
 APPLICATION

Divider I.     Application Summary:

__ ________ __    

__ ________ __    
__ ________ __

Divider II. Proposal Description:

__ ________ __   

__ ________ __    

__ ________ __

  Divider III.     Service Specific Criteria and Standards:

__ ________ __   

__ ________ __

__ ________ __  

Divider IV.   Financial Feasibility Review Criteria and Standards:

3✔

3✔

3✔

31✔

31

✔ 31

✔

33✔

33✔

✔ 33

33✔

33✔

33✔

36✔

36✔

36✔

36✔

Poplar Bluff Regional Medical Center

Robotic Surgery Replacement

#6171 HT

33

34

34

34

34

✔

✔

✔

✔

✔



EXPEDITED CERTIFICATE OF NEED APPLICATION 

POPLAR BLUFF REGIONAL MEDICAL CENTER – ROBOTIC SURGERY 
REPLACEMENT 

PROJECT # 6171 HT 

DESCRIPTION 

Request to Replace Robotic Surgery Equipment at Poplar Bluff Regional Medical Center  
located at 2620 N. Westwood Blvd., Poplar Bluff, MO 63901 
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DIVIDER I.  APPLICATION SUMMARY 
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DIVIDER I.  APPLICATION SUMMARY: 
 
Application Summary shall include the completed forms in the following order: 
 
1. Applicant Identification and Certification (Form MO 580-1861). 

ANSWER: Attached as Exhibit 1 is the Applicant Identification and Certification 
form. 

2. Representative Registration (Form MO 580-1869). 

 ANSWER: Attached as Exhibit 2 are Representative Registration forms. 

3. Proposed Project Budget (Form MO 580-1863) and detail sheet with documentation 
of costs. 

 ANSWER: Attached as Exhibit 3 are the Proposed Project Budget, the detail sheet, 
and documentation from Intuitive Surgical, Inc., which includes an estimate for project 
completion.   
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Certificate of Need Program

REPRESENTATIVE REGISTRATION 

(A registration form must be completed for each project presented.) 
Project Name Number 

(Please type or print legibly.)
Name of Representative Title 

Firm/Corporation/Association of Representative (may be different from below, e.g., law firm, consultant, other) Telephone Number

Address (Street/City/State/Zip Code)

Who’s interests are being represented? 
(If more than one, submit a separate Representative Registration Form for each.) 
Name of Individual/Agency/Corporation/Organization being Represented Telephone Number 

Address (Street/City/State/Zip Code)

Check one.  Do you: Relationship to Project: 
� Support � None

� Oppose � Employee

� Neutral � Legal Counsel

� Consultant

� Lobbyist

Other Information: � Other (explain):

I attest that to the best of my belief and knowledge the testimony and information presented by 
me is truthful, represents factual information, and is in compliance with §197.326.1 RSMo 
which says:  Any person who is paid either as part of his normal employment or as a lobbyist to 
support or oppose any project before the health facilities review committee shall register as a 
lobbyist pursuant to chapter 105 RSMo, and shall also register with the staff of the health 
facilities review committee for every project in which such person has an interest and indicate 
whether such person supports or opposes the named project.  The registration shall also include 
the names and addresses of any person, firm, corporation or association that the person 
registering represents in relation to the named project.  Any person violating the provisions of this 
subsection shall be subject to the penalties specified in §105.478, RSMo. 

Original Signature Date 

MO 580-1869 (11/01) 

Poplar Bluff Regional Medical Center - Robotic Surgery Replacement #6171 HT

Emily Solum Partner

Husch Blackwell LLP (573) 761-1120

630 Bolivar Street, Suite 300, Jefferson City, MO 65101

Poplar Bluff Regional Medical Center, LLC (615) 465-7000

4000 Meridian Blvd, Franklin, TN 37067

12/10/2024

✔

✔

Exhibit 2
Page 1 of 2
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Certificate of Need Program

PROPOSED PROJECT BUDGET 

 DollarsDescription
COSTS:* (Fill in every line, even if the amount is “$0”.) 

1.  New Construction Costs ***

2.  Renovation Costs ***

 3. Subtotal Construction Costs (#1 plus #2)

 4. Architectural/Engineering Fees

 5. Other Equipment (not in construction contract)

 6. Major Medical Equipment   

 7. Land Acquisition Costs ***

 8. Consultants’ Fees/Legal Fees ***

 9. Interest During Construction (net of interest earned) ***

 10. Other Costs ***

 11. Subtotal Non-Construction Costs (sum of #4 through #10    

12. Total Project Development Costs (#3 plus #11)          ** 

FINANCING:
 13. Unrestricted Funds     

 14. Bonds

 15. Loans

 16. Other Methods (specify)

17. Total Project Financing (sum of #13 through #16)              **

* Attach additional page(s) detailing how each line item was determined, including all methods and
assumptions used.  Provide documentation of all major costs.

** These amounts should be the same. 

*** Capitalizable items to be recognized as capital expenditures after project completion. 

**** Include as Other Costs the following:  other costs of financing; the value of existing lands, buildings and 
equipment not previously used for health care services, such as a renovated house converted to residential 
care, determined by original cost, fair market value, or appraised value; or the fair market value of any 
leased equipment or building, or the cost of beds to be purchased. 

***** Divide new construction costs by total new construction square footage. 

****** Divide renovation costs by total renovation square footage. 

 18. New Construction Total Square Footage

 19. New Construction Costs Per Square Foot  *****

 20. Renovated Space Total Square Footage

 21. Renovated Space Costs Per Square Foot  ******

MO 580 1863 (02/13)

$0
$0
$0

$0
$0

$1,781,000
$0
$0
$0
$0

$1,781,000

$1,781,000

$1,781,000
$0
$0
$0

$1,781,000

0
$0

0

$0

Exhibit 3
Page 1 of 22
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HB: 4930-9798-4002.1 

Budget Detail Sheet 
Attachment to MO 580-1863 

 
3. This project requires no new construction or renovations. 

6. Major medical equipment costs were determined using the lease agreement 
between the Applicant and Intuitive Surgical, Inc., a medical technology 
company. 

 

 

 
 

Exhibit 3
Page 2 of 22

9











































DIVIDER II.  PROPOSAL DESCRIPTION 
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DIVIDER II.  PROPOSAL DESCRIPTION 
 
Proposal description shall include documents which: 
 
1. Provide a complete detailed project description, CON project number of the existing 

equipment (if prev. CON approved), and include the type/brand of both the existing 
equipment and the replacement equipment. 

 
ANSWER:  This project is to replace robotic surgery equipment at Poplar Bluff 
Regional Medical Center located at 2620 N. Westwood Blvd., Poplar Bluff, MO 63901. 
Poplar Bluff Regional Medical Center replaced its old da Vinci X robotic surgery 
equipment with a new da Vinci Xi Single Console System. The new robotic surgery 
equipment is located in the same location and did not require any renovations. 

 
2. Provide a listing with itemized costs of the medical equipment to be acquired and 

bid quotes. 
 

ANSWER:   The Applicant replaced its robotic surgery equipment. The following 
quote was received from Intuitive Surgical, Inc.: 
  
da Vinci Xi Single Console System $1,700,000.00 
E-100 Generator   $20,000.00 
da Vinci Xi Table Motion Upgrade $50,000.00 
System Freight   $11,000.00 

 
3. Provide a timeline of events for the project, from CON issuance through project 

completion. 
 

ANSWER:   The new machine was delivered and installed in October 2024. Due to a 
misunderstanding, a certificate of need was unable to be obtained in advance of the 
delivery and installation.  
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DIVIDER III.  SERVICE SPECIFIC CRITERIA AND STANDARDS 
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Divider III:  SERVICE SPECIFIC CRITERIA AND STANDARDS: 
 
1. Describe the financial rationale for the proposed replacement equipment. 
 

ANSWER:   The previous robotic surgery equipment had limited capabilities for 
certain procedures, such as colon procedures. The new robotic surgery equipment will 
increase the number of patients the Applicant can care for at the facility. 

 
2. Document if the existing equipment has exceeded its useful life. 

ANSWER:  The prior robotic surgery equipment had not exceeded its useful life but 
was replaced due to limited capabilities. 
 

3. Describe the effect the replacement unit would have on quality of care. 
 

ANSWER:   Poplar Bluff Regional Medical Center’s prior robotic surgery equipment 
could not complete certain procedures, particularly complex colon procedures. These 
limitations affected the care patients were able to receive at Poplar Bluff Regional 
Medical Center, and patients instead had to travel to receive care for more complex 
procedures. The new robotic surgery equipment is able to complete complex colon 
procedures, which allows patients to receive care locally and eliminate the need to 
commute to other facilities in an extremely rural area with limited alternatives. 

 
4. Document if the existing equipment is in constant need of repair. 
 

ANSWER:  The prior robotic surgery equipment was not in constant need of repair, 
but it could not provide the level of care required by the Applicant’s patients due to its 
limited capabilities. 

 
5. Document if the lease on the current unit has expired. 
 

ANSWER:  The prior robotic surgery equipment had a 64-month lease set to end in 
March 2025. 
 

6. Describe the technological advances provided by the new unit. 

ANSWER: The new robotic surgery equipment is an upgrade from the X platform to 
the Xi da Vinci platform, which has advanced features and is suitable for complex 
surgical procedures, including complex colon procedures.  

 
7. Describe how patient satisfaction would be improved. 

ANSWER: Patients will be able to receive care locally for complex procedures rather 
than undergoing an extended commute for more complex surgeries. This will eliminate 
the expenses associated with a longer commute and allow patients to receive less 
invasive care locally. 
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8. Describe how patient outcomes would be improved. 

ANSWER: The new robotic surgery equipment includes significant advancements 
with minimally invasive surgery, limiting the recovery time and risk to the patient. The 
new robotic surgery equipment also enables surgeons to perform a broader range of 
procedures with precision and confidence unattainable without the equipment. 

 
9. Describe what impact the new unit would have on utilization. 

ANSWER:  The utilization is expected to increase as the Applicant’s senior general 
surgeon transitions his minimally invasive practice from laparoscopic to robotic, and the 
Applicant is able to provide care to patients who would otherwise need to seek care at 
an alternative facility suited to complete more complex procedures. 

 
10. Describe any new capabilities that the new unit would provide. 

ANSWER: The new robotic surgery equipment provides many advances in surgical 
technology compared to the prior robotic surgery equipment. These advances include an 
extended reach due to the longer robotic arms on the equipment, which allows surgeons 
access to more areas within the patient’s body. The extended reach increases the scope 
of procedures that can be completed with the new robotic surgery equipment compared 
to the old equipment. The new robotic surgery equipment also has instruments that have 
undergone refinement and offer greater dexterity and precision. The new robotic surgery 
equipment also includes improved setup and repositioning processes, which will reduce 
surgery time for the patient. 

 
11. By what percent will this replacement increase patient charges? 

ANSWER: The Applicant does not anticipate an increase in patient charges with this 
project. 
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DIVIDER IV.  FINANCIAL FEASIBILITY REVIEW CRITERIA & STANDARDS 

35



 
 

   
 

DIVIDER IV.  FINANCIAL FEASIBILITY REVIEW CRITERIA & STANDARDS: 
 

 
1. Document that sufficient financing is available by providing a letter from a financial 

institution or an auditor’s statement indicating that sufficient funds are available. 
 

ANSWER: Exhibit 4 is a letter from the Director of Global Treasury Services at Bank 
of America, Jimmy Waggoner, indicating that Applicant has sufficient funds for this 
project. 
 

2. Provide Service-Specific Revenues and Expenses (Form MO 580-1865) projected  
through three (3) full years beyond project completion. 

 
ANSWER: Attached as Exhibit 5 is the Service-Specific Revenues and Expenses 
form. 

 
3. Document how patient charges were derived. 
 

ANSWER:  The Applicant uses Medicare reimbursement as the key factor in 
developing charges so that the Applicant is consistent across the spectrum of payor 
contracts in the community. 

 
4. Document responsiveness to the needs of the medically indigent. 
 

ANSWER: The Applicant provides a Financial Assistance Program for patients 
without the means to pay for their care.  For patients unable to meet the federal poverty 
threshold, the Applicant collaborates with the patient to establish a payment schedule if 
the patient chooses to establish a payment schedule. The policies are reviewed annually 
to adjust to Federal Poverty guidelines. 
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MO 580-1865 (08/06)

SERVICE-SPECIFIC REVENUES AND EXPENSES
Certificate of Need Program

      _______        _______     _______ 
Use an individual form for each affected service with a 
sufficient number of copies of this form to cover entire period, 
and fill in the years in the appropriate blanks.

Year

Amount of Utilization:*

Revenue:
Average Charge**

Gross Revenue

Revenue Deductions

Operating Revenue

Other Revenue

TOTAL REVENUE

Expenses:
Direct Expense

Salaries

Fees

Supplies

Other

TOTAL DIRECT

Indirect Expense
Depreciation
Interest***

Overhead****

NET INCOME (LOSS):

Poplar Bluff Regional Medial Center 6171HT

2021 2022 2023

170 107 139

$91,250 $91,250 $91,250

$15,512,500 $9,763,750 $12,683,750
13,185,625 8,299,187 10,654,350

2,326,875 1,464,563 2,029,400
0 0 0

$2,326,875 $1,464,563 $2,029,400

68,172 53,566 80,756
0 0 0

80,289 45,340 62,667
28,776 34,084 103,138

$177,237 $132,990 $246,561

141,000 141,000 141,000
0 0 0

364,644 364,644 364,644
1,265,246 611,300 760,862

$1,770,890 $1,116,944 $1,266,506

$1,513,067$1,948,127 $1,249,934

$378,748 $214,629 $516,333

Exhibit 5
Page 1 of 2
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MO 580-1865 (08/06)

SERVICE-SPECIFIC REVENUES AND EXPENSES
Certificate of Need Program

      _______        _______     _______ 
Use an individual form for each affected service with a 
sufficient number of copies of this form to cover entire period, 
and fill in the years in the appropriate blanks.

Year

Amount of Utilization:*

Revenue:
Average Charge**

Gross Revenue

Revenue Deductions

Operating Revenue

Other Revenue

TOTAL REVENUE

Expenses:
Direct Expense

Salaries

Fees

Supplies

Other

TOTAL DIRECT

Indirect Expense
Depreciation
Interest***

Overhead****

NET INCOME (LOSS):

Poplar Bluff Regional Medical Center 6171HT

2025 2026 2027

240 276 304

$91,250 $91,250 $91,250

$21,900,000 $25,185,000 $27,740,000
19,612,000 22,403,800 24,544,180

2,288,000 2,781,200 3,195,820
0 0 0

$2,288,000 $2,781,200 $3,195,820

155,000 175,000 180,000
0 0 0

90,251 45,340 80,289
103,138 34,084 28,776

$348,389 $254,424 $289,065

141,000 141,000 141,000
0 0 0

364,644 364,644 364,644
1,260,862 1,611,300 1,965,246

$1,766,506 $2,116,944 $2,470,890

$2,759,955$2,114,895 $2,371,368

$173,105 $409,832 $435,865

Exhibit 5
Page 2 of 2
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