts should
Tnclude consideration and analysis of the impacts on the
utilization or potential utilization of psychiatric
services by the under- and inappropriately served popula-

“tion in all short-stay service settings.

Psychiatric Service Selective Growth Policies

Psychiatric service selective growth po1iciés should be
developed.

(Explanation: There is a need for a selective growth policy

for hospital inpatient psychiatric services which outlines the
placement of beds within mental helath planning areas, the

number of beds to be placed in hospitals, the levels of
psychiatric service to be provided by the various hospitals,

and the population groups to be served by the hospital psychiatric
beds. Selective growth policies should be developed as part

of the adjustments phase of the forecasting method).

a. Standard. Selective growth policies should reflect local
circumstances and values toward acute inpatient/residen-
tial psychiatric care.

b. Standard. During and after analysis of federal and state
‘policies and proposed policies and adjustments in the
adjustments phase of the method, selective growth policies
should define:

(1) the placement of short-stay inpatient/residential
beds in the following types of facilities:

(a}) hospitals with or without designated psychiatric
units, .

(b) free-standing psychiatric hospitals,

{c) nursing homes,
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(d) boarding homes,
(e) other residential 1iving sitautions.

(2) the Yocation of short-stay hospital psychiatric beds
within mental health planning areas.

(3) the relative priority and numbers of hospital
psychiatric beds needed to provide service of the
following types:

{a) beds needed to serve
(1) wvoluntary commitments,
(ii) 1dinvoluntary commitments;

(b) beds needed for population groups
i) children,
(i1) adolescents,
(1i1) adults {ages 20 through 64),
(iv) elderly (ages 65 and over);

(c) beds in facilities providing multiple levels
and types of mental health care and having
formal Tinkages with other community services
providing less intensive care.

(4) terms governing the meeting of priority needs {e.qg.,
circumstances under which lower priority needs should
be approved in the absence of competing applications
for higher priority beds). These terms should
include the meeting of needs through both hospitals
and alternative settings.

Standard., Resource availability or limitations for

inpatient psychiatric services should be considered in

the development of selectie growth policies.

Standard, Selective growth policies should indicate

conditions under which (1) institutions could be allowed

to expand or establish facilities, beds, or services even
though forecasts show that there would be underutilized
resources 'in the area, and (2) institutions could be
denied approval to expand or establish facilities, beds,
or services even though there may be a demonstrated need
for such facitities, beds, or services.

Standard: If there is lack of evidence of development

of short-stay psychiatric residential programs, a bed

allocation plan may allow for short-stay psychiatric
hospital beds exceeding the normative adjusted bed need
forecast (from Step 11 of the Short Stay Psychiatric
Hospital Bed Forecasting Method) but not exceeding the
demand for beds using unadjusted base-year psychiatric
use rates (from Step 6 of this method).
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“"e. GUIDELINES FOR ADJUSTING FORECASTS

(1)

General Adjustment Guidelines

INTRODUCTION

This section serves to detail the types of adjustments which may
apply to the baseline hospital patient day forecasts and outliine
the documentation which would be required to make these adjustments.
The factors discussed here should be considered when adjusting the
baseline patient day forecasts. Any adjustments should be the
result of negotiations between the hospitals and DSHS, with oppor-
tunity for participation and comment by the Hospital Commission,
insurors, purchasers, labor and other interested parties.

The discussion of adjustment factors is organized into the four
components influencing total patient days. These factors are:

. population
use rate
. market share
., out-of-area use

POPULATION

There are three population components to be considered in analyzing
the affects of population on total patient days - the planning area
population, the projected subscriber population using a Health
Maintenance Organization (HMO) hospital, or the projected federal
population. Changes in any of these components could affect the
population forecasts used to calculate patient days. Each of

these changes is discussed below.

Factors Affecting Population

1. Changes in-the Projected Planning Area Population:

Population projections are based on a number of assumptions
regarding net migration, fertility rates and mortality rates. A
change in any of these factors would therefore affect the
projected pianning area population.

For example, land use policies designed to strictly control the
growth of rural areas or fuel shortages would probably decrease
migration to rural areas. This situation would result in an
increase in the projected population of urban planning areas.
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2. Changes in the Projected Planning Area Subscriber Population
Using an HMO Hospital:

HMO population forecasts for a geographic area are usually
based on historic trends and the HMO's growth policy. . However,
opening a new clinic or hospital in an area might increase an
HMO's enrollment faster than anticipated and decrease the
population projected to use community hospitals. If a ceiling
on HMO penetration in an area were reached, the HMO enrollment
might not grow as fast as anticipated. This situation would
increase the population projected to use community hospitals.

3. Changes in the Projected Planning Area Population using Federal
Hospitals: -

Currently, there is some difficulty in obtaining precise data on
the number of persons using VA and military hospitals, particu-
larly on a planning area basis., However, even if the population
using federal hospitals is not subtracted, changes in this
population will affect the number of persons using community
hospitals. For example, an expansion in the number of persons
eligible for services at a VA Hospital could increase the popula-
tion using federal hospitals and decrease the population using
community hospitals. However, elimination of obstetric services
at a military hospital would increase the projected population
using community hospitals for this service.

‘Documentation for Adjusting Population Estimates and Proje;tions

In order to adjust a population forecast, it is important to first establish

~ that the initial method of projecting the population does not account for

the anticipated change. If it does not, then it is important to find a
substitute population projection which better explains the factors affecting
population in an area.

Similarly, documenting that the number of enrollees using an HMO hospital

in an area will be different from that projected by the HMO must be based on
evidence of changes in the assumptions underlying the HMO projection. That
is, it would be necessary to cite the reaons why the HMO enrollment in an
area is not expected to grow according to historic trends.

Documenting changes in the federal population requires information from the
military or the Veterans Administration on expected changes in eligibility
requirements and/or expected changes in covered services. It is also
important to establish that this is a permanent change rather than a
temporary one in order to document the need to adjust the popuiation
component of the patient day projections.
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USE RATE

Use rate is defined as the rate at which residents of an area use inpatient
hospital services and is expressed as the number of patient days per 1,000
population. Because patient days are determined by the number of admissions
and length of stay, changes in either of these variables would affect use
rate, ,

A change in the use rate will usually change the total number of patient
days which planning area residents spend at all hospitals, not just at
hospitals within their own planning area. Many changes affect both use
rate and market share. The six factors discussed below have a significnat
" impact on use rate, Factors affecting market share are discussed in the
next section of this guide.

Factors Affecting Use Rate

1. Demographic Changes in the Planning Area Population:

When the composition of a planning area’s population changes, this
is 1ikely to result in a change in the rate at which area residents
use hospital services. For example, if the average age of an
area's population is increasing, both length of stay and the

number of admissions are likely to increase, resulting in an
increase in the area's use rate. '

2. Changes in Provider Practice Patterns:

Changes in the way medicine is practiced would affect the rate at
which residents of an area use inpatient services. Several types
of changes in provider practice patterns may occur:
a. Inpatient to Outpatient Services or Vice Versa:

For example, the trend toward doing more surgery on an out-
patient basis has decreased inpatient use rates.

b. Develoment of New Program:
For example, the development of a home-based hospice program
might result in more terminally i11 persons receiving care at
home and decrease hospital use rates.

¢. Changes in Diagnostic Technology:

For example, the extent to which CT scans reduce the need for
exploratory surgery would decrease use rates.
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d. Changes in Economic Access:
For example, changes in third party reimbursement patterns or
adoption of new health insurance programs may alter existing
use rates, o

5. Changes in Government Regulations:

Several government regulatory programs are aimed at decreasing
hospital use, primarily by decreasing the number of admissions
and the length of stay. The principal example is the peer review
program (PRO-W) which is intended to decrease hospital use by
federally-funded patients. '

6. Changes in Preventive Care Programs:

The development of new or the expansion of existing preventive care
programs could reduce the number of inpatient-days and decrease

use rates. For example, implementation of a widespread blood
pressure detection program is presumed to result in-the prevention
of heart attacks and therefore to decrease hospital use rates.

Documentation for Adjusting Use Rate

Before adjusting use rates it is necessary to document that there has been
a.change in the way persons use hospital services, not just a change in the
- use of one hospital. : o Do

To justify the adjustment of use rates, it is first necessary to demonstrate
changes in a hospital's admissions and/or ‘length of stay. If the number of
admissions from an area is observed to be increasing, it is necessary to
establish that this increase is greater than the projected population
increase. If it is, an explanation for the increase needs to be found

among the factors affecting use rate. For example, one explanation might

be that the increased admissions are due to the recent expansion of coverage
for inpatient alcoholism services by major employers in the area (factor #4)
and to a change in consumer attitudes toward alcoholism treatment (factor #3).

A second way of justifying the adjustment of use rates is by documenting a
change in the factors affecting use rate. - Based on data which show that
elderly persons use hospital services at five times the rate of non-elderly
persons, planning area use rates may be adjusted to reflect expected changes
in the proportion of elderly persons residing in each area.*

*Note that age-specific use rates are used in most baseline forecasting
methods, greatly reducing the need for additional age-related use rate adjust-
ments.
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It is important to note that it is particularly difficult to document the
impact of changes in accessibility on use rate, due to the fact that unmet
needs must first be demonstrated. For example, in order to argue that the
closure of a hospital is going to decrease an area's use rate, it must be
shown that persons formerly served by the closed hospital will not seek
care at other hospitals.

A final way of justifying the adJustment of use rates is by us1ng data and
information ga1ned from the experience of other areas. This is particularly
useful when arqguing that a trend will end. For example, if an area's
declining use rate is due to a downward trend in a length of stay, it may

be presumed that this trend will continue unless the experience of other
areas indicates that the length of stay will not fall below a certain
minimum level.

MARKET SHARE

Market share is defined as the portion of a population's inpatient days
which are met by a hospital or a group of hospitals., Any increase in the
market share of one hospital, therefore, reflects an equal decrease in the
market share of other hospitals,

A hospital's market share is determined by a number of circumstances over
which the hospital has varying degrees of control. For example, a hospital
usually cannot change the number of other hospitals which locate in the area.
However, a hospital can determine its role, service mix, management style,
and efficiency which when taken together affect the hospital's general
attractiveness to physicians and the c0mmun1ty. Hospitals conseguently can
alter their competitive position and thereby increase or decrease their
market share., Six factors affecting market share are identified below.

Factors Affectihg'Market Share

1. Demographic Changes in the Population:

Changes in the compesition of an area's population will affect
area hospitals' market share of inpatient days just as it will
affect use rates. This characteristic results from some socio-
economic groups using hospital services within the area more than
do the general population. Similarly, other groups are more
likely to go out-of-area for hospital services. For example,
patient or1g1ﬁ studies indicate the elderly are more likely to
"stay at home" for hospital services. Thus, if the proportion of
elderly persons in a planning area increases, the result may be
an increased market share for local hospitals. :

2. Changes in the Number and Types of Physicians in a Planning Area:

The ﬁumber and types of physicians in a community determines the
size of local hospitals' physician referral base. The addition of
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new physicians to the area may reduce the need of local residents
to seek care out-of-area and should increase the tocal market
share of the hospitals in the area.

3. Changes in Hospital Services:

Similarly, the addition of new types of hospital services reduces
the need for local residents to seek care out of the area. For
example, the development of a rehabilitation service at an area
hospital will probably decrease the number of area residents going
Lo out-of-area hospitals for this service and will increase the
Tocal hospital's market share of area residents.

4. Changes in Hospital Capacity:

A hospital's ability to treat people is limited by its capacity.
An increase in local capacity can increase local hospitals' market
share if some residents have been going out of the area during
peak capacity situations.

Changes'in capacity can be in the form of new beds, a change 1in
room mix {i.e., relative number of single to multiple bedrooms) or
in general operating efficiency.

5. Changes in a Hospital's Attractiveness to Practitioners:

A hospital's style of operation and resources affect its attrac-
tiveness to practitioners. These are characteristics over which
hospitals have a fair degree of control, and include:

. available services;

. proximity to'physicians' offices;

. hospital's compatibility with physician treatment sty1e§

. support services within hospital;

. efficiency of hospital;

. restrictions on practice (e.g., utilization review, bylaws,
requirements for staff privileges), and

. physical plant.
To the extent that the attractiveness of a hospital changes and

physicians admit patients who were previously hospitalized else-
where, market share will be increased. ,
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6. Changes in Consumers/Purchasers' Preferences for Hospital:

Although physician preference has been the primary determinant,
consumers and, to an even greater extent, third party payers are
likely to increase their role in deciding where acute care is
purchased. In the near future, third party payers and consumers
are likely to give greater attention to hospital efficiency and
charges. Further, consumers are increasingly becoming interested
in the hospital's general approach to care, responsiveness to
patient /community desires, location, and physical plant.

For example, in some parts of the country, Blue Cross has issued
guidelines that will only permit reimbursement for open heart
surgery at hospitals meeting minimum volume standards. This
restriction will probably decrease the market share of hospitals
which do not meet these standards.

7. Small Sample Problem with Market Share Data:

A factor which needs to be considered in examining market shares
is whether the sample from which a hospital's market share was
detemmined is of sufficient size to not be distorted by chance
events. Thus, it is important to examine the base data to ensure
that random events during the sample period did not seriously
affect the market share conclusion, For example, if a major
accident results in a large number of residents being hospitalized
out of the area during the same period, the study data would not
accurately represent local hospitals' actual market share.

Documentation for Adjusting Market Share

The best justification of the need to adjust market share is an obsefved
change in a hospital's market share over time. This type of documentation
is only available through an areawide patient origin study.

If a hospital wants to document that this observed change indicates a trend
which can be expected to continue, it is also necessary to explain the
factors which brought the change. For example, if this increase was due to
an increase in the number and types of physicians in the area (factor #2),
it is necessary to document that the number and types of physicians in the
community is expected to continue to increase and that area residents who
were previously going out of the area for physician services are not
staying at home. Thus, it is also important to indicate where these
patients were previously going and which hospital's market share should be
adjusted downward.

It is more difficult to document the need to adjust market share where the
changes have not yet been observed. Unobserved changes should be discussed
in terms of changes in the hospital's competitive position either as
instigated by the hospital or as the result of changes in the competitive
position of other hospitals.
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Documentation should focus on changes in the number and. types of physicians
in the community or on the hospital ‘s staff, and on changes in.the hospital
service mix, capacity, and attractivenss to residents and third party
payers.

An additional method of documenting the need to adjust market share is by
obtaining verification from other hospitals that their market share of
patients from a particular area is decreasing. This might occur, for
example, in an instance whre a referral hospital is near capacity and
chooses to send out-of-area patients back to their home community for part
of their hospital stay.

The weakest case for the need to adjust market share is a description of a
hospital's marketing strategy to improve its attractiveness to physicians,

third party payers, and the community. Although it is important to include
this type of documentation, it is not enough to substantiate the need for

a major expansion program.

Finally, it should be noted that the best'way for a hospital-based HMO to
document changes in market share is by using actual enrollment figures.

QUT OF AREA USE

-Out-of-area use is defined as the number of days spent at planning area
hospitals by persons residing outside the planning area. There are two
types of out-of-area use: (1) use of Planning area hospitals by persons
who do not reside in the planning area but do reside within the health
planning region, and (2) use of planning area hospitals by persons who do
not reside within the health planning region. In the first case, out-of-
area use is calculated by multiplying the planning area hospitals' market
share of the other planning area by the other area's projected population.
Thus, the computation of out-of-area use already takes into consideration
‘any changes in use due to changes in population.

It should also be noted that out-of-area use incTudes both random use by
visitors to an area and non-random use by out-of-area persons who are
referred to or choose to use area hospitals. The first three factors
discussed below affect non-random use; the fourth affects random use.

Factors Affecting Out-of-Area Use

1. Factors Affecting Market Share (See previous section)

Most of the factors which affect a hospital's market share of i
planning area residents could also affect its market share of
out-of-area residents. For example, a change in hospital services
such as the development of a rehabilitation service might attract
out-of-area residents as well as area residents,
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2. Changes in the Competitive Position of Hospitals in Qther Plann1ng
Areas:

Just as initiatives area hospitals take may increase their market
share of out-of-area residents, initiatives out-of-area hospitals
take may decrease area hospitals' attractiveness to out-of-area
patients. For example, the development of a rehabilitation
service in a hospital in another planning area might decrease
out-of-area use of area hospitals.

3. Changes in Physician Referral Patterns:

Physician referrals are responsible for much of the use of area
hospitals by out-of-area residents. Changes in physician referral
patterns will, therefore, affect out-of-area use. For example,
the development of an affiliation agreement between an urban and
rural hospital would probably result in more referrals to the
urban hospital and thereby increase its out-of-area use.

4. Changes in Visits to the Area by Qut-of- Area Residents:

Changes in the volume of visits to an area can influence the
number of patient days generated on a random basis by persons
from outside the area. For example, the development of a new
recreational facility in an area may increase the number of
tourists using local hospitals. OQut-of-area use of local hospi-
tals would also be expected to increase if there were an increase
in the number of migrant workers coming to the area.

Documentation for Adjusting Out-of-Area Use

The best documentation of the need to adjust out-of-area use is an observed
change in a hospital's market share of out-of-area patients. For persons
residing outside the health planning reg1on this documentation can be
provided by a hospital's own pat1ent origin data. For persons residing in
other planning areas within the region, the areawide patient origin study
is needed to document this change and to provide the information necessary
to adjust the market share of other hospitals within the region. In
addition, this documentation of an observed change in a hospital's market
share of out-of-area patients should be accompanied by a description of the
factors which have caused the change and of the reasons why this trend is
1ikely to cont1nue.

Changes in out-of-area use which are anticipated but wh1ch have not yet
been observed are more difficult to document. Unobserved changes should be
discussed in terms of changes in a hospital's competitive position or in
physician referral patterns.
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(2) Psychiatric Bed Need Forecast Adjustments

This section presents guidelines as to the types of adjustments that
may be applied to the baseline short-stay psychiatric hospital bed
need forecasts and outlines the documentation needed to justify any
adjustments, Any adjustments should occur during the the negotia-
tions/adjustments phase and should be the result of discussions
between community hospitais and DSHS.

These adjustment guidelines are organized into the four components
influencing total patient days. These factors are:

population

use rate _

- 1influence of state and federal policy

- availability of short-stay psychiatric services (beds) in
other settings

- other

market share
out-of-area use

Population

Factors affecting population are covered in Section IV.A. of
this Guide. ‘ ' '

Use Rate

a, Changes in federal or state policy (adjustments to steps
4c, 5 and 6 of the step-by-step method).

Any changes in programs or regulations will likely affect
admission rates and average length of stay. These program
changes could either increase or decrease the utilization of
inpatient psychiatric services. Examples of programs and
their intended effects are listed below:

. policies aimed at moving patients out of the state
hospitals - these programs would tend to increase the
utilization of community hospitals.

. development of short-stay psychiatric residential programs
and other alternative services (such as emergency shelters,
improved nursing home care for the mentally i11, and
enhancement of the CCF program) would tend to decrease
the hospital use rates. Budget restrictions or restric-
tive program changes in these areas would tend to increase
the hospital use rate.
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. programs involving improved preplacement screening,
discharge planning, and case management should tend to
decrease to hospital use rate. Impacts here, however,
depend heavily on placement criteria and on the avail-
ability of community services which can serve as an
alternative to hospitalization.

. programs promoting the use of mental health services
and/or improving casefinding and general community
resources may tend to increase the use rate. For example,
an intensive program aimed at mentally i11 children may
increase the very low hospital use rate for persons in
that age group.

. changes in the involuntary treatment laws may either
increase or decrease the use rate depending upon the
nature of the statutory change.

. changes in the state and federal budget will have a
variety of impacts. Copayment increases in the Medicaid
program may tend to decrease the use rate. Reductions in
the mental health program budget, however, may tend to
increase the use rate.

Documentation. Before adjusting use rates, justification of
a change or expected change in use rates as a result of the
initiation of a program should be provided. The mere-
desire to initiate a program or produce an intended effect
is not sufficient to justify an adjustment of use rates.
Documentation of a change should include and be based upon
two factors:

. evidence that a program will be initiated, continued,
revised, etc. The program must have a budget, staff,
appropriate commitments, or other resources sufficient to
demonstrate that the proposed change will actually occur.

. effects of the program. Documentation should quantify
the expected effects of program initiation or change.
Adjustments should be based on past experience, pilot
studies, follow-up research, or analysis of the effects
of similar programs in other states. '

‘b. Availability of psychiatric services in other settings
(adjustment to steps 4b, 4c, 5 and 6). The planned or future
availability of short-stay psychiatric services in settings
other than a hospital will likely affect utilization of these
services in the hospital. Patients who may have used services
at the hospital in the past may instead seek services at the
other setting. In this instance, hospital utilization may
decrease in the future, and a demand-based method would
overestimate the need for hospital beds.
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In some areas, the addition of short-stay psychiatric
services in alternative settings may not decrease utili-
zation of hospital services. Instead, the additional
services may pick up much of the latent demand for an area
which previously had a substantially depressed use rate.

Documentation. See a. above.

¢. Local factors affecting the use rate. These factors are
addressed in detail elsewhere in this plan.

A1l of these adjustment factors are addressed in detail in
earlier in this plan. Special attention should be given to
market share changes for psychiatric services since the opening,
closing, or expansion of a facility will tend to have a greater
effect for this service than for most other hospital services.

4, Qut-of-Area Use

Addressed in detail in elsewhere in this plan.
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APPENDIX A

IN-HOSPITAL CANCER REHABILITATION PROGRAM

Summary of Services and Staffing Standards Established by the Committee on
Rehabilitation, Fred Hutchinson Cancer Research Center.

STANDARD I: Hospitals of all sizes which provide cancer diagnosis and
treatment services should have a rehabilitation program which includes as a
minimum eight basic service or staffing components.

1. Availability of patient and public information materials including
Cancer Information Service (CIS).

2. List of the resources for cancer rehabilitation in the community and
: in the referral area (e.g., ACS of fice, state vocational rehabilitation
service agencies, transportation, etc.), plus a knowledge of the
resources,

3. . Awareness by physicians, nurses and administrators of needs in cancer
rehabilitation. :

4. Availability of cancer specialists plus other needed medical special-
ists in-the hospital, on call, or by referral.

5. Discharge planning and referral arrangements with home health care
agencies.

. 6. Assurance of appropriate training in cancer rehabilitation for team
coordinator. ' -

7+ - Inclusion of the discussion of continuing care and the rehabilitation
in review of cancer cases at tumor boards and other hospital meetings.

8. Opportunity for staff to participate in inservice traihing or continu-
ing education programs in cancer rehabilitation.

STANDARD 11: Hospitals of at least 100 beds which provide cancer diagnosis
and treatment should provide the eight basic service or staffing components
and the following:

1. Referral arrangements with physiatrist, maxillofacial, prosthedontist,
dentist or dental hygienist, speech pathologist, occupational therapist,
physical therapist, enterostomal therapist, dietitian and clergy.

2. Nurse, social worker or other staff designated as a coordinator for
cancer rehabilitation (at least part-time)} with a formal job descrip-
tion, _
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STANDARD III: Hospitals of at least 200 beds which provide cancer diagnosis
and treatment should provide the eight basic service or staffing components
and the following:

1. Referral arrangements for a physiatrist, maxillofacial prosthedontist,
dentist or dental hygienist, speech pathologist, physical therapist,
occupational therapist, enterostomal therapist, dietitian and clergy.

2. Designation of a medical director for the rehabilitation team.

3., At least one nurse and one social worker designated as responsible for

) coordinating the hospital's cancer rehabilitation programs; procedures
for appropriate referral of cancer patients to the coordinator;
arrangements for these members of the staff to meet as a group at
reqular intervals with the attending physicians and patients who have
been referred to the cancer rehabilitation team.

STANDARD IV: Hospitals of at least 500 beds wh1ch provide cancer diagnosis
and treatment should provide the eight basic service or staffing components
and the following:

1. Physiatrist, maxillofacial prosthedontist, dentist or dental hygienist,
speech pathologist, physical therapist, occupational therapist,
enterostomal therapist, dietitian and clergy on hospital staff,

2. Designation of a medical director for the rehabilitation team.

3. At least one nurse and one social worker designated as responsible for
coordinating the hospital's cancer rehabilitation programs; procedures
for proper referral of cancer patients to the coordinator; arrangements
for these members of the staff to meet as a group at regu]ar intervals
with the attending physicians and patients who have been referred to
the cancer rehabilitation team.
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'APPENDIX B

REQUIREMENTS FOR CONTINUING CARE RETIREMENT COMMUNITY PROJECTS

SECTION 1: REQUIREMENTS FOR CCRC FEASIBILITY REPORT/FINANCIAL PLAN

N

1.

6.

The expected demographics (inciuding numbers, age, sex, health and
financial means) of CCRC members for at feast a ten-year period;

Expected utilization levels and costs of contractually guaranteed
services, in total and in relation to demographic categories, in each
year of the study;

“The proposed financing of construction and startup, including amounts

and uses of any deposits applied to these expenses;

The proposed plan for securing future service obligations through one
or a combination of: designated reserves; reinsurance, such as stop-
1oss insurance; bonding; and/or contractually-mandated purchase by CCRC
members of group or individual long-term care insurance;

A proposed pricing plan, including amounts of initial and periodic
fees, necessary increases in fees over at least a ten-year period to
assure continued financial feasibility, and the anticipated application
of reserves or other methods in 4 to safequard future service obliga-
tions;:

A1 other actuarial, financial, service use and cost assumptions
necessary to derive the conclusions of the study.

SECTION. 2: REQUIREMENTS FOR CCRC ESCROMW PLANS

1.

Safequards all deposits received from consumers (members or prospective .
members), including initial membership fees, so that obligations for '
refunds and/or application of these funds to CCRC reserves and expenses -
according to the plan can be assured;

Identifies conditions under which each escrow shall be released,
including provisions which assure that pre-construction deposits shall
not be released (except for the purpose of refunds) until the following
conditions have been achieved:

@ the CCRC is 50 percent subscribed (i.e., has received signed

contracts and required deposits which constitute 50 percent of the
total amount which would be received in deposits if all units were
subscribed); and

° commitments have been obtained for both construction and long-term
financing; and
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3.

° funds at least equaling the total cost of construction and startup
have been received, committed or {in the case of members' deposits)
pledged.

Documents provisions in the model contract (see CCRC Performance Standard
(2){c}(ii)}) which legally bind the CCRC to follow the escrow plan.

SECTION 3: REQUIREMENTS FOR CONTINUING CARE CONTRACTS

1.

‘2.

Contfacts shall be in plain English,

Contracts shall identify all fees and charges which will be imposed,
specify the amount of any initial payment(s) and the initial amounts of
all periodic payments, and describe all methods by which the CCRC may
change or add fees.

Contracts shall list all services to be provided, including the extent
and limitations of all service benefits with particular attention to
the nature and duration of health and nursing care benefits and the
boundaries between covered and uncovered services.

Each contract shall identify the specific 1iving unit contracted for and
specify provisions geverning issues of tenancy including transfers

among living units, reoccupancy of units after an illness or other
absence, and what will happen, in cases of dual tenancy, if one of the
two residents dies, withdraws, is dismissed or needs to be transferred
to a health facility. ' '

Contracts shall describe all procedures by which a member may be
evicted or otherwise required to leave a residence unit, or the contract
terminated by the CCRC. Dismissal and contract termination shall be
limited to good cause, and eviction or other retaliation against a
member due to complaints against the CCRC shall be contractualy
prohibited. :

Cohtracts shall clearly state all rights of cancellation by the member,

Contracts shall explain all refund policies, including those pertaining
to situations where the member has cancelled the contract during the
cooling-off period or probationary period (see 8), has withdrawn at a
later time, has been dismissed, or has died.

Contracts shall provide for a pre-occupancy cooling-of f period of not
under seven days and a post-occupancy probationary period of not under
ninety days, during which the new member may cancel with or without
cause with a full refund less reasonable costs determined by a method
specified in the contract.

Contracts shall specify the circumstances under which members will be
permitted to remain in the CCRC if unable to pay fees, including any

use of benevolent funds and any circumstances under which continuation
of services would requie the member to use public assistance or Medicaid
funds, -
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10,

11.

Contracts shall guarantee residents the right to organize a resident
council, including the right to collectively represent the concerns of
residents in dealings with the CCRC's administration. '

~Contracts shall include provisions which bind the CCRC to adhere to

commitments made under the following Performance Standards for CCRCs in

‘Volume II of the State Health Plan. :

a. Escrow plan requirements (see CCRC Performance Standard (Zj(a)(v)
and Section 2 of this Appendix). :

b.  Consumer disclosure (see CCRC Performance Standard (2)(b) and

Section 4 of this.Appendix). .

c. Actuarially sound pricing and reéerves or-ofher mechahismé to -
assure future service obligations (see CCRC Performance Standard

(2)(a)(iv)).

d. If a Type A CCRC, scope of services (see CCRC Performance Standards
(3)(a)). -

e. If a Type A CCRC exercising a transition period, the timely termina-
tion of contracts for Medicaid nursing home reimbursement or
congregate care payment (see CCRC Performance Standards (4)).

SECTION 4: DISCLOSURE REQUIREMENTS FOR CCRC'S:

1.

The names, business addresses, legal/corporate forms, experience 1in
establishing or operating CCRCs, nursing homes -or other health facilities,

~and other existing and proposed CCRC properties, of the provider and of

each individual constituting, owning an interest in, serving on the
governing board of, or managing the CCRC.

Whether any of the persons in (1) has been convicted, enjoined or
judged 1iable for damages as the result of a criminal or civil action
claiming fraud, embezzlement, fraudulent conversion or misappropriation
of property, or has had any state or federal license or permit revoked
in connection with any business activities.

Whether the provider is, or is affiliated with, a religious, charitable
or .other non-profit organization, and the extent (if any) to which any
such affiliated organization is responsible for any financial service
Tiabilities of the CCRC.

A description of all services provided or proposed by the CCRC under
its continuing care contracts, including the extent to which nursing,
medical, health-related or personal care is furnished, the present or
proposed costs of all services, and a description of any services made
available by the CCRC at an additional charge (beyond initial and
periodic fees in the contract).
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10.

11.
12.

13.

14.

NOTE:

A description of all fees required of residents, including initial

and periodic charges, apartment resale fees, and special service fees;
the manner by which the CCRC may adjust fees the h1st0ry of fee
increases for at least five years for the CCRC (if in operation) and
for any other CCRCs which the provider or manager operates; the circum-
stances under which members will be permitted to remain in the CCRC,
including any use of benevolent funds, if the member is unable to pay
charges whether continuation of services may in any circumstances
require the member to use pubic assistance or Medicaid funds; and the
method of calculating fees that will be charged if the member marries
while in the CCRC.

A description of health and financial conditions required to be accepted
as a member and to continue membership, including provisions for the
period between the date the continuing care contract is executed and

the member occupies a living unit. ‘

Income statements and balance sheets for the three most recent fiscal
years (if in operation that long), plus a pro-forma income statement
for the next fiscal year and a statement of any changes in operations
or management that are expected to substantially affect financial
position over the next three years.

If operation of the CCRC has not begun, a statement of the anticipated
sources and application of funds to be used in the purchase or construc-
tion and startup of the CCRC; a description of any mortgage, loan or
other long-term financing and its terms and conditions; an estimate of
the total entrance fees to be received from members at or prior to the
commencement of operations; and an estimate of any startup 1osses.

Professional summaries of accounting, audit and actuarial opinions
received by the CCRC as part of professional accounting and actuarial
studies or reports.

The general nature of any anticipated cost-shifting and cross-
subsidization among CCRC members.

The term and renewability of the contract.

Unless demonstrably untrue, a statement to the effect that the individual
contracts of various CCRC members may over time be different as to
services and fees due to contract changes resu1t1ng from c¢hanging
conditions.

Any other information necessary to understand the nature of the agree-
ment and the risks involved in CCRC membership.

A V1ist of the regulatory agencies with responsibility over various
aspects of CCRC operation and their areas of responsibility.

Periodic disclosure of changes under CCRC Performance Standard (2)(b)
applies to all areas of disclosure above.
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GLOSSARY OF TERMS

Acute Care - Acute care services focus on the diagnosis and treatment of
medical problems generally, but not always, in a hospital setting, for
persons with severe, short-term health problems. They are provided by
physicians, nurses, and other skilled health personnel working as a team or
individually, depending upon the severity of the problem. Acute care
services generally are categorized into three types: primary, secondary

and tertiary care. Secondary care services are often in a hospital setting
and include medical/ surgical, pediatric, obstetric, radiology, and labora-
tory services. Tertiary care consists of complex diagnostic and therapeutic
services requiring highly specialized personnel and equipment. In addition,
tertiary services tend to be directed at emergency conditions, utilize high
cost equipment, and are subject to rapid technological change.

Ambulatory Surgery Facility - A facility, either free-standing or hospital -
based, where outpatient surgery is performed. An intermediate level of -
surgical care for procedures that are too complex to be done in a physi-
cian's office, but do not require inpatient hospitalization. :

Case Management - A process that consists of a comprehensive assessment of
an individual's needs and development of a detailed plan of services and
related activities for the purpose of achieving and maintaining the maximum
level of health and independence of which the person is capable at the
appropriate minimum level of care. 1In the dual case management system now
empl oyed by DSHS, adults initially receive a standardized assessment '
conducted jointly by Community Services Office (CS0) staff and Information
and Assistance (I and A) staff of Area Agencies on Aging (AAAs). Then,
individuals referred to community care have their cases managed by I and A
staff, and cases referred to residential care are managed by CSO. :

Certificate of Need - Public regulatory approval for certain capital
expenditures and additions, changes or terminations of health services as
required under RCW 70.38. '

Corporate Strategic Planning - Planning undertaken by a corporate entity in
order to support internal decision making in pursuit of organizational
goals which typically include (in a health services organization) the
provision of services of adequate or better quality; financial success (at
minimum, solvency); and sometimes expansion. Such planning usually occurs
in a competitive environment.

Cost-based Reimbursement - A method of provider reimbursement based on the
actual costs incurred in providing services.

Cost Shifting - The practice by which a provider redistributes the differ-
ence between normal charges and lesser amounts received from certain payers
by increasing charges made to other payers. '
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Credentialing - The statutory regulation of a health profession by regis-
Tration, certification or licensure, Proposals to credential new cate-

gories of allied health occupations in Washington are reviewed under RCHW

18.120.040.

Dedicated Rooms - Spaces for a specific use. For example, dedicated
outpatient operating rooms would not ordinarily be used for inpatient
surgery.

Diagnosis Related Groups (DRG's) - A classification system that groups
patients' hospital stays according to principal diagnosis, presence of a
surgical procedure, age, presence or absence of significant cemorbidities
-or complications, and other relevant criteria.. S

Health Care Facilities Authority - The Health Care Facilities Authority was
established in 1980. 1ts authority and powers are defined in RCW 70.37.
The Authority is empowered to issue municipal revenue bonds “for the
construction, purchase, acquisition, rental, leasing or use by participants
of projects for which bonds to provide funds therefore have been approved
by the authority" and to loan the proceeds to qualified, non-profit hospi-
tals. Since the income from these bonds is not currently subject to the
same federal taxation rates as are corporate bonds, qualified hospitals
benefit from lower interest rates (up to 3 1/2 percentage points less).

Health Maintenance Organization (HMO) - This term is defined specifically
in the Health Maintenance Act of 1973 (P.L. 93-222) as a legal entity or .
organized-system of health care that provides directly or arranges for a,,
comprehensive range of basic and supplemental health care services to a
voluntarily enrolled population in a geographic area on a primarily pre-
paid and fixed periodic basis. Can be sponsored by the government, medical
schools, hospitals, employers, labor unions, consumer groups, insurance
companies and hospital medical plans.

Health Planning System State Health Coordinating Council (SHCC), Depart-.
ment of Social and Health Services (DSHS) regional health councils desig-
nated under RCW 70.38.085, and other local agencies specified by the State
Health Coordinating Council, acting together through the processes of RHC
plan development and project review. ‘ '

Health Planning Region - A multi-county area identified by SHCC and DSHS
for health planning and resource development purposes. Initially these
regions are the health service areas defined under federal law.
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Horizontal Integration - In traditional economic usage, an extension of

economic control fo include additional entities producing or selling the
same good or service: in lay terms, “absorbing the competition.” An
example of "classical" horizontal integration in health care would be .
formation or enlargement of a chain of primary care clinics, 'a chain of
nursing homes, etc. The term also is used, in health care, to denote
economic control over health services which provide similar services:
e.9., purchase or initiation of a free-standing diagnostic imaging center
by a hospital or group of hospitals. (See also Vertical Integration in
glossary.)

Hospital - A facility requiring licensure under RCW 70.41 and/or required
to report to the Washington State Hospital Commission. The definitional
scope of services within a "hospital™ is determined for licensure purposes
by the Department of Social and Health Services, and for purposes of budget
and rate review, by the Hospital Commission-

Hospital Planning Areas - Those geographic areas designated by SHCC and
DSHS for popuiation-based planning of hospital services.

Inpatient - A person receiving health care services with board and room in
a health care facility on a continuous twenty-four hour a day basis.

Managed Health Care System - An organization or entity with the following
features: a) provision for insurance and responsibility for the delivery
of health care services through the same organization, b} financial risk to
the managed health care system through capitation payment, and c) utiliza-
tion management of enrollees. o

Medicaid (Title XIX) - Program administered by the states under provisions
of TitTe XTX of the Social Security Act and rules of the federal Health

"Care Financing Administration (HCFA). It makes payments for approved

health services provided by hospitals, other health service agencies and
private practitioners to persons eligible for Aid to Families with Dependent
Children (AFDC), Supplemental Security Income (SSI), and certain other
persons whose income does not exceed maximum welfare benefits, Medicaid is
funded on a state-federal shared basis. It should not be confused with
Medicare (Title XvIII),

Medicare (Title XVIII) - A federal health insurance program that covers

some of the costs of hospitalization and selected medical care for persons

65 or older, for physically disabled persons meeting certain requirements,

for certain other citizens needing specific treatment (e.g., chronic renal
dialysis for irreversible kidney ailment) and for some eligible beneficiaries,

gﬁdinarily - This word has a specific meaning in this State Health Plan
which is clarified in the particular policies in which it is used.

Policy - A definite course (or method) of action selected by management
from alternatives to determine present and future decisions.

e Atk e . —— i —_——
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 Preference - Priority or higher ranking given in review to health facilities

| and services having those characteristics specified in the preference
statement, when: 1) two or more health facilities or services are competing
to meet a limited need in an area (i.e., a need that is not sufficient to.
justify all health facilities or services proposed in an area), and 2) the
competing health facilities or services substantially conform to all other
applicable standards.

Principle - A statement of the highest ideals toward which the health
system should move.

Prospective Payment System - A payment system in which health service
payment rates are based on expected classes and volumes of patients and are
set before services are rendered.

ReQiona] Health Council - An organization defined under the terms of
RCW 70.38.085.

Regionalized Hospital System - A plan which organizes hospital services in
a specific geographic region into a coordinated network of services. The
services and facilities range from the simplest to the most complex with
coordinated referral agreements among the participating institutions. The
supply of services, especially tertiary services, is determined by the
amount of demand which would use each service efficiently.

State Housing Finance Commission - A public body established under the
- terms of RCW 73.180 for the purpose of issuing bonds and participating in -
federal, state and local housing projects.

Sliding Fee Scale - A schedule of charges (fees) for specific health and/or
social services which are keyed to a person's ability to pay, based on
income level or some other type of means test.

Vertical Integration - In traditional economic usage, a shift in the
economic organization, ownership, etc., of enterprises which places inputs
for production of a good or service under the economic control of the same
entity which controls production of end-products {or of other "intermediate
products" which are closer in the chain of production to the consumer). An
example of "classical" vertical integration of health care services would
be the purchase of a pharmaceutical or hospital supply firm by a proprietary
hospital chain. The term also is used in health care to denote economic
control of additional levels of care through which a patient might pass:

for example, purchase or initiation of home health services by a nursing
home or a hospital. (See also Horizontal Integration in glossary.)
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ACRONYMS

AAA - Area Agency on Aging

BAAS - Bureau of Aging and Adult Services
BNHA - Bureau of Nursing Home Affairs

CoN or CN - Certificate of Need

CS0 - Community Services Office

NCD - Department of Community Development

"DMA - Division of Medical Assistance

DSHS - Department of Social and Health Services

HMO - Health Maintenance Organization

HPA - Hospital Planning Area

L & I - Department of Labor and Industries

LTCPG - Long Term Care Planning Group

MCH - Maternal and Child Health Services

OFM - Office of Financial Management

OSPI - Office of the Superintendent of Public Instruction
RCW - Revised Code of Washington

SBOH - State Board of Health

SHCC - State Health Coordinating Council

SHP - State Health Plan

SHPDA - State Health Planning and Development Agency
HAC - Washington Administrative Code

WSHC - Washington State Hospital Commission
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This Compiled Major Institution Master Plan (MIMP) for the Virginia Mason Medical Center has
been prepared by Virginia Mason, URS Corporation, SRG Partnership, Weinstein A+U, Makers
Architecture & Urban Design and Steinbrueck Urban Strategies, for submittal to Seattle’s Depart-
ment of Planning and Development in compliance with Seattle Municipal Code (SMC) 23.69.032
D, Development of a Master Plan.

This Compiled MIMP for the Virginia Mason campus was created using the following regional plan-
ning efforts and guidelines as guiding principles, policies and requirements:

The Washington State Growth Management Act (originally adopted in 1990) and codified as RCW
36.70A

City of Seattle Ordinance 120691, adopted December 17, 2001, enacting regulations for the
location, uses, and size of Seattle Major Medical and Educational Institutions

The City of Seattle Comprehensive Plan

The City of Seattle Transportation Strategic Plan

The First Hill Neighborhood Plan

The City of Seattle Transit Master Plan

The Blue Ring Center City Open Space Plan

The City Parks and Recreation 2011 Development Plan

The City of Seattle Bicycle Master Plan

The City of Seattle Pedestrian Master Plan

Puget Sound Regional Council’s VISION 2040

The Seattle City Council approved the MIMP on December 16, 2013. The Council’s Findings,
Conclusion and Decision (Clerk File 311081) contains 64 conditions of approval (pages 15 to 29).
The Council’s Findings, Conclusion and Decision are included in their entirety as Appendix F to
this Compiled Master Plan. Future development of the Virginia Medical Center is subject to those
conditions.

Contact

Betsy Braun

Administrative Director, Facilities Management
Virginia Mason Medical Center

Blackford Hall, Room 309

1100 9™ Avenue

P.0. Box 900, Mail Stop: R3-DCPM

Seattle, Washington 98111-0900

Tel: 206-341-0941

Email: Betsy.Braun@VMMC.org



Virginia Mason Medical Center

Compiled Major Institution Master Plan

CONTENTS

A. INTRODUCTION

1.
2
3.
4

5.

Background and Purpose
First Hill Neighborhood

Goals, Objectives and Intent of Major Institution Master Plan

Virginia Mason’s Mission

Regional Growth and Health Care Needs

B. EXISTING CAMPUS

1.
2.
3.
4.

Virginia Mason Property
Programmatic Needs
Community-Campus Integration

Future Evolution of First Hill

C. DEVELOPMENT STANDARDS

1.

© © N o o A~ W N

el <
w hd O

14.

Existing Underlying Zoning

Proposed Expansion Areas

Structure Setbacks

Width and Floor Size Limits

Existing and Proposed Height Limits (MIO Heights)
Exemptions from Gross Floor Area

Existing and Proposed Lot Coverage for Entire Campus
Street-Level Uses and Facades in NC Zones

Existing and Proposed Landscaping and Open Space
Loading and Service Facilities

Preservation of Historic Structures

View Corridors

Pedestrian Circulation Within and Through the Campus

Transit Access

D. DEVELOPMENT PROGRAM

1.
2.
3.

MIMP Alternatives

Density, Development Capacity and Floor Area Ratio (FAR)

Maximum Number of Allowed Parking Spaces

February 5, 2014 i

o W R =

13
17

23
24
26
30
30

31
31
32
32
33
33
49
49
50
50
55
56
57
59
60

63
63
69
70



Virginia Mason Medical Center
Compiled Major Institution Master Plan

4. Existing and Planned Future Development 71
5 MIO District Properties and Leased/Owned Properties Within 2,500 Feet 71
6 Height, Bulk and Form of Existing and Planned Physical Development 73
7. Planned Infrastructure Improvements 73
8 Planned Development Phases and Plans 73
9 Planned Alley Vacations, Skybridges and Tunnels 76
10. Housing Demolition and Replacement 79
11.  MIMP Consistency with Seattle Land Use Code (23.69.006) 80
12.  Virginia Mason Decentralization Plans 89
13.  Applicable Goals, Policies and Public Benefits 90
E. TRANSPORTATION MANAGEMENT PROGRAM 97
1. Transportation Systems 97
2. Existing Transportation Management Plan (TMP) 101
APPENDIX A
LEGAL DESCRIPTION OF MIO DISTRICT PROPERTIES 109
APPENDIX B
CONSISTENCY WITH CITY COMPREHENSIVE PLAN
GOALS AND POLICIES 113
APPENDIX C
CONSISTENCY WITH CITY’S TRANSPORTATION STRATEGIC PLAN,
TRANSIT PLAN, PEDESTRIAN PLAN AND BICYCLE PLAN 127
C.1 Transportation Strategic Plan 127
C.2  Transit Master Plan 135
C.3  Seattle Pedestrian Master Plan 140
C.4  Seattle Bicycle Master Plan 142
APPENDIX D 143
D.1  List of Public Meetings Held on the Virginia Mason Medical Center 143
APPENDIX E 145
E.1  Design Guidelines (Under Seperate Cover)
APPENDIX F

CONDITIONS OF APPROVAL - CITY COUNCIL FINDINGS, CONCLUSION
AND DECISION (CLERK FILE 311081)

ii February 5, 2014



Virginia Mason Medical Center
Compiled Major Institution Master Plan

LIST OF TABLES
Table 1 Goals and Objectives 8
Table 2 Existing Virginia Mason Development 24
Table 3 Existing Development Within 1000 Madison Block 25
Table 4 Major Institution Master Plan Area Summaries 29
Table 5 Proposed Building Setbacks — University/Terry Parking Lot Block 36
Table 6 Proposed Building Setbacks - Cassel Crag/Blackford Hall Block 37
Table 7 Proposed Building Setbacks - Lindeman Block 39
Table 8 Proposed Building Setbacks - Ninth Avenue Garage Block 40
Table 9 Proposed Building Setbacks - Central Hospital Block - East Section 41
Table 10 Proposed Building Setbacks - Central Hospital Block - Center Section 42
Table 11 Proposed Building Setbacks - Central Hospital Block - West Section 43
Table 12 Proposed Building Setbacks - 1000 Madison Block 45
Table 13 Existing and Proposed MIO Height Limits 48
Table 14 Development Capacity and FAR 69
Table 15 Consistency With Applicable Land Use Code Standards 81
Table 16 Parking Requirements Based on 2010 Staff and Patient Visits 97
Table 17 Future Parking Requirements - Alternative 6b 98
Table 18  Virginia Mason Commute Mode Performance by Percentage (2001-2011) 101
Table 19 Proposed/Current TMP Comparison 103
Table A1 Virginia Mason First Hill Campus Properties 109
Table A.2  Virginia Mason First Hill Campus Properties - 1000 Madison Block 110
Table B.1  Consistency of Virginia Mason’s MIMP 113
Table C.1  Consistency of Virginia Mason’s MIMP With Transportation Strategic Plan 128
Table C.2  Consistency of Virginia Mason’s MIMP With Transit Master Plan Strategies 136
Table C.3  Consistency of Virginia Mason’s MIMP With Seattle Pedestrian

Master Plan Strategies 140

Table C.4  Consistency of Virginia Mason’s MIMP With Seattle Bicycle
Master Plan Strategies 142

February 5, 2014 iii



Virginia Mason Medical Center
Compiled Major Institution Master Plan

LIST OF FIGURES

Figure 1

Figure 2

Figure 3

Figure 4

Figure 5

Figure 6

Figure 7

Figure 8

Figure 9

Figure 10
Figure 11
Figure 12
Figure 13
Figure 14
Figure 15
Figure 16
Figure 17
Figure 18
Figure 19
Figure 20
Figure 21
Figure 22
Figure 23
Figure 24
Figure 25
Figure 26
Figure 27
Figure 28
Figure 29
Figure 30
Figure A.1

Virginia Mason Proposed Major Institution Overlay District on the
“Pedestrian Routes Diagram”

Virginia Mason’s Strategic Plan Pyramid

Leapfrog Award

Leapfrog Top Hospital of the Decade 2001 - 2011

Inpatient and Outpatient Surgeries at U.S. Community Hospitals
Washington State Population Ages 65 and Above

Annual Rate of Physician Office Visits by Age Group, 1998 Versus 2008
Virginia Mason Campus, Looking Southeast

Existing Zoning

Proposed Building Setbacks - Virginia Mason Campus

Proposed Building Setbacks - University/Terry Parking Lot Block
Proposed Building Setbacks - Cassel Crag/Blackford Hall Block
Proposed Building Setbacks - Lindeman Block

Proposed Building Setbacks - Ninth Avenue Garage Block

Proposed Building Setbacks - Central Hospital Block - East Section
Proposed Building Setbacks - Central Hospital Block - Center Section
Proposed Building Setbacks - Central Hospital Block - West Section
Proposed Building Setbacks - 1000 Madison Block

Existing Major Institution Overlay Districts

Proposed Major Institution Overlay Districts

Existing and Future Landscape/Open Space Plan

Existing Metro Bus and Virginia Mason Shuttle Bus Stop Locations
Alternative 6b - Proposed Building Heights

Comparative Sections, Madison Street Looking North

Comparative Sections, Boren Avenue Looking West

Existing and Planned Parking Areas

Location of Leased Parking

Alternative 6b - Potential Construction Sequences

Street and Alley Vacations

Existing and Proposed Access and Circulation

Parcel Key

13
14
14
16
18
19
23
31
34
36
37
38
40
41
42
43
44
46
47
51
61
64
67
68
70
72
74
77

100

111

February 5, 2014



Virginia Mason Medical Center
First Hill Campus

Compiled Major Institution Master Plan

February 5, 2014



Aerial View, 1961 Aerial View, 1965 - Interstate 5 in construction

Aerial View, 1978 - with Freeway Park Aerial View, 1989 - with convention center

February 5, 2014



Virginia Mason Medical Center
Compiled Major Institution Master Plan

A. INTRODUCTION

1. Background and Purpose

Virginia Mason Medical Center is an integral part of a diverse, evolving neighborhood on First Hill

in Seattle and is a major health care service provider to the region. As the neighborhood and the
region have grown, so has Virginia Mason. Since its beginning in 1920 on First Hill, Virginia Mason
has expanded its original campus, decentralized many business operations and opened clinics in
surrounding communities to accommodate the growing regional population with primary and specialty
care services. Virginia Mason is expanding its provision of services through strategic alliances with
regional health care providers such as Group Health Cooperative of Puget Sound, Evergreen Health,
Wenatchee Valley Medical Center and Pacific Medical Centers.

This growth has occurred over a 90-year time frame that has seen a revolution in lifestyles, urbanism and
neighborhood character. In the 1920s, First Hill was still a mix of single-family houses, small commercial
businesses and a few five- to -six-story residential apartment buildings. Virginia Mason'’s first building fit
within this scale, with its six-story original hospital wing. Over the next 50 years, this community, which
was built at the scale of the pedestrian, horse and buggy, was transformed by the rise of the automobile.
In the 1960s, Interstate 5 (I-5) was constructed through Seattle, cutting off First Hill from downtown
Seattle. Buildings turned their backs upon the street and shifted from a pedestrian orientation to an
automobile orientation. They also grew upward, establishing a new scale on First Hill that was redefined
with the construction of approximately 15 story high-rise residential towers and comparably sized
religious, office and medical buildings.

Seattle is now redefining itself and developing towards a future that is refocused much more on the
pedestrian experience, the opportunities for transit connections and a much greater density in areas
defined as urban centers, such as First Hill. The community is challenging developers to build in ways
that promote health, an active lifestyle, sustainable buildings, convenience and diversity.

The next generation of 300 foot tall (25- to 30-story) residential towers allowed under current zoning and
tall commercial buildings may once again transform First Hill. This density is needed to accommodate
the rapidly growing population of people who are seeking out lifestyles that are no longer as dependent
upon the automobile and looking for a more urban lifestyle. Within the last 10 years, Seattle’s residential
population on First Hill has increased by nearly one-sixth, from approximately 52,000 residents in

2000 to over 60,000 residents in 2011. This trend is expected to continue. Thirty-seven percent of

the residents also work in downtown Seattle. This growing population is younger, well-educated and
diverse and is transforming Seattle into one of the most lived-in cities in the United States, with nearly
22,000 residents per square mile in the downtown.*

1 Downtown Seattle Association 2012 State of Downtown Economic Report.
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View from Pine & Terry looking north, 1907

View of the downtown waterfront, 1952

View of Harborview, 1949

Historic photographs courtesy of The Seattle Public Library
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Virginia Mason’s First Hill campus needs to be redeveloped to meet the health care demands of this
regional growth, to provide for advancements in technology and patient care practices and to replace
aging facilities. It also needs to reflect this new sense of urbanism by redeveloping in ways that:

e Create an environment for our patients, their families and visitors, our employees and volunteers,
and our neighbors, that reflects the quality of care we provide.

e Provide a safe, attractive and engaging campus with lively streetscapes.
e Exemplify good stewardship of scarce resources.

e Modernize and expand facilities to accommodate new technologies and embrace the future.

This process begins with the renewal of Virginia Mason’s Major Institution Master Plan (MIMP), which
expired in 2004. Virginia Mason submitted its Notice of Intent to prepare a new Master Plan on August 9,
2010, and the MIMP Application/Concept Plan on December 7, 2010. Virginia Mason completed the last
project approved under the previous Master Plan, the new Floyd & Delores Jones Pavilion, in 2011. The
recent acquisition by Virginia Mason of the 1000 Madison block creates the opportunity to allow critical
inpatient services to be replaced while maintaining full operations in the existing hospital. Virginia Mason
is asking that its Major Institution Overlay (MIO) be expanded to include this block. The MIO process will
ensure that the replacement buildings will contribute to the quality and the activity of the neighborhood.

Virginia Mason is also looking to the future to create a campus that is developed with a density
comparable to the underlying zoning. This density allows Virginia Mason to be a good steward of the
scarce resource of land on First Hill and minimizes its footprint on the surrounding community by
reducing its need to expand further.

2. First Hill Neighborhood

The First Hill neighborhood is an extensively studied urban environment. Its planning efforts are
built upon a foundation of sound city, county and regional plans aimed at defining the vision and
accommodating the needs of a rapidly growing region.

This vision starts with a regional framework provided by the Puget Sound Regional Council’s “VISION
2040,” adopted by the Council in April of 2008. VISION 2040 provides clear and specific guidance for the
distribution of population and employment growth into types of places defined as “regional geographies.”
The largest share of growth is distributed to metropolitan and core cities - places with designated
regional growth centers that are already connected by major transportation corridors and high capacity
transit.? This broad framework sets out the importance of the interrelationship between systems such as
land uses, transportation, community facilities and the underlying ecology. The vision emphasizes the
cooperative goals needed for a successful community to flourish in the long term. Of direct relevance to
the First Hill neighborhood’s role in the region, it emphasizes the development of regional growth centers
and compact urban communities to accommodate the additional 1.7 million new inhabitants of Puget
Sound and 1.2 million new jobs anticipated within the next 35 years.

2VISION 2040 executive summary, 2008
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© Virginia Mason Proposed
MIO Boundaries

Figure 1 Virginia Mason Proposed Major Institution Overlay District on the “Pedestrian Routes Diagram”
Source: First Hill Urban Center Park Plan, City of Seattle, 2005
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Neighborhood Context: Urban Center Village

First Hill's place within the region is first defined by its designation as one of six Urban Centers in
Seattle. This designation envisions a bright, multidimensional future for First Hill that includes a full
range of community amenities, including a vibrant pedestrian streetscape, a range of housing options,
employment opportunities and a diversity of community services. These community services encompass
open space, retail, commercial, multifamily residential, social, religious and educational services, an art
museum, and other institutions and experiences.

The designation as an Urban Center Village has, as a foundational element, the expectation that

the community will be planned to support a higher density of housing and employers than other
communities. It is a critical difference between First Hill and other Seattle communities. First Hill is
identified as a suitable area to accommodate urban density because it is already at a density greater
than many of the surrounding neighborhoods, because of its proximity to Downtown, its access to
transportation, and its many community services, institutions, jobs and residences. This increased
density is essential if First Hill is to grow and support its role in the region as both a residential and an
employment center.

The planning defines a community where auto, transit and pedestrian corridors connect and concentrate
commercial activities within pockets of high-rise residential development. The major arterials include
Madison Street, Broadway, James Street, Boren Avenue, and the Pike/Pine Street corridors. Other streets
have been targeted to be excellent pedestrian environments, including University Street, Seneca Street,
Terry Avenue south of Madison Street, Eighth Avenue, Ninth Avenue and Minor Avenue (see Figure 1).

Within these major arterial boundaries nestle pockets of residential neighborhood, educational and
medical development. The land use edges are not well integrated, and residential, commercial and
freeway uses relate to each other in sometimes awkward ways.

Neighborhood Texture

Virginia Mason is below the crest of First Hill in the area known as the West Slope, with topography
that descends toward downtown Seattle. Virginia Mason’s campus is adjacent to the Horizon House
continuing care retirement community to the northwest, a variety of residential developments to

the northeast and southwest, the commercial district along Madison Street and Boren Avenue to

the southeast and Freeway Park to the west. Terry Avenue and University Street are desighated as
“Neighborhood Green Streets” as they pass through the Virginia Mason Campus. This designation
provides incentives for certain street improvements and pocket parks in exchange for increased floor
area sizes and allows improvements in the right-of-way in collaboration with the City of Seattle.

The character of development on First Hill is enormously varied and reflects a neighborhood that is
undergoing dynamic change. It ranges in scale from single-family homes to high-rise residential towers,
and from small commercial buildings to office towers, universities, cathedrals and hospitals. The urban
texture is uneven, with parking lots, one-story buildings or undeveloped sites abutting new high-rise
developments. There has been significant recent retail development along the Madison Street corridor
and along James Street, but the recent economic downturn has had a negative impact on the small
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businesses in the community, and there are empty storefronts. A sprinkling of retail establishments is
scattered throughout First Hill and provides important amenities to the community.

Major Institution Hub

First Hill is host to four Major Institutions, with an emphasis on health care, life sciences and higher
education. These institutions are bolstered by, and have been foundational incubators to, other
internationally acclaimed organizations like the Fred Hutchinson Cancer Research Center and the
University of Washington Global Health program. They are a training and proving ground for developing
regional and global expertise, fueling the economic engines of research and development in
organizations like Amgen, Zymogenetics, the Bill & Melinda Gates Foundation, the Seattle Biomedical
Research Institute, Cell Therapeutics, Seattle Science Foundation, Dendreon, Seattle Genetics and many
others.

The First Hill institutions train a significant percentage of the health care and research practitioners in
the Puget Sound region. In their partnerships with the University of Washington, Seattle Pacific University,
Seattle University and Seattle Community College, they provide a substantial role in the development
and retention of the intellectual capital of the region. Their ability to attract national and international
talent, grants, research funding and venture capital places Seattle within the top five regional centers of
innovation in the nation.

These four Major Institutions collectively generate over 77,220 jobs, provide over $4.9 billion in salaries
and benefits and provide one out of every six Seattle jobs.® Their secondary effects are directly and
indirectly responsible for another 160,000 Seattle jobs, and the number of jobs is anticipated to
continue to grow at an average rate of 5% a year. This growth has ranked Seattle #1 in high-tech growth
based on long- and short- term growth numbers, according to Forbes, beating out even Silicon Valley. *

3. Goals, Objectives and Intent of Major Institution Master Plan

Virginia Mason is now updating its Vision for its First Hill campus. The goal of this effort is to fully
understand the capacities and constraints inherent in the redevelopment of the existing properties, to
collaborate with the surrounding neighborhood on how to best accommodate this growth and to smooth
the development process.

As a critical first step in planning for this growth, Virginia Mason has entered into the City of Seattle’s
MIMP process to partner with its First Hill neighbors to collaboratively develop a vision for the future.
From Seattle Department of Neighborhood’s website: “Seattle’s hospitals, universities and colleges are
important assets of the region and Seattle therefore allows their development to exceed many of the
zoning standards that would apply to nearby development. Unique zoning rules are crafted for each
major institution through the adoption of a Major Institution Master Plan that: 1) identifies a boundary
(Major Institution Overlay District) within which the revised rules applies; and 2) identifies the specific
rules that will apply to development within this boundary. The objectives of the plan are to balance the

3Downtown Seattle Association Economic Impact of Seattle’s Major Institutions, 2012
4Seattle Times, November 21, 2011
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needs of major institution development with the need to preserve adjacent neighborhoods.” ®

Virginia Mason representatives have been actively involved in the numerous recent planning efforts

on First Hill, including the First Hill Neighborhood Plan, the West Slope First Hill Plan, the planning for
siting the Sound Transit First Hill station, the planning for the First Hill Streetcar, the development of
other MIMPs, the Downtown Seattle Association plans, First Hill Improvement Association activities,
Design Review Board meetings, and the activities of the Freeway Park Association. This involvement has
deepened our perspective on the neighborhood’s collective goals, concerns and plans, and how Virginia
Mason can best grow within this unigue community.

This participation, the hard, dedicated work of the Citizens Advisory Committee, and input from many
neighbors and other businesses on First Hill have culminated in the development of a shared set of goals
and objectives for the redevelopment of the campus.

5 City of Seattle Department of Neighborhood website: http://www.seattle.gov/neighborhoods/mi/miac/, 3/17/2012
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Table 1 Goals and Objectives

GOALS OBJECTIVES

CAMPUS BUILDINGS

Design the edges of the campus to contextually relate
to the adjoining properties in scale, style and massing

Maintain the existing setbacks of the underlying
zoning to shape building masses, except where
deviations are needed to accommodate hospital
bed floors

Design buildings, including rooftops and street level
facades, with consideration of how they will appear
to viewers from surrounding residential buildings,
nonmotorized travelers at street level, and motorized
travelers

Consider the placement of mechanical equipment
and how it can be shielded

Consider views into new facilities from neighboring
buildings

Create interest at street level from a pedestrian scale

Integrate mechanical equipment into the architec-
ture of the building

Acknowledge the diversity of scales and styles in
neighboring buildings, from high-rise to single-family

Shape the buildings and towers to respond to their
context

Incorporate measures that respond to the scale
and character of adjacent buildings

At the larger scale, consider visual interest through
articulation of facades, fenestration patterns, and
larger scale architectural moves

Use materials that are compatible with the
neighboring development

Create a style that is compatible with residential
instead of an institutional style

The scale of the pedestrian streetscape is important

Create street level facades that respond to
the pedestrian scale and add interest from a
pedestrian perspective

Protect public view corridors

Consider the use of setbacks to maintain and open
up public east-west views

Design skybridge structures to minimize view blockage

Consider massing buildings in an east-west
direction to reduce the impacts on the views of
uphill neighbors

Provide shared spaces that community members can
also use

Consider locating cafeterias, coffee shops, gift
shops, conference centers, meeting areas,
auditoriums and gathering places near entries for
easy community sharing
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GOALS OBJECTIVES

LANDSCAPING AND OPEN SPACE

Maintain plantings and street trees

Replace trees that need to be moved or removed
for development

Enhance campus greenery, open space

Use thoughtful site planning and landscape design,
working at a campuswide and site specific level

Make use of multiple scales of plant materials,
pocket parks, plazas, median strips, setbacks and
roof decks

Add plantings and other features to attract birds,
pollinators and other desirable fauna to the
gardens

CAMPUS MOBILITY

Maintain and improve the mobility of pedestrians and
other nonmotorized travelers to move through the Vir-
ginia Mason MIO boundaries

(don’t become a closed-off campus)

Address steep slopes with steps, handrails and
ramps

Extend overhangs, awnings, or other weather
protection features to protect pedestrians from
rain along designated pedestrian corridors where
feasible

Use “Crime Prevention Through Environmental
Design” principles to enhance safety of the
pedestrian experience

Improve sidewalks and streetscapes to enhance the
pedestrian and other nonmotorized user experience

Use three-dimensional plantings, artwork,
pedestrian-scale lighting and street furnishing to
enrich the pedestrian experience

Make entries easy to find, welcoming and
accommodating

Improve accessibility of entries

Locate entries to facilitate pedestrian egress

Enhance ease of pedestrian flow, improve circulation,
accessibility, wayfinding, connectivity, visual interest

Reveal activities within buildings at street level
with an interactive sidewalk edge, transparency of
street-level facades

Enhance the ability of people to pass through the larger
buildings via interior and exterior “streets” that are
combinations of entries, major corridors and skybridges

Expand the existing network of skybridges to create
interior and exterior pedestrian connections across
the entire campus

Consider developing tunnels where feasible to
move materials “off-stage” from the public
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GOALS OBJECTIVES

Provide attractive nonmotorized connections across the
campus to Downtown and other Seattle neighborhoods

Continue the Pigott Corridor extension up University
for the half-block northwest of Terry

Consider the use of lighting that is the same or
similar to that used elsewhere on First Hill (such as
in Freeway Park)

Create open spaces in ways that tie together the public
spaces of the neighborhood

Locate open space in areas on campus that
enhance or complement open space located off
campus (such as adjacent to the Pigott Corridor or
across from the Sorrento Hotel)

NEIGHBORHOOD VITALITY AND CHARACTER

Contribute to the economic vitality of First Hill that
exists from the interdependence of residential,
commercial, and the educational and health care
institutions

Maintain the residential character of First Hill

Replace any housing loss on First Hill per City
requirements

Locate noisy trash hauling and dock functions away
from residential neighbors

Honor and protect designated historic structures

With development, perform historic resources
studies of older buildings on campus

Protect landmarks through City Landmarks process

Design new facilities to complement and enhance
existing landmarks, like the Sorrento, the Baroness
and the Archbishop’s residence

Where possible salvage historic elements from
demolished buildings and reuse them in new
construction. (Note: this item is a post-workshop
update to the goals and objectives.)

Maintain and support opportunities for retail that serve
both Virginia Mason and the residential community

Identify locations on Virginia Mason blocks where
retail uses will contribute to neighborhood vitality

Work with neighborhood on desirable types of retail
to serve the broader population

Provide direct access to retail from the street

10
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GOALS OBJECTIVES

ENVIRONMENTAL STEWARDSHIP
Employ Environmental Stewardship in the design and e  Pursue healthy living with design principles
practices of buildings, grounds, and operations

e Use new energy-efficient technologies that
help reduce energy usage and create a cleaner
environment

e Use each block to its highest and best use

e Balance open space and setbacks with high
density and tall structures to maximize capacity of

each block
Build facilities that are resource-efficient e Participate in the Seattle 2030 District challenge
Minimize glare, noise, wind effect and shading e Design strategies for microclimate, local conditions

e  Prioritize public spaces when considering shading

e Consider the location of noise-creating activities to
least impact neighborhood residents

e Minimize the effects of artificially lit interiors during
the night on surrounding residential areas. (Note:
this item is a post-workshop update to the goals
and objectives.)

TRANSIT, TRAFFIC AND PARKING
Continue to encourage the use of transit over drivingto | e Improve bus stops with enhanced lighting, shelters,
Virginia Mason by making transit an easy and enjoyable landing areas and wider sidewalks

way to get to and from the Virginia Mason campus and
adjacent First Hill neighborhoods

e Advocate for enhanced transit coverage for First
Hill, especially connections that tie it to other
Seattle neighborhoods and downtown

e Work with Seattle Police Department “Crime
Prevention Through Environmental Design”
principles to enhance bus stop safety and use

e Be aware of pedestrian routes that connect to
transit stops as part of the transit system’s quality
and level of safety

Continue to reduce peak-commute trip single- e Continue and enhance the existing Transportation
occupancy vehicle use and encourage alternative Management Plan (TMP) to reduce the number of
modes of transportation, including walking, bicycling, drive-alone commutes to the VMMC campus

mass transit, shuttles and carpools

Build parking to meet but not exceed present, future e Distribute the location of structured parking and
need, sequence parking development access to lessen neighborhood impact
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GOALS OBJECTIVES

CONSTRUCTION IMPACTS
Minimize construction impacts on the larger community | ®  Construct new buildings in phases

e Develop and implement a construction
management plan and communicate with the
community about the plan

Maintain traffic and pedestrian flow e Limit the use of street area for construction, or

time street closures to minimize disruptions to

neighborhood traffic

e Limit sidewalk closures
Maintain the viability of retail e To the extent feasible, provide temporary locations
for retail displaced by Virginia Mason construction
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4, Virginia Mason’s Mission

Figure 2 Virginia Mason’s Strategic Plan Pyramid

Virginia Mason: Patients First

Patients are the reason Virginia Mason exists. Therefore, patients are at the center of all Virginia
Mason'’s considerations and decisions. All facilities and operations are designed to enhance the overall
experience of the patient.

Virginia Mason’s mission is to improve the health and well-being of the patients served. Virginia Mason
aspires to be the Quality Leader and transform health care by leading the way to improve health care
quality and patient safety. Everything Virginia Mason does is ultimately to improve patient health and
well-being. This is accomplished by hiring the finest physicians and staff, achieving the best clinical
outcomes, providing unsurpassed service and the safest, most efficient facilities for patients and their
families.
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Virginia Mason embraces advances and innovations in health care delivery to meet the ever-changing
needs of patients. Today, this means providing hospital facilities that offer the technological and design
advancements vital to patients in the 21st century. Virginia Mason is also committed to providing a broad
range of services that improve one’s sense of well-being and prevent iliness. Virginia Mason is acclaimed
for its expertise in providing services in Digestive Disorders, Neurosciences, Heart Care, Cancer Care,
Orthopedics and Sports Medicine, and Urology.

Virginia Mason Vision: To be the Quality Leader and Transform Health Care

To become the Quality Leader and transform health care, Virginia Mason set out first to change the way
health care is delivered. The Virginia Mason concept of quality is all-encompassing and includes both
clinical results and the service components of all interactions with patients. Virginia Mason strives to
provide the best outcomes available anywhere. Virginia Mason is transforming health care delivery by
eliminating waste, standardizing work and providing extraordinary care and service.

Virginia Mason Production System (VMPS)

Virginia Mason has achieved remarkable transformational results by focusing on the process of
change through its management method, the Virginia Mason Production System, or VMPS. Modeled
on the Toyota Production System, Virginia Mason has embraced lean manufacturing processes to
scrutinize health care delivery at every level of the

organization. This relentless focus on structured

process improvement has eliminated waste at every

level of the organization, increasing patient safety

and satisfaction, reducing cost, and improving

quality of care. VMPS provides specific methods for

designing processes, facilities, and the environment

of care, focusing on patient centeredness, improved

flow and delivery of the highest quality care.

Virginia Mason: Demonstrating Quality and Value Figure 3 Leapfrog Award

In 2010, the Leapfrog Group awarded Virginia
Mason its Top Hospital of the Decade award,
recognizing Virginia Mason’s decade-long, sustained
drive to improve the value of its services to its
patients. The Leapfrog Group is a coalition of large
organizations who buy health care services for

their employees and who are working to initiate
breakthrough improvements in safety, quality and
affordability. The Leapfrog Group defines value

by identifying organizations that provide the best

lity of he | .
quality of care at the lowest cost Figure 4 Leapfrog Top Hospital of

the Decade 2001 - 2010
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The Top Hospital of the Decade award followed six consecutive years (2006-2011) of the Leapfrog Group
naming Virginia Mason a Top Hospital. The Top Hospital recognition has been awarded to Virginia Mason
each year since the award’s inception in 2006. The Top Hospital designation is based on results from
the Leapfrog Hospital Survey, the nation’s premier hospital evaluation tool that provides consumers

and health care purchasers with up-to-date assessments of hospitals’ quality and safety programs and
outcomes.

Virginia Mason also received the highest overall scores in the Pacific Northwest region in the Leapfrog
Group’s 2010 Hospital Quality and Safety Survey. No hospital in Washington has outranked Virginia
Mason on this annual survey since the Leapfrog Group began measuring hospital quality and safety in
2001.

In 2008 through 2012, Virginia Mason also received the HealthGrades Patient Safety Excellence Award
and was named a Distinguished Hospital for Clinical Excellence. Only 263 hospitals in the nation
received this honor for being in the top 5% for patient safety. HealthGrades, a leading independent
health care ratings organization, evaluated 5,000 hospitals across the country for clinical performance.

Virginia Mason Organization

Virginia Mason Medical Center is a nonprofit comprehensive regional health care system in Seattle that
combines a primary and specialty care group practice of more than 460 physicians with a 336-bed
acute-care teaching hospital. Virginia Mason operates a network of clinics throughout the Puget Sound
area providing primary care, specialty and outpatient surgical services, and Bailey-Boushay House, a
skilled-nursing facility and chronic care management program for people with HIV/AIDS and for those
suffering from life-threatening ilinesses.

Virginia Mason is governed by a board of community volunteers. The medical center is a tax-exempt
organization under Section 501(c)(3) of the Internal Revenue Code. The board has adopted governance
policies and practices to help guide fulfillment of its commitment to the community and the patients
served.

The medical center is affiliated with the Virginia Mason Institute (VMI), which provides education and
training in the Virginia Mason management method - known as the Virginia Mason Production System
(VMPS) - to other health care providers and organizations. VMI includes the Center for Health Care
Solutions, whose work is to improve quality and access to care while reducing cost for employers and
health plans for the most common and costly medical conditions. The medical center is also affiliated
with the Benaroya Research Institute at Virginia Mason (BRI), which is internationally recognized in
autoimmune disease research, and the Virginia Mason Foundation. The Virginia Mason Foundation
engages in fundraising in support of the mission of the medical center and BRI.

The First Hill campus is composed of the acute care hospital, BRI, and a full complement of primary
care and specialty clinics. The Bailey-Boushay House is located in the Madison Valley east of downtown
Seattle and is approximately two miles outside of Virginia Mason’s Major Institution Overlay district.
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Virginia Mason also serves the larger region through a network of seven satellite medical facilities

in Federal Way, Issaquah, Bellevue, Kirkland, Lynnwood, Sand Point and Winslow/Bainbridge Island.
Virginia Mason also has three supporting facilities: the medical records and warehouse facility in
Georgetown, administrative offices in the Metropolitan Park West building in downtown Seattle, and a

call center in Canyon Park, Bothell.

Virginia Mason has affiliations with Group Health Cooperative of Puget Sound, Pacific Medical Centers,

Evergreen Health, Wenatchee Valley Medical Center and other regional health care providers.

Virginia Mason Staff

Virginia Mason employs more than 5,500 people. Over 460 physicians are employed by Virginia
Mason and many provide services at more than one location. Virginia Mason also benefits from the

contributions of almost 970 volunteers who donated more than 22,768 hours in 2011.

Virginia Mason’s First Hill campus facilities run around the clock, providing continuous care to the
community. The regional clinics are open Monday through Friday, with some clinics and surgical services
also open on Saturday. Because of this, the employees generate activities that enliven neighborhoods
throughout the week and contribute a significant economic benefit to the surrounding neighborhoods

that extends past the traditional lunch-hour crowds.

Virginia Mason Patients

Over 626,791 health care provider visits were made in 2011 at Virginia Mason'’s First Hill campus. In
2011, 16,330 patients were admitted to the hospital, 10,000 outpatient surgeries were performed, and
over 15,700 patients were treated at the Emergency Department.
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Figure 5 Inpatient and Outpatient Surgeries at U.S. Community Hospitals

Source: American Hospital Association
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The increasing proportion of outpatient visits reflects a significant trend in health care innovation as
more and more procedures that previously required hospitalization can now be done in an outpatient
setting, and the patient can go home the same day. Virginia Mason is decentralizing some of these
procedures to its regional outpatient surgery centers in Issaquah, Federal Way and Lynnwood to free up
capacity on the First Hill campus for patients whose ilinesses are more acute and who require specialty
or hospital care. The First Hill campus continues to see increasingly complex, sicker patients whose
illnesses require a teamed specialty approach to care and facilities specially designed for this purpose.

Virginia Mason Commitment to the Community

Virginia Mason is proud to be an important part of the First Hill neighborhood and recognizes that the
institution and its neighbors are crucial partners in a quality neighborhood. Virginia Mason’s commitment
to the community extends well beyond patient care. Virginia Mason believes it is essential to contribute
at many levels to the communities where patients and staff members work and live. The organization

has acted on that belief by contributing time, energy and money to efforts that benefit the community

in the areas of improving health, providing free and subsidized care, and supporting health professional
education and research.

Virginia Mason’s commitment is described in more detail in Section D.13, page 88.

5. Regional Growth and Health Care Needs

Regional Population Growth

The population of the Puget Sound area within King, Snohomish, Pierce and Kitsap Counties continues
to steadily increase every year. From 2000 to 2010, the regional population increased by more than
400,000 people, or an 11% increase, from 3.2 million people to 3.69 million people, according to the
2010 census. If this rate of growth holds steady over the next 20 years, the region’s population could
conservatively increase by another 1 million or more people. Rising land costs, limited availability of
undeveloped land, land use planning and good stewardship of scarce natural resources will direct much
of this growth to growing urban cores and into multiunit housing, like the First Hill neighborhood.

Regional growth is not likely to slow in the next 20 years - the abundant natural resources, vibrant and
diverse economy and links to the Pan-Pacific markets are likely to continue to grow well into the future.
The growth framework for Virginia Mason'’s First Hill campus must find the best use of every parcel, to
contain its footprint and concentrate its density, while at the same time providing the highest quality care
for its patients, now and in the future.

Aging Population

This steadily growing population increases the demand for health care services at all levels of service
delivery, including prenatal and maternal care; pediatric and adult care; geriatric and specialty care like
skilled nursing, Alzheimer’s and hospice; tracking and treatment of chronic diseases; and hospitalization
for acute care episodes at all ages.
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In addition, the steadily aging population exerts its own stress upon the regional health care system. The
Social Security Administration now states that if a person lives to age 65, they are likely to live to an
average of 83 years of age. One in four 65 year olds will live to age 90, and one in 10 will live to 95. The
Baby Boomers (born between the years of 1946 and 1957) are going to add significant demand for
specialty services. As they downsize their lifestyles and move into more convenient and compact urban

neighborhoods like First Hill, they will want easy access to quality specialty care, such as that provided at
Virginia Mason.

Washington State Population
Ages 65 and Above

Figure 6 Washington State Population Ages 65 and Above

Source: State of Washington Office of Financial Management Forecasting Division November 2012 State Population Forecast
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Source: U.S. Centers for Disease Control and Prevention.

Figure 7 Annual Rate of Physician Office Visits by Age Group, 1998 versus 2008
Source: US centers for Disease Control and Prevention

Older adults use a higher percentage of health care services than younger, healthy adults, as they fre-
quently have multiple chronic conditions that require testing, monitoring and treatment to maintain the
best health possible. In 2005, 133 million American, almost 1 out of every 2 adults, had at least one
chronic iliness. One in five have multiple chronic conditions.® The Centers for Disease Control and Pre-
vention note that chronic diseases are the leading cause of disability and death in the United States. The
Urban Land Institute states that “those over 65 years of age have three times as many office visits per
year as people under 45.”" Virginia Mason’s plans for the near future anticipate a significant increase

in demand for specialty services, coupled with team-based, integrated care management to provide the
best value for these older patients.

Decentralization and Regional Presence

Virginia Mason is reaching out to these growing, aging populations by expanding its primary care and
specialty care services to its regional ring of clinic locations in Bellevue, Federal Way, Issaquah, Kirkland,
Lynnwood, Northeast Seattle/Sand Point, and Winslow/Bainbridge Island. This regional growth needs to
occur in conjunction with growth of Acute Care services at the First Hill campus, and with an expanded
portfolio of skilled nursing and home health care.

Virginia Mason’s new alliance with Evergreen Health will leverage Evergreen’s capacity in Home Health
care to augment Virginia Mason’s hospital services.

For parents who need to get to work but who have a mildly ill child who must be kept out of school or day
care, Virginia Mason offers Tender Loving Care (TLC). TLC provides child care for children ranging in age
from 1 year to 12 years old, offering parents the reassurance that their sick child will be well cared for
while they work. TLC is located on the First Hill campus close to employers in downtown Seattle.

This regionalization of services is described in more detail in Section D.12, page 87.

6 (Gen Intern Med. 2007, December; 22 (Suuppl 3): 391-395)
" The Outlook for Health Care, by Gary Shilling, 2011
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Increasing Complexity of Care

Virginia Mason will