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Cristine A. Vogel, Commissioner
Office of Health Care Access
410 Capitol Avenue

MS# 13HCA

P.O. Box 340308

Hartford, CT 06134-0308

July 8, 2008
RE:  Letter of Intent

The Waterbury Hospital and Saint Mary’s Hospital
Corporation, d/b/a/ Heart Center of Greater Waterbury
and University of Connecticut Health Center/John
Dempsey Hospital

Dear Commissioner Vogel:

Enclosed please find an original and three (3) copies of our Letter of Intent Form 2030
for your consideration. The Applicants seek to continue to serve the greater Waterbury
community with advanced cardiac services through the CON process. Your attention to
this is greatly appreciated.

Should you require additional information or have any questions concerning this matter
please contact:

Loraine C. Shea, Executive Director
Heart Center of Greater Waterbury
PO Box 2153

Waterbury, CT 06722

(P) 203-575-5571

(F) 203-575-5575

WATERBURY  Sai Cf\ﬁn : Honp
HOSPITAL aint viary's Contor



Sincerely,

Saint Mary's Hospital The Wagerbury

William Casey, Steven Schneider, MD
President and CEO Vice President of Medical Affairs

John Dempsey Hospital
o

Ellen M. Leone, RN MSN
Associate VP of Operations and Director of Nursing
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All Applicants involved with the proposal must be listed for identification purposes. A proposal’s Letter

of Intent (LOI) form must be submitted prior to a Certificate of Need application submission to OHCA by

the Applicant(s), pursuant to Sections 19a-638 and 19a-639 of the Connecticut General Statutes and
Section 19a-643-79 of OHCA's Regulations. Please complete and submit Form 2030 to the
Commissioner of the Office of Health Care Access, 410 Capitol Avenue, MS# 13HCA, P.O. Box
340308, Hartford, Connecticut 06134-0308.

SECTION 1.

APPLICANT INFORMATION

If this proposal has more than two Applicants, please attach a separate sheet, supplying the same
information for each additional Applicant in the format presented in the following table.

Inc. (SMH)

oo Applicant One Applicant Two
[ Full legal name - The Waterbury Hospital Saint Mary's Hospital,
: | (WH)

Dom 5 éuémess ‘A‘s e

Heart Center of Greater

Waterbury (HCGW)

Heart”f}entér”&Greétér |
1 Waterbury (HCGW) '

Name of Parent Corporation

[ Greater Waterbury Health _
/| Network

| Saint M-a'ry’s Health
| System, Inc.

| Certified Mai!

[Applicant's Mailing Address, if Post Office (PO)

Box, include a street mailing address for

64 Robbins St
Waterbury, CT 06721

56 Franklin St.
Waterbury, CT 06706

Status?

{Zip Code Required)
Identify Applicant Status: NP NP
P for Profit or :
... NPforNonprofit e |
Does the Applicant have Tax Exempt Yes Yes

Contact F’e%sdn, including Title/Position:

Lora"\.i.ﬁlé Shea, Executive

"Toraine Shea, Executive |,

Box, include a street mailing address for
Certified Mall  {Zip Code Required)

Waterbury, CT 06722 OR

| 1075 Chase Pkwy

Waterbury, CT 06708

This Individual will be the Applicant Designee to || Director | Director
_receive all correspondence in this matter. ] HCGW i HCGW
Contact Person's Mailing Address, if PO PO Box 2153 | PO Box 2153

Waterbury, CT 06722
OR
1075 Chase Pkwy

| Waterbury, CT 06708

....a.oh{act Pérson Telephone Number

(303) 575-5571

| (203) 575-5571

R R e G e S TERFE STt L LI PO P H 4 S8

. [Contact Person Fax Number
‘1 Contact Person Emait address

(203) 575-5575

| Ishea@hcogw.org

T(203) 575-5576
lshea@hcogw.org




.' ‘; J'oﬁh Dempsey H"ospit'él‘ |
| (JDH)

Doing Busine“sg As “ 7

Name of Parent Corpofation

oie T
| University of Connecticut
| Health Center '

T Applicants Mailing Address, if Post Office (PO)
4 Box, include a street malling address for
E Certified Mail  (Zip Code Required)

Farmington, CT 06030

263 Farméﬁétdﬁ o UL AR

Identify Applicant Status:
g P for Profit or
4 NP for Nonprofit

NP

Does the Applicant have Tax Exempt
Status?

: Yes

Contaot Pers"oh, induding Title/?osftion:
This Individual will be the Applicant Designee to |

receive all correspondence in this matter, | HCGW

| Loraine Shea, Executive

Director

Contact Person’'s Mailing Address, if PO
Box, include a street mailing address for
Cerfified Mail  {Zip Code Required)

1 PO Box 2153 ;
| Waterbury, CT 06722 OR ¢
| 1075 Chase Pkwy '
| Waterbury, CT 06708

Cdnféct?érson Tefepﬁone Number

~[208) 5756571

Coﬁtaci Person Fak Numbef

[(203) 576-6575

Contact Person e-mail Address

!shea@hédgw.org .




SECTION ll. GENERAL APPLICATION INFORMATION
a. Project Title:
Response: Advanced Cardiac Services Program
b. Project Proposal:
Response: Provision of Elective and Primary Angioplasty and Open Heart Surgery
c. Type of Project/Proposal, please check all that apply:

Inpatient Service(s):

[ Medical/Surgical Cardiac [] Pediatric ] Maternity
[] Trauma Center [_] Transplantation Programs

[} Rehabilitation (specify type)

[} Behavioral Health {Psychiatric and/or Substance Abuse Services)
[] Other Inpatient (specify)

Outpatient Service(s):

] Ambulatory Surgery Center 1 Primary Care [] Oncology
["1 New Hospital Satellite Facility [ Emergency {71 Urgent Care
[} Rehabilitation (specify type) [ Central Services Facility

] Behavioral Health (Psychiatric and/or Substance Abuse Services)
[ ] Other Outpatient (specify)

Imaging:
] MRI ] CT Scanner [] PET Scanner
[] CT Simutator [] PET/CT Scanner [ ] Linear Accelerator

[} Cineangiography Equipment L] New Technology:

Non-Clinical:

[ Facility Development [] Non-Medical Equipment [ | Renovations
[] Change in Ownership or Control [ ] Land and/or Building Acquisitions

] Organizational Structure (Mergers, Acquisitions, & Affiliations)

[} Other Non-Clinical:

d. Does the proposal include a Change in Facility (F), Service (S)/Function (Fnc) pursuant to Section
19a-638, C.G.S.7

X Yes [T No

If you checked “Yes” above, please check the appropriate box below:



[ ] New (F, S, Fne) L] Additional (F, S, Fnc) Replacement
[ Expansion (F, 8, Fnc)  [] Relocation [] Termination of Service
[J Reduction [[] Change in Ownership/Control
e. Wil the Capital Expenditure/Cost of the proposal exceed $3,000,000, pursuant to Section 19a-639,

C.G.8.7
] Yes No

If you checked “Yes" above, please check the boxes below, as appropriate:
"] New equipment acquisition and operation

[] Replacement equipment with disposal of existing equipment

] Major medical equipment

[] Change in ownership or control

f. Location of proposal, identifying Street Address, Town and Zip Code:
Response: 64 Robbins Street Waterbury, CT 06721 and 56 Franklin Street Waterbury, CT 06708

g. List each town this project is intended to serve:

Response: The Primary service area of Saint Mary’s Hospital and Waterbury Hospital has
traditionally included Beacon Falls, Bethiehem, Cheshire, Middlebury, Naugatuck, Prospect,
Southbury, Thomaston, Waterbury, Watertown, Wolcott, and Woodbury.

h. Estimated starting date for the project:

Response: Immediately so as to have no interruption in services currently being provided to
ensure patient access and safety.

i. If the proposa! mciudes change in the number of beds prowde the foiiowmg mformatlon

Exlstzng E)ﬂstmg Proposed Increase Proposed Totai
.| Type i Staffed Licensed ‘or (Decrease) Licensed

Response: Not Applicable



SECTION Ill. ESTIMATED CAPITAL EXPENDITURE/COST INFORMATION

a. Estimated Total Project Expenditure/Cost:

Response: All necessary renovations and major medical equipment purchases occurred under
previously authorized CON. (Docket # 03-30167-CON) No additional costs are associated with this
project.

b. Please prowde the followmg fentative capttal expendlture/costs reiated to the proposai

1 Major Medlcai Equrpment Purchases*
‘;,Li Medical Equipment Purchases™ .
[ Non-Medical Equipment Purcheses® " [
.| Land/Building Purchases

T

|

l

|

[ Construction/Renovation {
[ Gther (Non-Construction) Specify._ e e

[ Total Capital Expenditure |

|

l

!

E

}

|

l Major Medical Equipment — Fair Market Value of Leases Medlcat

[ Equipment - Fair Market Value of Leases

| Non-Medical Equipment — Fair Market Value of Leases™

[ Fair Market Value of Space - Capital Leases Only

-| Total Capital Cost

-| Total Project Cost

[ Capitalized Financing Costs (Informat:onai Purpose Only) S }

* Provide an itemized list of all medical and non-medical equipment to be purchased and
leased.
Response: Not Applicable

c. If the proposal has a total capital expenditure/cost exceeding $20,000,000 or if the proposal is for
major medical equipment exceeding $3,000,000, you may request a Waiver of Public Hearing
pursuant to Section 19a-643-45 of OHCA's Regulataons’? Please check your preference.

[] Yes 4 No
Response: Not Applicable

1. If you checked “Yes' above: please check the appropriate box below indicating the basis
of the projects eligibility for a waiver of hearing
1 Energy Conservation [ ] Heaith, Fire, Building and Life Safety Code
] Non Substantive

2. Provide supporting documentation from elected town officials (i.e. lefter from Mayor's
Office)
Response: See Appendix |

d. Major Medical and/or Imaging Equipment Acquisition:



l Equipment Type l Name 1 Model | Number of Units l Cost per unit il

Note: Provide a copy of the vendor contract or quotation for each major medicaliimaging equipment.
Response: Not Applicabie

e. Type of financing or funding source (more than one can be checked):

] Applicant's Equity ] Capital Lease "] Conventional Loan
[7] Charitable Contributions [] Operating Lease [ ] CHEFA Financing
[J Funded Depreciation [ ] Grant Funding

L1 Other (specify)
Response: Not Applicable

SECTION IV. PROJECT DESCRIPTION
In paragraph format, please provide a description of the proposed project, highlighting each of its
important aspects, on at least one, but not more than two separate 8.5” X 11" sheets of paper. Ata
minimum each of the following items need to be addressed, if applicable.
Response: SEE PAGE 7
1. List the types of services are currently being provided. If applicable, provide a copy of each
Department of Public Health (DPH}) license held by the Applicant.

2. List the types of services being proposed and what DPH licensure categories will be sought, if
applicable.

3. ldentify the current population served and the target population to be served.

4. Identify any unmet need and describe how this project will fulfill that need.

5. Are there any similar existing service providers in the proposed geographic area?

6. Describe the anticipated effect of this proposal on the health care delivery system in the State of
Connecticut.

7. Who will be responsible for providing the service?

8. Who are the current payers of this service and identify any anticipated payer changes when the
proposed project becomes operational?



Section IV. PROGRAM DESCRIPTION

1. List the types of services that are currently being provided. If applicable, provide a copy of each
Department of Public Healih (DPH) license heid by the Applicant.

Response: The Heart Center of Greater Waterbury (HCGW) has a longstanding history of providing
cardiac services to patients of the greater Waterbury area. Since July 18, 2005, the HCGW in conjunction
with John Dempsey Hospital has substantially improved the quality of medicine and in particular, cardiac
care by successfully providing advanced cardiac services including open heart surgery and angioplasty
services (Program) as a compliment to other vital cardiac services such as pacemaker clinics, cardiac
rehabilitation, inpatient critical care and emergency room care. The greater Waterbury area relies on the
HCGW, Saint Mary's Hospital and Waterbury Hospital {o continue to provide these lifesaving services close
to home. As will be demonstrated in the formal Certificate of Need application, over 2,400 residents have
experienced and come to rely upon a higher level of quality and comprehensive cardiac care. (See
Appendix 1l for copies of acute care hospital licenses)

2. List the types of services being proposed and what DPH licensure categories will be sought, if
applicable.

Response: The applicants are proposing to replace the existing services previously approved as a
demonstration project with an advanced cardiac services program under the direction of a new CON. These
services are currently provided under the hospitals’ current acute care hospital licenses.

3. Identify the current population served and the target population to be served.

Response: The Program currently serves and seeks fo continue to serve the adult population in the greater
Waterbury area. The Program’s primary service area consists of twelve surrounding towns and is noted on
page 4. Coronary artery disease is the number one cause of death in the nation and in Connecticut. The
growth in total population in the primary service area from 2000 to 2008 was 5.0%. ltis expected to grow by
an additional 3.0% to 281,800 by 2011. The population over 45 years of age in 2006 was 40.5% of the total
population. This is expected to increase through 2011 to 43.6% of the total population. (Claritas Inc.) The
female portion of the population over 45 years of age in 2006 was 54.4% of the total. The female portion of
the population over 45 years of age is expected to remain at this level through 2011. This is critical in the
consideration of future cardiac care needs because it has been shown that coronary artery disease in the
female population has been under diagnosed in the past and women have a longer life expectancy than
men. Current data for the Program demonstrate the majority of patients treated for open heart surgery since
July, 2005 have been over the age of 65 years and have several cardiac risk factors such as diabetes,
hypertension and hyperlipidemia. As recognized in the public hearing transcripts in Docket # 03-30167-
CON, patients and their families found it very difficult to travel away from their greater Waterbury
communities for advanced, lifesaving services prior to July 18, 2005. Having such advanced cardiac
services offered locally through the HCGW has not only eliminated these difficulties, but greatly improved
their quality of care and their quality of life.

4. Identify any unmet need and describe how this project will fuifili that need.

Response: Since July 18, 2005, the demonstration project has met the cardiac needs of the greater
Waterbury area. Over the initial three years, the Program’s market share for angioplasty procedures has
grown to 78%. For Coronary Artery Bypass Graph (CABG) Surgery and Cardiac Valve Surgery
respectively market share has grown to 76% and 57% respectively. On an average, at least 100 ST-
Elevation Myocardial Infarction (STEMI) patients received acute angioplasty each year. The program is
demonstrating that it is able to revascularize these patients in an average of 66 minutes. In addition, 88% of
the STEMI patients are being revascularized in less than 90 minutes, far exceeding the national benchmark
of 75%. The program has consistently demonstrated excellent outcomes and exceptional service for its
patients and families. This replacement Program under the direction of a new CON will continue to meet the
immediate needs of the cardiac patients in a quality and cost efficient manner

7



5. Are there any similar existing service providers in the proposed geographic area?

Response: The Heart Center of Greater Waterbury is currently the sole provider of advanced cardiac
services in the greater Waterbury area. The addition of these services in 2005 has allowed over 2,400
community members and their families the ability to be cared for locally in their community hospital and by
local physicians with excellent quality outcomes, in an environment with which they are comfortabie and by
providers in whom they have tremendous confidence.

6. Describe the anticipated effect of this proposal on the health care delivery system in the State of
Connecticut.

Response: This replacement Program under the direction of a new CON will continue to have significant
impact on the health care delivery system and the residents in the greater Waterbury area and thus the
State of Connecticut. It will continue to provide the benefit of accessibility to advanced cardiac services {0
which the greater Waterbury area has become accustomed and to which it has responded with
considerable confidence. It will continue to provide necessary lifesaving and life changing services to
greater Waterbury residents at a time when they need it most. This Program should not have a negative
impact on the advanced cardiac programs throughout the state as current Program data shows that 90% of
its patients originate from the 12 surrounding towns in the primary service area.

In addition, community outreach and education, a significant benefit of this Program, will continue to extend
to the general public the knowledge necessary to modify risk factors and therefore to prevent heart disease.
The function of community outreach and education is highly regarded and often requested by the
surrounding communities. Through this service, free blood pressure, glucose and cholesterol screenings
have been provided as well as educational series on signs and symptoms of heart disease and diabetes.
Several hundred sessions for community groups, church groups, schools and businesses have been
provided over the Program’s three year existence servicing thousands of local community members.

7. Who will be responsible for providing the service?

Response: The greater Waterbury area is currently served by 18 local cardiologists. Interventional
cardiologists include Stephen Widman, MD, Ehsan Ansari, MD, Raghuraman Vidhun, MD, Kevin Kett, MD
and Suphichaya Muangman, MD. Connecticut Cardiothoracic Surgical Associates, a group of four
cardiothoracic surgeons who also practice at Hartford Hospital and John Dempsey Hospital will continue to
provide open heart surgery services. They include Paul Preissler, MD, Jonathan Hammond, MD, David
Underhill, MD and Daniel Fusco, MD. Cardiac anesthesia is provided by Milford Anesthesia Associates
which services the Program with four physicians including Paul Langevin, MD, David Heimbinder, MD,
Ronald Burt, MD and Ricardo Cardenas, MD. Perfusion services are provided by John Dempsey Hospital.
Saint Mary’s Hospital and Waterbury Hospital currently employ all operating room nurses and technicians,
catheterization lab nurses and technicians, cardiovascular unit nurses and ancillary staff. All staffing is
currently in place.

8. Who are the current payers of this service and identify any anticipated payer changes when the
proposed project becomes operational?

Response: The current payers for this service include commercial insurance companies as well as
Medicare and Medicaid. There is no anticipated change in payer mix with the initiation of this replacement
Program. All patients receive care regardless of their ability to pay.



AFFIDAVIT

To be completed by each Applicant

Applicant; __Saint Mary’'s Hospital

Project Title: Joint Cardiac Services Program

I, William Casey. Interim President and CEO , of Saint Mary's Hospital being duly
(Name) (Position — CEO or CFQ)

sworn depose and state that the information provided in this CON Letter of Intent (Form 2030)

is true and accurate to the best of my knowledge, and that Saint Mary's Hospital complies with the
{Facility Name)

appropriate and applicable criteria as set forth in the Sections 19a-630, 19a-637, 192-638,

19a-639, 19a-486 and/or 4-181 of the Connecticut General Statutes.

Yo 7/3%

Signature /Dgtte

Subscribed and sworn to before me on__ i/ [ﬁ 5 A00 &

Notary Public/Gemmissioner of Superior Cout |
VICTORIA CIPRIANG

NOTARY PUBLIC
My commission expires: Y COMMISSION EXPIRES FEB. 26,2012




AFFIDAVIT

I, Steven Schneider, MD, Vice President of Medical Affairs
(Name) {Position — CEO or CFQ)

of The Waterbury Hospital being duly sworn, depose and state that the

information provided in this CON Letter of Intent (Form 2030) is true and accurate to

the best of my knowledge, and that The Waterbury Hospital complies with the appropriate and
(Facility Name)

applicable criteria as set forth in the Sections 19a-630, 19a-637, 19a-638, 12a-639, 192-486

andfor 4-181 of the Connecticut General Statutes.

» 2/ 20

Signa‘cu‘r‘é Date

Subscribed and sworn to before me on % B i 1.00 3

\ﬁ/\/\-gi::«-\, CMMW\,; f/ st C onrmors

Notary Public/Comkgissidner of Superior Court

10



AFFIDAVIT

I Ellen M. Leone, RN, MSN, Associate VP of Operations and Director of Nursing Au« 746/ rituenrew,
(Name) (Position ~ CEO or CFQ) Hydtrrat dedecrod

of John Dempsey Hospital being duly sworn, depose and state that the information provided in this

CON Letter of Intent (Form 2030) is true and accurate to the best of my knowledge, and that John
(Facility Name)

Dempsey Hospital complies with the appropriate and applicable criteria as set forth in the Sections 19a-

19a- 630, 192-6837, 19a-638, 19a-639, 19a-486 and/or 4-181 of the Connecticut General Statutes.

Llpst), Ao o dod iled 1-1-47

Signature Date

Subscribed and sworn to before me on Ou_zzq 7 20 oy

Jd 7
Dl//%%/gé;’,w

Notary Public/Commissioner of Superior Court MARILYN H. GLENN

NOTARY PUBLIC
MY COMMISSION EXPIRES OCT. 31, 2008

My commission expires:

11
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Letters of Support

¥



HOUSE OF REPRESENTATIVES

STATE CAPITOL
HARTFORD, CONNECTICUT 06106-1591

REPRESENTATIVE ARTHUR J. O'NEILL

SIXTY-NINTH ASSEMBLY DISTRICT RANKING MEMBER
JUDICIARY COMMITTEE
L EGISLATIVE OFFICE BUILDING
ROOM 4200 MEMBER
HARTFORD, CT 06108-1591 APPROPRIATIONS COMMITTEE
HOME: {203) 264-3051 July 2008 BANKS COMMITTEE
CAPITOL: {860) 240-8700 uly REGULATIONS REVIEW COMMITTEE

TOLL FREE: 1-800-842-1423
E-MAIL: Arthur,ONeill@housegop.ct.gov

Commissioner Cristine A. Vogel
Office of Health Care Access
410 Capitol Ave -

P.O. Box 340308

Hartford, CT 06134

Dear Commissioner Vogel:

I am writing in strong support of the Heart Center of Greater Waterbury which is seeking

a new Certificate of Need (CON) Order. This new CON is necessary because despite the

overwhelming success of the Program, some of the target volume numbers have not met
_the specific criteria in the original CON.

Since July, 2005, the Heart Center of Greater Waterbury has successfully provided life
saving cardiac procedures such as angioplasty and open heart surgery to residents of
Waterbury and its surrounding communities. Many of the residents in my district depend
upon this Center for critical procedures. The Center’s unique approach to treating
patients starts with education followed by diagnosis, treatment and finally rehabilitation.
The physicians at the Center keep their patients informed during each step of the way and
make every effort to treat any patient like a friend—mnot just a sick person. The presence
of this facility in my area ensures that patients can receive quality care in a familiar
setting, close to their home.

Thank you for your attention to this matter and please feel free to contact me with any
questions.

Sincerely,

Arthur O’ Neill
State Representative

i3



Town of BEACON FALLS

U onnecticut

Naugatuck
River Vailey
T SUSAN A. CABLE
. First Selectman

July 2, 2008

Commissioner Christine A. Vogel
Office of Health Care Access
410 Capitol Avenue

P.O. Box 340308
Hartford, CT 06134

Commissioner Christine A. Vogel:

Since July 2005, the Heart Center of Greater Waterbury has successfully provided life
saving cardiac procedures such as open-heart surgery and angioplasty to residents of
Waterbury and its surrounding communities, with the Town of Beacon Falls being one of
those communities.

This program was approved by the Office of Health Care Access as a demonstration
project with an expiration date of July 2008.

Despite the overwhelming success of the Program, some of the target numbers have not
met the specific criteria in the Certificate of Need (CON) Order. Therefore, it is
necessary for the Program to seek a new CON to assure that the greater Waterbury
community continues to have access to these services locally. The Heart Center Board of
Directors is working to finalize the strategy for the CON application.

As the First Selectman of the Town of Beacon Falls, I am urging you to consider a new
Certificate of Need so that our residents have access to the services provided by the Heart
- Center of Greater Waterbury. - :

Thank you for your consideration

Sincerely,

Luwan G Calte B

Susan A. Cable
First Selectman,

Cgs... . Heart center of Greater Waterbury

iy
10 Maple Avenue * Beacon Falls, CT 06403-1198 « Telephone: (203) 729-4340 « Fax (203) 729-8452



State of @nnmzx:timt

HOUSE OF REPRESENTATIVES

STATE CAPITOL
HARTFORD, CONNECTICUT 06106-1581

REPRESENTATIVE VICKIE O. NARDELL.O

EIGHTY NINTH ASSEMBLY DISTRICT DEPUTY MAJORITY WHIP
LEGISLATIVE OFFICE BUILDING VICE CHAIRMAN
ROOM 4040 ENERGY AND TECHNOLOGY COMMITTEE

HARTFORD, CT 0B106-1581
HOMEFAX: (203) 758-4218
CAPITOL: (860) 240-8512 MEMBER
TOLLFREE: 1-800-842-1802 PUBLIC HEALTH COMMITIEE
E-MAIL; Vickie.Nardelfio@cga.ct.gov ~ INSURANCE AND REAL ESTATE COMMITTEE

Commissioner Cristine A. Vogel
Office of Health Care Access
410 Capitol Avenue

P.O. Box 340308

Hartford, CT 06134

Dear Commissioner Vogel:

I am writing in support of the Heart Center of Greater Waterbury’s request for a new
Certificate of Need (CON) Order. Since July of 2005 the Heart Center has successfully
provided life saving cardiac procedures such as angioplasty and open heart surgery to
residents of Waterbury and its surrounding communities. Despite the success of this
program, some of the target volume numbers have not met the specific criteria in the
CON order, it is my understanding they are working on a strategy for the new CON
application. Please consider their application favorably.

Sincerely,

4

1 - ! 4"" -~

“ 7

e T e
Vlckie Nardeilo
State Representative.



State of Tonnectirut
HOUSE REPUBLICAN OFFICE

STATE CAPITOL
HARTFORD, CONN. 06106

July 1, 2008

Cristine Vogel, Commissioner
Office of Health Care Access
410 Capitol Avenue

Hariford, CT 06106

Dear Commissioner Vogel,

We are writing this letter in enthusiastic support of the Heart Center of Greater
Waterbury’s Certificate of Need (CON) order.

The program has provided Greater Waterbury residents with access to emergency cardiac
care in a timely, efficient and competent manner which has saved lives. Both community
hospitals-have invested s1gmﬁcant capital expenditures for gquipment and structural =
renovations fo ensure staié'of the art facilities for heart ¢ care The Heait Centerfias
successﬁ;lly prov1ded life saving cardiac procedures and open v héart surgery to the
residents of Waterbury and the surrounding communities. We believe the services that
the Heart Center provides are vital to the health and well being of the residents in this
region.

We respectfully request that you will continue your support of this vital program, and the
opportunity it provides the Greater Waterbury population to access its lifesaving services
locally.

Sincerely, _
O Al m?&%
Anthony Ddu;i

elio Sean W1111ams
State Representative, 71% District

Da,vxd Labnola
State Representatlve 131 Dlstmct‘;

/. fgfa&ébxééénat.ii‘féi";’iﬂf)'?“fPistﬁ“
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State of Convecticut

HOUSE OF REPRESENTATIVES

STATE CAPITOL
HARTFORD, CONNECTICUT 06108-1591

REPRESENTATIVE SELIM G. NOUJAIM

SEVENTY FOURTH ASSEMBLY DISTRICT ASSISTANT MINORITY LEADER
U DRIVE MEMBER
Wjﬁql'dE[FDQIBNlT}-?rﬁ CT 08705 ' COMMERCE COMMITTEE
HOME: (203)581-9190 HIGHER EDUCATION AND EMPLOYMENT
COFFICE: 1(800) 842-1423 ADVANCEMENT COMMITTEE
E-MAIL; Sefim. Novjaim@housegop.et.gov TRANSPORTATION COMMITTEE

June 30, 2008

Honorable Cristine A. Vogel
Office of Health Care Access
410 Capitol Avenue

P O Box 340348

Hartford, CT 06134

Reference: Heart Center of Greater Waterbury
Dear Commissioner:

Over the past three years | have witnessed first hand the success that was generated by
the Heart Center subsequent to receiving a Certificate of Need from the State of
Connecticut. Patients of Greater Waterbury and their families were served without the
agony and expense of traveling out of town to receive medical attention.

Although the program failed to meet some of the criteria and conditions as stated in the
original CON, I am a firm believer that the heart center is an asset to our community and
that it fulfills a function that is desperately needed. Therefore, | am privileged to request
your support for a new CON to ensure that those services performed by the Heart Center
continue without interruption. Your consideration is very much appreciated.

Sincerely,

Sdaim 6 N@’*&‘W‘

Selim G. Noujaim




(i

State of Connecticut

HOUSE OF REPRESENTATIVES

STATE CAPITOL
HARTFORD, CONNECTICUT 06106-1591

REPRESENTATIVE KEVIN M. DELGOBBO
SEVENTIETH DISTRICT HOME: 203-720-7503

TOLL FREE: 1-800-842-1423

e EMAIL: Kevin DelGobbo@ega.cl
69 NORTH HOADLEY ST, evin.DelGobbo@oga.ctgov

NAUGATUCK, CONNECTICUT 06770

June 30, 2008

Commissioner Cristine Vogel
Office of Health Care Access
410 Capitol Avenue
Hartford, CT 06106

Dear Commissioner Vogel:

I vrite today in‘unequivocal support of the Heart Center of Greater Waterbury’s Certificate of
Need (CON) order.

Simply put, the rationale for the CON, which I believe was undeniably demonstrated in 2005,
remains the same. The Heart Center and the services it provides are absolutely vital to the health,
safety and welfare of the residents of this region, Not only is the Center an essential lifeline to
critical cardiac procedures in the Greater Waterbury area, but in my opinion, vital to the viability
of its broader healthcare delivery system.

| am sure your office recognizes the great success of the program, the significant capital
expenditures both community hospitals invested to ensure state of the art facilities to support it,
and that over 2,400 local community residents have already benefited from its interventional
procedures to date. 1hope you will continue your support of this outstanding program, and the
opportunity it provides the Greater Waterbury population to access its lifesaving services locally.

Please look to me if I can offer any further information, or assist in any way, as you review their
new application.

Sincerely, _

VQAA&.\J\‘:\‘)—*
Kevin DelGobbo
State Representative, 70™ District

I8
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STATE OF CONNECTICUT
Department of Public Health

LICENSE
License No. 0055

General Hospital
Int accordance with the provisions of the General Statutes of Connecticut Section 192-493:

Saint Mary's Hospital, Inc. of Waterbury, CT, d/b/a Saint Mary's Hospital, Inc. is hereby licensed to
migintain and operate a General Hospital.

Saint Mary's Hospital, Inc. is located at 56 Franklin Street, Waterbury, CT 06702

The maximum number of beds shall not exceed at any time:
32 Bassinets
347 General Hospital beds

This license expires December 31, 2008 and may be revoked for cause at any time.

Dated at Hartford, Connecticut, January 1, 2007,

Satellites
St. Mary's Dept..of Behavioral Heglth Care Services, 100 Jefferson Square, Waterbury, CT

& bt sGulosi mD Mt

J. Robert Galvin, M.D., M.P.H.,
Commissioner
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'STATE OF CONNECTICUT.
E)epartrﬁeht.of public Hedlth
LICENSE

License No. 0065

General Hospital

In accordance with the provisions of the General Statuses of Connecticat Section 192-403:

University of Comnecticut Health Center-Tohn Dempsey Hosplial of Fasmington, CT, &b/ Jolin
Dempsey Hospisal of the University of Connecticut Health Center is hereby Heensed to maintais and
operate o Cenersl Hospital,
Johu Dempscy Hospltal of tie University of Connectiont Health Center is focuted at
263 Farmington Avenue, Parmington, CT 06032
The coaximum namber of beds shatl not exceed at any time:

3 Bassinels

04 Genernd Hospilal beds

This liconse expires Decensber 31, 2008 amt may be revoked for cause al any lime,

[dated at Hartford, Connesticus, fasuary 1, 2007, RENEWAL.

Suteltites
10 Ptgute Noth, 10 Voot Nulch, Famington. ¥

j Lobond o Lusi M M AL,

I Robert Gadvin, ML M PH.,
Cominissioner

H
{
!
i
i
i
i

et oAb AT e e e g i A T N TS e Pyt
VORI JN g e s oo ) Sl umitambe e P e

T AT P A T 3w TV = b N s A




STATE OF CONNECTICUT
Department of Public Health

LICENSE
License No. 0060

General Hospital
In accordance with the provisions of the General Statutes of Connecticut Section 19a-493:

Waterbury Hospital of Waterbury, CT, d/b/a Waterbury Hospital is hereby licensed to maintain and
operate a General Hospital.

Waterbury Hospital is located at 64 Robbins Street, Waterbury, CT 06721

The maximum number of beds shall not exceed at any time:
357 General Hospital beds
36 Bassinets

This license expires September 30, 2009 and may be revoked for cause at any time.

Dated at Hartford, Connecticut, October 1, 2007. RENEWAL.

G bolbod Lo 10 Mk,

J. Robert Galvin, M.D., M.P.H.,
Commissioner
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Cristine A. Vogel, Commissioner gg =
Office of Health Care Access i o
410 Capitol Avenue vy o
MS# 13HCA

P.O. Box 340308
Hartford, CT 06134-0308

July 9, 2008
RE: Letter of Intent

The Waterbury Hospital and Saint Mary’s Hoespital
Corporation, d/b/a/ Heart Center of Greater Waterbury
and University of Connecticut Health Center/John

Dempsey Hospital

Dear Commissioner Vogel:

Enclosed please find an addtional three (3) copies of our Letter of Intent Form 2030
originally submitted on July 8, 2008. Should you require additional information or have
any questions concerning this matter please contact:

Loraine C. Shea, Executive Director
Heart Center of Greater Waterbury
PO Box 2153

Waterbury, CT 06722

(P) 203-575-5571

(F) 203-575-5575

. Sincerely, ~ p
TLRAA_Z/

Loraine C. Shea
Executive Directof, HCGW

WATERBURY  Saint Marv’ @ Healih
HOSPITAL alﬂosmﬂry S ngtter




STATE OF CONNECTICUT
OFFICE OF HEALTH CARE ACCESS

M. Joni RELL CRISTINE A. VOGEL
(GOVERNOR COMMISSIONER
July 18, 2008

Ms. Loraine Shea

Executive Director

Heart Center of Greater Waterbury
1075 Chase Pkwy.

Waterbury, CT 06708

Re:  Letter of Intent, Docket Number 08-31202
Waterbury Hospital and St. Mary’s Hospital (d/b/a Heart Center of Greater Waterbury)
and John Dempsey Hospital
Establish a Primary and Elective Angioplasty and Open Heart Surgery Program at
Waterbury Hospital and Saint Mary’s Hospital
Notice of Letter of Intent

) Dear Ms. Shea:

On July 8, 2008, the Office of Health Care Access (“OHCA”) received the Letter of Intent
(“LOTI”") Form of Waterbury Hospital and St. Mary’s Hospital (d/b/a Heart Center of Greater
Waterbury) and John Dempsey Hospital (“Applicants”) to Establish a Primary and Elective
Angioplasty and Open Heart Surgery Program at Waterbury Hospital and Saint Mary’s Hospital.

A notice to the public regarding OHCA’s receipt of a LOI was published in the Waterbury
Republican American pursuant to Section 19a-638 of the Connecticut General Statutes.
Enclosed for your information is a copy of the notice to the public.

Sincerely,

~NJ / ZQ w}ﬁ(‘r By
WVI{Z{ N eetone
Kimberly R. Martone

Certificate of Need Supervisor

KRM:AF:bko

An Affirmative Action / Equal Opportunity Employer
410 Capitol Avenue, MS #13HCA, P.O. Box 340308, Hartford, Connecticut 06134-0308
Telephone: (860) 418-7001 « Toll free (800) 797-9683
Fax: (860) 418-7053



STATE OF CONNECTICUT
OFFICE OF HEALTH CARE ACCESS

M. Jopi RELL CRISTINE A. VOGEL
(GOVERNOR COMMISSIONER
July 18, 2008 Requisition # HCA09-014

Fax: (203) 754-0644

Waterbury Republican American
389 Meadow Street

Box 2090

Waterbury, CT 06722-2090

Gentlemen/Ladies:

Please make an insertion of the attached copy, in a single column space, set solid under
legal notices, in the issue of your newspaper by no later than Tuesday, July 22, 2008

Please fax evidence that the legal notice was published by the date requested above to
(860) 418-7053. In addition, please send the original legal notice (full tear sheet is
required) with the invoice.

If there are any questions regarding this legal notice, please contact Alexis Fedorjaczenko
at (860) 418-7001.

KINDLY RENDER BILL IN DUPLICATE ATTACHED TO THE TEAR SHEET.

Sincerely,

iy R esdone >
Kimberly R. Martone
Certificate of Need Supervisor

Attachment

KRM:AF:bko

c: Sandy Salus, OHCA

An Affirmative Action / Equal Opportunity Employer
410 Capitol Avenue, MS #13HCA, P.O. Box 340308, Hartford, Connecticut 06134-0308
Telephone: {860) 418-7601 = Toll free (300) 797-9688
Fax: (860) 418-7053



Waterbury Republican American Letter of Intent
Docket Number 08-31202 _ July 18, 2008

PLEASE INSERT THE FOLLOWING:

Statute Reference: 19a-638

Applicants: Waterbury Hospital and St. Mary’s Hospital (d/b/a Heart
Center of Greater Waterbury) and John Dempsey Hospital

Town: Waterbury

Docket Number: 08-31202-L.01

Proposal: Establish a Primary and Elective Angioplasty and Open
Heart Surgery Program at Waterbury Hospital and Saint
Mary’s Hospital

Total Capital Expenditure:  $0

The Applicant may file its Certificate of Need application between September 6, 2008
and November 5, 2008. Interested persons are invited to submit written comments to
Cristine A. Vogel, Commissioner Office of Health Care Access, 410 Capitol Avenue,
MS13HCA P.O. Box 340308 Hartford, CT 06134-0308.

The Letter of Intent is available for inspection at OHCA. A copy of the Letter of Intent
or a copy of Certificate of Need Application, when filed, may be obtained from OHCA at
the standard charge. The Certificate of Need application will be made available for
inspection at OHCA, when it is submitted by the Applicant.



r18/2008 3:16 PM 203.574.3636 -> Page 1 of 2

RepublicanAmerican

389 Meadow Street » Waterbury, CT 06702 » 1-860-992-3232

Cash Receipt

Account Number: R18404
Order Number: RA0238987

Salesperson: Virginia | Printed on: 7/18/2008
Telephone: {203) 5743636 Ext: 1165 ] Fax: 203-754-0644

KIMBERLY MARTONE
HEALTH CARE ACCESS
410 CAPITOL AVE
MSI3HCA

PO BOX 340308
HARTFORD, CT 06134-0308
{8560) 418-7001

TFitie: Republican-American | Class: L-Legal -Public Notice 019
Start date: 7/20/2008 | Stop date: 7/20/2008 |
Insertlons: 1 | Lines: 40 ag

Title: Rep-Am.com | Class: L-Legal -Public Notice 019
Start date: 7/20/2008 | Stop date: 7/20/2008 |
Inszertions: 1 | Lines: 40 ag

- Statute Reference:
19a-633

Applicant: Wateshury  Hosoibal
and st.Mary's Hospital

(d/bras Heart Center of Greater
Waterbury) and John Dempsey
Hospital

FTown: Waterbury

Docket Number: 08-31202-1.01
Eroposal:Eslabiish a Primary and
Elective Angloptasty and Open
HeartSuraery Program atWater
bury Hospital and Saint Mary's
Hospital

Capital Expenditure: $0

The Applicant may filelts Certifi-
cate of Need application be-
tween Septemnber 6, 2008 and
Novernber 5, 2008, [nterested por.
sons are invited to submit writ-
ten comments o Cristine A,
Vogel, Commlissioner Offlce of
Health Care Access, 410 Capitol
Avenue, MSI3HCA PO, Box 340308
Hartford, CT05134-0308.

The Leiler of Intent Is avallable
for inspection at OHCA. A copy of
the LeHer of Intent or a copy of
Certificate of Need Appilcotion,
when filed, may be ebtalned from
QHCA at the starndard charge.
The Certificate of Need applica-
tlon will be made availabie for in-
spection at OHCA, when It Is
subrmitted by the Applicant,

R-A Juiy 20, 2008

Payment Information

Total Order Price: $90.40
Payment Type: | Exp:




STATE OF CONNECTICUT
OFFICE OF HEALTH CARE ACCESS

M. Jop: ReLL CrisTINE A. VOGEL
GOVERNOR COMMISSIONER
July 24, 2008

Loraine Shea

Exectuive Director

Heart Center of Greater Waterbury
1075 Chase Parkway

Waterbury, CT 06708

RE: Certificate of Need Application Forms, Docket Number 08-31202-CON
The Waterbury Hospital and St. Mary’s Hospital (d/b/a Heart
Center of Greater Waterbury) and John Dempsey Hospital
Establish a Primary and Elective Angioplasty and Open Heart Surgery Programs at
The Waterbury Hospital and St. Mary's Hospital

Dear Ms. Shea:

Enclosed are the application forms for The Waterbury Hospital and St. Mary’s Hospital
(d/b/a Heart Center of Greater Waterbury) and John Dempsey Hospital’s Certificate of
Need (“CON”) proposal for the Establishment of Primary and Elective Angioplasty and Open
Heart Surgery Programs at The Waterbury Hospital and St. Mary's Hospital with no associated
capital expenditure. According to the parameters stated in Section 19a-638 of the Connecticut
General Statutes the CON application may be filed between September 6, 2008, and November
5, 2008.

When submitting your CON application and any subsequent application information to this
agency, you are obligated to observe the following procedural requirements. Failure to
observe these requirements will require follow-up work on your part to correct the
filing.

« Number and date each page, including cover letter and all attachments. Information
filed after the initial CON application submission (i.e. completeness response letter,
prefile testimony, late file submissions and the like) must be nuinbered sequentially
from the Applicant’s document immediately preceding it. For example, if the
application concludes with page 100, your completeness response letter would begin
with page 101.

e Submit one (1) original and eight (8) hard copies of each submission in 3-ring
binders.

An Affirmative Action / Equal Opportunity Employer
410 Capitol Avenue, MS #13HCA, PO. Box 340308, Hartford, Conngcticut 06134-0308
Telephone: (860} 418-7601 + Toll free (800) 797-9688
Fax: (860) 418-7053



The Waterbury Hospital, $t. Mary’s Hospital, and John Dempsey Hospital Jaly 24, 2008
Docket 08-31202-CON Page 2 of 2

e Submit a scanned copy of each submission in its entirety, including all attachments on
CD, preferably in Adobe (.pdf) format.

e Submit an electronic copy of the documents in MS Word format with financial
attachments and other data as appropriate in MS Excel format.

The analysts assigned to the CON application are Steven Lazarus and Alexis Fedorjaczenko.
Please contact then at (860) 418-7001 if you have questions.

Sincerely,

-Certificate of Need Supervisor

Enclosures

Copy: William Casey, Interim President and CEO, Saint Mary’s Hospital
John Tobin, President and CEO, The Waterbury Hospital
James H. Thornton, Hospital Director, John Dempsey Hospital



HOSPITAL AFFIDAVIT

Applicant:
Project Title:
3 ,
(Name) (Position -~ CEO or CFQO)
of being duly sworn, depose and state that

the (Hospital Name) information submitted in this Certificate of Need application
is accurate and correct o the best of my knowledge. With respect to the financial
impact related to this CON application, | hereby affirm that:

1. The proposal will have a capital expenditure in excess of $15,000,000.
[] Yes 1 No
2. The combined fotal expenses for the proposal’s first three years of

operation will exceed one percent of the actual operating expenses of the
Hospital for the most recently completed fiscal year as filed with the Office
of Health Care Access.

[ Yes [l No

Signature Date

Subscribed and sworn {o before me on

Notary Public/Commissioner of Superior Court

My commission expires:

Hospital Affidavit
Revised 7/02



Please complete all questions

State of Connecticut
Office of Health Care Access
Certificate of Need Application

. If any question is not relevant to your project, Not Applicable will be an

acceptable response. Your Certificate of Need application will be eligible for submission no earlier than
September 6, 2008 and may be submitted no later than November 5, 2008. The Analysts assigned to your
application are Steven W. Lazarus and Alexis G. Fedorjaczenko and they may be reached at the Office of
Health Care Access at (860) 418-7012 and (860) 418-7067, respectively.

Docket Number:
Applicants Names:
Contact Person:
Contact Title:

Contact Address:

Project Location:

Project Name:

Type proposal:

Est. Capital Expenditure:

08-31202-CON

The Waterbury Hospital, St. Mary's Hospital
and John Dempsey Hospital

Loraine Shea

Executive Director

Heart Center of Greater Waterbury
1075 Chase Parkway

Waterbury, CT 06708

Waterbury

Establish Primary and Elective Angioplasty and Heart Surgery Surgery
programs at The Waterbury Hospital and St. Mary's Hospital

Section 18a-638, C.G.S.

-0-



The Waterbury Hospital, St. Mary's Hospital & John Dempsey Hospital
Docket Number 08-31202 -CON

1. Contact Information

Page 2of 12

OHCA requires each Applicant to provide a separate contact person. Please complete the

following “Contact Person” information for each Applicant:

Contact Information | The Waterbury Hospital St. Mary’s Hospital
Required

John Dempsey Hospital

Name

Title

Phone & Fax Number

Email Address

Mailing Address

2. Expansion of Existing or New Service

What services are currently offered at St. Mary’s Hospital (“SMH") and The Waterbury
Hospital ("TWH?") that the proposed Elective and Primary Angioplasty and Open Heart
Surgery services will augment or replace? Include any cardiovascular disease prevention and

health promotion programs.

Augment:

Replace:

3. State Health Plan
No questions at this time.
4. Applicants’ Long Range Plans

Is this application consistent with your long-range plan?
Yes [ ] No

If “No” is checked, please provide an explanation.




The Waterbury Hospital, St. Mary’s Hospital & John Dempsey Hospital Page 3of 12
Docket Number 08-31202 -CON

5. Clear Public Need

i The record in this docket will include, in addition to other materials, the American College
of Cardiology/American Heart Association (ACC/AHA) practice guidelines.

a. The Applicants may submit any comments in response to this evidence, which they
deem appropriate.

b. Please discuss The Waterbury Hospital (“TWH") and St. Mary’s Hospital ("SMH") d/b/a
Heart Center of Greater Waterbury's (“HCGW”) historical institutional and operator
volumes (Elective and Primary Angioplasty and Open Heart Surgery) in relation fo the
ACC/AHA recommended volume guidelines.

ii.Explain how it was determined there was a need for the proposed interventional cardiac
services at SMH and TWH.

iii. Provide the following information for each Applicant:

a)  Primary and secondary service area towns specific to the proposed
interventional cardiac services. Provide the methodology used to delineate the

service areas.

b)  Cardiovascular health statistics and risk factors in the service area. Provide
evidence. '

c)  Please complete the following table for each of the Applicants’ historical volume
related to elective and primary angioplasty and open heart service (*OHS"),
including John Dempsey Hospital (“JDH”) since the operation of HCWG:

Table 1; Historical Volume for each Applicant (Institutional)

FY 2005 EY 2006 FY 2007
A B C D A B C D A B c |Db
TWH
SMH
HCGW Total
JDH

A: Primary Angioplasty. B: Elective Angioplasty, C: Open Heart Service & D: Cardiac Catheterizations

Please identify the procedure codes utilized for A, B, C & D.

Re sure that the volumes provided reconcile with the volumes listed in OHCA Hospital Reporting System, Schedule 450, the CT
Office of Health Care Access’s Inpatient Discharge Database and the CT Office of Health Care Access Cardiac Registry

d) Provide all assumptions and calculations utilized to project institutional volumes in
Table L.

e) Please provide year-to-date volumes for FY 2008 by Applicant and Service as
provided in Table 1. Be sure to include all assumption and calculations.



The Waterbury Hospital, St. Mary’s Hospital & John Dempsey Hospital
Docket Number 08-31202 -CON

Page 4of 12

f) In the following table, provide the last three years of historical volume at HCGW for
each Applicant by service and zip code:

Table 2: Historical Volume for each Applicant By Service and Zip Code

Applicant | Cardiac Service FY 2007 Zip FY 2006 Zip FY 2005 Zip
(ie. A, B,C) (# of Patients} | Code (# of Patients) Code (# of Patients) Code
TWH A
B
C
SMH A
B
C
JDH A
B
C

Note: A: Primary Angioplasty. B: Elective Angioplasty, & C: Open Heart Service

g) Inatable format, please provide last three years of cardiac catheterization
volume (by facility) by inpatient and outpatient and by zip code.

Table 3: Historical Cardiac Cath Volume for each Applicant by Service and Zip Code

Applicant FY 2007 P OF | Zip FY 2006 vP | O/P | Zip FY 2005 P | O/F Zip
(Total # of Code (Total # of Code (Total # of Code
Patients) Patients) Patients)
TWH
SMH
JDH

Key: Inpatient= I/P, Outpatient= O/F

Be sure that the volumes provided reconcile with the volumes listed in OHCA Hospital Reporting System, Schedule 450, the CT
Office of Health Care Access’s Inpatient Discharge Database and the CT Office of Health Care Access Cardiac Registry

iv.Please provide year-fo-date volumes for FY 2008 by Applicant and Service as provided in
Tables 2 & 3. Be sure to include all assumption and calculations.



The Waterbury Hospital, St. Mary's Hospital & John Dempsey Hospital Page 50f 12
Docket Number 08-31202 -CON

v.In the following table provide the number of patients that were transferred between the
Applicants during FYs 2005, 2006, 2007, and year-to-date FY 2008 related to
interventional cardiac services. Be sure to cite the reasons as well.

Table 4: Historical Patient Transfer between the Applicants
FY FY 2008 | FY 2007 | FY 2006 | FY 2005 | List reasons for transfer

(Y-T-D)

JDH to SMH
JDH to TWH
SMH to JDH
TWH to JDH
SMH to TWH
TWH to SMH

vi.Provide the following for the projected utilization of the proposed service for each

Applicant:
Table 5: Projected Volume for each Applicant (Institutional)
FY 2009 FY 2010 FY 2011
A B C D A B C D A B C D
TWH
SMH
HCGW Total
JDH

A: Primary Angioplasty. B: Elective Angioplasty, C: Open Heart Service & D: Cardiac Catheterizations
Please identify the procedure codes utilized for A, B, C & D.

h) Provide all assumptions and calculations utilized to project institutional volumes in
Table 5. '

i) In the following table format, please provide the projected first three years of
cardiac catheterization volume (by facility) by inpatient and outpatient:

Table 6: Projected Cardiac Cath. Volume for Each Applicant
Applicant FY 2009 P | O FY 2010 P O/ . FYZ2011 P | OF
(# of Patients) (# of Patients) (# of Patients)

TWH
SMH
JDH
Key: Inpatient= I/P, Outpatient= O/P

i) Provide all assumptions and calculations utilized to project institutional volumes in
Table 6.



The Waterbury Hospital, St. Mary's Hospital & John Dempsey Hospital

Page 6of 12

Docket Number 08-31202 -CON

k)

Provide the historical operator volume by unigue physician identifier currently
providing services at each Applicant’s facility as follows:

Table 7: Historical Oberator Volume for each Applicant

Physician

By Facility A BIC |D A B C D A B C D

FY 2007 FY 2006 FY 2005

Physician A

TWH

SMH

JOH

Physician B

TWH

SMH

JDH

A: Primary Angioplasty. B: Elective Angioplasty, C: Open Heart Service & D: Cardiac Catheterizations
Please identify the procedure codes utilized for A, B, C& D.

)

m)

Please provide year-to-date volumes for FY 2008 by Operator and by Facility and
Service as provided in Table 7. Be sure to include all assumption and calculations

Provide the projected operator volume by unique physician identifier currently
providing services at each Applicants’ facility as follows:

Table 8: Projected Operator Volume for each Applicant

Physician

By Facility

FY 2009

FY 2010

FY 2011

A

B

C

D

A

B

C

B

C

A Primary Angioplasty. B: Elective Angioplasty, C: Open Heart Service & D: Cardiac Catheterizations
Please identify the procedure codes utilized for A, B, C & D.
Be sure to provide 3 fuil years of projections.

n)

)

Provide all assumptions and calculations utilized to project operator volumes in
Table 8.

In the following table format, please provide last three years of cardiac
catheterization volume by inpatient and outpatient, by operator and facility.

Table 9: Projected Cardiac Cath. Volume by Operator

Physician

Facility

FY 2009
(# of Patients)

/P

O/P

FY 2010
(# of Patients)

P

o/
P

FY 2011
(# of Patients)

/P

O/P

Key: Inpatient= /P, Outpatient= O/P




The Waterbury Hospital, St. Mary’s Hospital & John Dempsey Hospital Page 7of 12
Docket Number 08-31202 -CON

p) Provide all assumptions and calculations utilized to project operator volume by
facility in Table 9.

B. Please address the following guestions regarding the existing providers:

a. ldentify the existing providers of interventional cardiac services that will be
affected by this proposal.

b. Please explain how these aforementioned providers of interventional cardiac
services will be affected by your proposal (i.e. patient volume, quality of care,
etc.).

c. Discuss in detail the impact HCGW has had on these providers (i.e. volume,
quality of care, etc.) over the past three years HCGW has been in operation.

C. Will your proposal remedy any of the following barriers to access? Please provide an
explanation.
[T Cultural []  Transportation
[] Geographic [] Economic
[C]  None of the above ]  Other (Identify)

If you checked other than None of the above, please provide an explanation.

D. Have the Applicants conducted a Needs Assessment and a Market Share Analysis for
the proposed cardiac services?

a. If the response is No, please explain in detail why not and what did the
Applicants utilize to assess the need for this proposal?

b. If yes, explain in detail what Needs Assessment and Market Share Analysis
were conducted, the process and the results.

c. Provide a copy of the Needs Assessment and the Market Share Analysis
conducted by the Applicants.

E. Provide copies of any of the following plans, studies or reports related to your proposal:
]  Epidemiological studies 1  Public information reports

[]  Other (Identify)




The Waterbury Hospital, St. Mary's Hospital & John Dempsey Hospital Page 8of 12
Docket Number 08-31202 -CON

6. Quality Measures

A Check off all the Standard of Practice Guidelines that will be utilized by the Applicants
for the proposed services. Please submit the most recent copy of each report related

to the proposal:

[ ] American College  [_] National Committee [ ] Public Health Code

~ of Cardiology for Quality Assurance & Federal Coroliary

"1 National Association [_| American College [ ] American College
of Child Bearing of Obstetricians & of Surgeons
Centers Gynecologists

[] Report of the Inter- [ ] American College  [_]Other: Specify

Coungcil for of Radiology
Radiation Oncology
B. Explain how the Applicants plan to meet the American College of Cardiology/American

Heart Association practice guidelines related to this proposal. If the Applicants do not
expect the proposed interventional cardiac program to meet these guidelines and
protocols, please explain how quality of the interventional cardiac programs will be
maintained in relation to the ACC/AHA guidelines.

C. Submit a list of all key professional and administrative personnel, including the Chief
Executive Officer (CEQ) and Chief Financial Officer (CFO), Medical Director of
Interventional Cardiac Program, Cardiac Surgeons, Interventional Cardiologists, etfc.
related to the proposal and a copy of their Curriculum Vitae.

Note: For physicians, please provide a list of hospitals where the physicians have
admitting privileges.

D. Provide a copy of the most recent inspection reports and/or certificate for each facility:
[] DPH [1 JCAHO
[[] Fire Marshall Report 1 AAAHC
[] AAAASF [] Other

Note: Above referenced acronyms are defined beiow. '

! DPH ~ Department of Public Health; JCAHO — Joint Commission on Accreditation of Hospitals Organization; AAAHC ~
Accreditation Association for Ambulatory Health Care, AAAASF — American Association for Ambulatory Surgery Facilities, Inc.



The Waterbury Hospital, St. Mary’s Hospital & John Dempsey Hospital Page 9of 12
Docket Number 08-31202 -CON

E.

Provide a copy of the following (as applicable):
] A copy of the related Quality Assurance plan
[1 Protocols for service

] Patient Selection Criteria/Intake form

7. Improvements to Productivity and Containment of Costs

In the past year have your facilities undertaken any of the following activities to improve
productivity and contain costs?

L]
L
L]

L]

Energy conservation ] Group purchasing
Reengineering ] None of the above

Application of technology (e.g., computer systems, robotics, telecommunication
systems, etc.)

Other (identify)

8. Miscellaneous

A.

Will this proposal result in new (or a change to) your teaching or research
responsibilities?

L Yes [1 No
If you checked “Yes,” please provide an explanation.

Are there any characteristics of your patient/physician mix that makes your proposal
unique?

[] Yes 7 No

If you checked “Yes,” please provide an explanation.



The Waterbury Hospital, St. Mary’'s Hospital & John Dempsey Hospital Page 100f 12
Docket Number 08-31202 -CON

9. Affiliation

Provide a copy of the agreement TWH and SMH have drafted or signed with JDH o
act as a tertiary care hospital to the proposed cardiac services.

Provide a copy of any and all agreements between the Applicants, including a signed
collaboration agreement, related to the proposal. The collaboration agreement
should include at a minimum a description of each Applicant’s responsibilities, patient
selection guidelines, provision of emergency transfers, joint quality assurance
reviews and joint training.

Provide a detailed discussion on what role has JDH played in HCGW operation
beyond the initial training of the staff and establishment of the protocols.

Discuss in detail the responsibilities of JOH in the establishment of the proposed
services at TWH and SMH and the operation of HCGW.

Provide Board of Directors or governing body resclutions from each Applicant
approving the proposal.

10.Financial Information

a.

iii)

Type of ownership: (Please check off all that apply)

[l Corporation (Inc.) [ ] Limited Liability Company (LLC)
[] Partnership L1 Professional Corporation (PC)
1 Joint Venture [T  Other (Specify):

Provide the following financial information:

Please confirm that each of the Applicants involved in this proposal has filed its FY
2007, daudited financial statements with OHCA, as required pursuant to Section 19a-
644, C.G.S.

Provide the cash equivalent balance of each Applicant at the date of submission of
this application.

Provide a copy of the most recently completed internal monthly financial staternent
for each Applicant.



The Waterbury Hospital, St. Mary's Hospital & John Dempsey Hospital Page 110f 12
Docket Number 08-31202 -CON

11.Revenue, Expense and Volume Projections

a. Payer Mix Projection

Please provide both the current payer mix and the projected payer mix with the CON
proposal for the Total Facility based on Gross Patient Revenue in the following reporting
format for SMH, TWH, HCGW and JDH, separately:

-

FY 2009 FY 2010 | FY 2011
Total Facility | Current

|| Payer || Projected || Projected || Projected
Descr;ptlon I Mix || Payer Mix || Payer Mix || Payer Mix

I Medlcaré

Medicaid™ (lnoludes other |
medical assistance) (

[TriCare (CHAMPUS) ||
| Total GovernmentPayers ||
Commercial Insurers®

| Self-Pay
| Workers ngpensatlon

Total Non-Government
Payers

[Uncompensated Care
| Total Payer Mix

L
I
I

'1000%3| 100.0% |

*Includes managed care activity.

b. Provide the foliowing for SMH, TWH, HCGW , JDH and the parent corporations,
regarding the financial projections:

i) A summary of revenue, expense and volume statistics, with the CON project,
without the CON project and incremental to the CON project. See attached.

i) As an addendum to your completed financial attachments as provided in 11b(1),
for each Applicant (by facility and total system) provide a break out of the financial
expenses and revenues by service (i.e. Primary Angioplasty, Elective Angioplasty
and Open Heart Surgery).

iy The assumptions utilized in developing the projections (e.g., FTE's, volume
statistics, other expenses, revenue and expense % increases, project
implementation date, etc.).
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iv)

Provide a description of the additional staff, equipment, and supplies (including
drug-eluting stents) required to provide the proposed services. Include a
description of the availability of cardiac interventionalists, cardiac surgeons, nurses
and anesthesiologists.

v) An explanation for any incremental losses (Historical and Projected) by service (i.e.

vi)

Primary Angioplasty, Elective Angioplasty and Open Heart Service).

Please complete the enciosed, OHCA'’s Financial Attachment I, for SMH, TWH,
and JDH.



13.C{x). Please provide three years of projections of

Type of Service Description CT Services

incremental revenue, expense and volume statistics attributable to the proposal in the following reporting format:

Type of Unit Description: CT Scan

# of Months in Operation 3

Year 1 {1 @) (3) ) 8 ® [ (8) ) (10}

FY Projected incremental Rate Units Gross Allowances/ Charity Bad Net Operating Gainf{Loss}

Total Incremental Expenses: $53,513 Revenue Deductions Care Debt Revenue Expenses from Operations
Col. 2*Col. 3 Col4 - Col5 Coi. 1 Total * Col.B-Col 8

Total Facility by -Col6-Col7  Col. 4/ Col. 4 Total

Payer Category:

Medicare $1,000 42 $42,000 ’ $28,467 $0 $0 $13,533 517,838 ($4,305)

Medicaid $1,000 3 $3,000 $1,963 0 $0 $1,037 $1.274 (8237)

CHAMPLUS/TriCare $1,000 0 $0 $0 86 $0 g0 $0 $0

Total Governmental $1,000 45 $45,000 $30,430 80 $0 $14,570 $15,112 {34,542}

Commericial Insurers $1,000 79 $79,000 $42,228 $2,000 %0 $34,771 $33,852 $1,219

Uninsured 31,000 2 $2,000 $900 $1,050 50 $50 3840 ($799)

Total NonGovenrment $1,000 81 $81,600 $43,128 $3,050 %0 $34,821 $34,401 $420

Total All Payers $1.000 126 $126,000 $73.559 $3.050 30 $49,391 $53,513 {$4,122)




St. Mary's Hospital {Financial Attachment i)
11.B{vi): Please provide three years of projections of incremental revenue, expense and volume statistics attributabie to the proposal in the foliowing reporting format:

Type of Service Description
Type of Unit Description:
# of Months in Operation

FY {1 (2) (3} (4) {5) (8) {7} (8} C)] (10)

FY Projectad incremental Rate Units Gross Allowances/ Charity Bad Net Opesating Gain/(Loss)

Total incremental Expenses: Revenue Deductions Care Deht Revenue Expenses from Operations
Col.2*Col. 3 Cold4 - Col.s Col. 1 Total * Col.8-Col 9

Total Facility by -Col.6-Col.7  Col 4/Col 4 Total

Payer Category:

Medicare ST $o T L $0 $0 $¢

Medicaid $6 2 R : . £0 $0 §0

CHAMPUS/TriCare $0 . $0 ) $0 $0 $0

Total Governmental Y $0 %0 $0 3G $0 30 $0

Commericial insurers 50 - . B $0 S 3c 30 $0

Uninsured $0 2 $0 , S 30 $0 30

Total NonGovernment $0 7 $0 g0 $0 $0 50 30 $0

Total All Payers 80 7 $0 30 50 $0 30 3C $0




Type of Service Description
Type of Unit Description:
# of Months in Operation

FY
FY Projected incremental
Total Incremental Expenses:

Total Facitity by
Payer Categoty:

Medicare

Medicaid
CHAMPUSMTiCare
Total Governmental

Commericial Insurers
Uninsured
Total NonGovernment

Total All Payers

The Waterbury Hospital (Financial Attachment I}
11.B{vi). Please provide three years of projections of

incremental revenue, expense and volume statistics attributable to the proposal in the following reporting format:

{1 (2) (3) 4) {8 (6) {7} ) ) (10
Rate Units Gross Allowances/ Charity Bad Net Operating Gain/(Loss)
Revenue Deductions Care Deht Revenue Expenses from Operations
Col.2*Coi. 3 Col4 - Colb Col. 1 Totai * Col B-Col. ©
-Col.6-Col7  Col. 4/Col 4 Total
50 %0 $0 $0
$0 $0 $0 $0 $0
$0 $0 50 $0 30
1} %0 $0 30 $0 $0 $0 50
80 ) 50 30 $0 $0
$0 2 $0 $C 30 50
50 7 30 %0 $0 30 $0 $0 S0
30 7 30 $0 $0 %0 $0 $0 %0



John Dempsey Hospital {(Financial Aftachment I}
11.B{vi): Please provide three years of projections of ingremental revenue, expense and volume statistics attributable to the proposal in the following reporting format:

Type of Service Bescription
Type of Unit Descriplion:
# of Months in Operation

[ (O ) (@) (3) 4) (5} 1G] 7 8 @ (10)
EY Projected Incremental Rate Units CGross Allowances/ Charity Bad Net Cperating Gain/(Loss}
Total incremental Expenses: . T Revenue Deductions Care Debt Revenue Expenses from Operations
: Cotl. 2*Col. 3 Coi4 - Col.5 Col. 1 Total * Col.§-Col. 9
Total Facility by -ColB-Col?7 Col 4/Col 4 Total
Payer Category:
Medicare Lo $0 - : : $0 $0 50
Medicaid $ 30 o . - 30 $0 $0
CHAMPUS/TriCare $0 $0 i o 30 $0 $0
Total Governmental O $0 30 $0 $0 $C 30 $0
Commericiat Insurers 30 5 0. B A 30 $0 $0
Uninsured $0 B 2 30 : o ) $0 30 30
Total NonGovernment 30 7 30 %0 %0 - %0 50 $0 50
Total All Payers $0 7 $0 $0 50 $0 $0 30 $0






Office of Health Care Access

1.€ (). Please provide one year of actual results and fhiee years of Total Hospital Health Sysfem projections of revenue, expense and volume stalistics

without, incremental 1o and with the CON proposat in the following reparting format:

otal Facikity:

wseription

ET PATIENT REVENUE
on-Government
fedicare

ledicaid and Other Medical Assistance

ither Govemment
olal Net Pattent Patient Revenue

ther Operating Revenue
evenue from Gperalions

PERATING EXPENSES
ataries and Fringe Benefits
rofessionat / Contracted Services
upplles and Brugs

ad Debts

fher Qperating Expense
tbtotal
epreciation/Amorlization
nerest Expense

sash Expensg

otal Qpersting Expense

isinf{Loss) from Operations

tus: Non-Operaling Revenue
avanue Overf{Under) Expanse

TEs

Heart Conter of Greater Waterbury

ote: The "Incremental” should intlude revenues and expenses ¥rom the operation of the Heart Center of Greater Watarbury ("HOGW™)

folume Statistics,

rovitie projected inpatient andfor outpatient statistics for any new services and provide actual and projecled inpatient and/or sutpalient statislics for any axsting services which will change dua to the proposat,

FY 2008 FY 2007 FY 2006 FY 2006 FY 2006 FY 2008 FY 2005 FY 2005 FY 2004 FY 20604 FY 2004
Histarizal Historicat Historicat Historicat  Historical Historical Historical  Historical Historicat Mistorical  Historical

Annualized  Wlopt HCGW incrementat With HOGW Wout HCGW Incremental With BCOW Wieut HCGW Incremental  With HEGW Wiout HCGW Incremental With HCGW
S0 %0 $0 80

0 50 50 $0

§0 $0 $0 0

20 $0 §0 §0

$0 $0 50 $0 30 $0 0 $0 §0 $0 $0 30 30
$0 $0 £0 30 50 30 6 30 0 $0 30 ) i)
$0 $0 $0 50

0 §0 $0 $0

30 50 0 $0

50 $0 §0 $0

30 50 $0 $0

$0 50 1) $0 $0 30 $C %0 $0 30 $0 30 $0
$0 %0 $0 $0

30 $0 $0 30

S0 $0 0 $2

$0 0 30 0 $0 30 $0 30 $0 $0 50 $0 $0
$0 30 E $0 0 0 56 30 $0 $0 30 30 0
50 $0 $0 $0

30 30 $0 0 50 f:1] $0 %0 30 30 50 $0 50

o ]



Cffice of Health Care Access

St Mary's Hospital
1.81{). Please provide FY 2008 (Annualized) and four vears of historical astuat results of Total Facility revenue, expense and volume statistics
without, incremental to and with the CON proposai in the following reporting format:

otal Facility: FY 2008 FY 2007 FY 2007 FY 2007 FY 2008 FY 2006 FY 2006 £Y 2065 FY 2608 FY 2005 FY 2004 FY 2004 FY 2004
Actual Historical Historical Historical Historical Historical Historical Historicad Historical Historical Historical Histerkal Historical
escription Annealized Wiout HCC Ingrement With HCGW Wrout HCUinerement With HCGW Wiout HCC increment With HCGW. Wiout HCL Increment With HCGW
ET PATIENT REVENUE
on-Government $0 ' $0 $0 $0
ledicare 0 50 g0 $0
iedicald and Other Medicat Assistance 30 50 $0 $0
ther Government S0 $0 $0 30
otal Net Patient Patienl Revenus $0 30 50 ) 50 $0 $0 36 [ 30 $0 30 $0
ther Operaling Revenus
evenue from Operations $0 50 $0 30 30 30 50 $0 $0 $0 30 $0 $0
PERATING EXPENSES
alaries and Fringe Benefils 50 0 50 $0
rofessionat / Contracied Services $G $0 $0 30
upplies and Drugs §G $0 $0 $0
ad Debls $0 $0 50 $0
ther Operating Expense 3¢ $0 s 30
ubtotal 30 50 6 $G $0 $0 0 30 30 $0 30 50 $0
epreclation/Amoriization 56 2] §0 50
terest Expense §G 30 50 §0
zase Expense 3G $0 $0 $0
»al Operating Expense $0 $0 30 F) $0 E) $0 50 30 $0 30 $0 $0
alnf(Loss) frem Operations S0 30 $0 55 30 36 $0 $0 $& $0 30 $0 30
tus: Non-Operaling Revenue 30 0 30 30
evenue Overf(Under) Expense $0 0 30 0 $0 0 %0 30 $G S0 $0 $0 30
TEs g o

ate: The "incremental” should inciude revenues and expenses from the operation of the Hean Cenler of Greater Waterbury ("HCGW?)

felume Statistics:
‘ovide projected inpatient andfor cutpalient stalistics for any new services and provide actual and projecled inpalient and/or outpatient statislics for any extsting services which will change due to the proposal.



Office of Heallh Care Access

The Waterbury Hospital
1.B ). Please provide FY 2008 (Annualized) and four years of historical actua! results of Total Facility revenue, expense and volume statistics
without, incremnental to and with the CON proposal in the Tollowing reporting format:

ofal Facility: FY 2002 FY 2007 FY 2007 FY 2007 FY 2606 FY 2006 FY 2006 FY 2005 FY 2608 FY 2005 FY 2004 FY 2004 FY 2004
Actual Historical Historical Historical Historical Historical Historicat Histortcat Historical Historical Histerical #istorical Historical
escription Annualized Wiout HCC Increment With HCGW Wiout HC! Ingrement With HOGW Wiout HCU Increment With BCGW Wicut HCC increment With HOGW
ET PATIENT REVENUE
on-Government $0 $0 $0 $0
iedicare $0 30 $0 6
edicaid and Other Medical Assistance $0 30 0 $0
ther Govemmert $0 30 $0 3¢
olal Nef Patient Patient Revenus 30 §0 30 $0 3o 30 30 $0 30 $0 $0 §0 0
ther Operating Revemnue
evenue from Operations 50 G S0 £0 30 30 %0 ] 3¢ 50 50 30 50
PERATING EXPENSES
alardes and Fringe Benefils $0 $0 $0 b4
ofesstonal f Contracled Senvices $0 50 30 ¢
uppiies and Drugs $0 $0 0 &
ad Debts 80 50 $0 $&
ther Operating Expense $0 30 $0 0
ubiotal 0 $& 0 $0 0 $0 30 §0 30 $0 $C $0 $G
epreciation/Amertization $0 $0 $0 0
teres! Expense 20 30 $0 50
»ase Expense 30 $0 $0 30
el Operating Expense $0 $4 30 $0 30 $0 30 §0 0 $0 $C 30 $e
ainf{Loss) from Operations 30 $C $0 $0 3G $0 30 30 $0 $0 30 30 $0
s Non-Operating Revenue 30 30 $0 6
evenue Overf(Under) Expense §0 50 $0 $0 0 %0 $0 9 30 30 30 30 $0
TEs ] o

ote: The “ncremental” should include revenues and expenses fom the operation of the Hearl Center of Greater Waterbury {HCGW?)

olurne Statistics:
‘ovide projected inpatient and/or oulpatient statistics for any new services and provide actual and projected inpatient and/or outpatient statistics for any existing servites which wilf change due o the proposal.



Office of #eallh Care Access

Jokn Dempsey Hospital

1.B (i}, Please provide FY 2008 {Annualized) and four years of hisforicat actual resuits of Totat Facility revenue, expense and volurne statistics
withott, incremental to and with the CON proposal in the following reporting format,

otal Fagility: FY 2608 FY 2007 FY 2007 FY 2007 FY 2006 FY 2606 FY 2006 FY 2005 FY 2006 FY 2005 FY 2004 FY 20604 FY 2004
Actual Historical Historical Historical Historical Historical Historical Historical Historical Historical Historical Histortcal Histerical
escription Apnuatized Wiout HCC Inerement With HCGW Wout HC( Increment With HCGW Wiout HC(ncrement Witk HCGW Wiaut HCY Ingrement With HCGW
ET PATIENT REVENUE
on-Government 30 36 $0 30
ledicare 50 $C 50 $0
fedicaid and Other Medical Assk $¢ $0 $0 $0
dher Government $C $0 $0 $0
otal Net Patient Paflent Revenue 30 50 50 3G $0 $G $0 30 0 $0 s0 $0 §0
ther Operating Revenug
evenue frem Operations. [ $0 50 $G 50 30 S0 50 $G 30 30 $0 S0
PERATING EXPENSES
alaries and Fringe Senefits 30 §0 $0 $0
rofessional / Conlracled Services 30 30 $0 $0
upplies and Drugs 50 $0 30 §0
ad Debls 3G $0 30 30
ther Operating Expense 36 30 30 $0
ublotal $0 $0 $0 $0 $0 80 $0 30 $6 $0 %0 $0 $0
epreciationfAmortization 3G $0 $0 $0
ferest Expense 30 $0 $0 $0
sage Expense 36 $0 30 0
otal {Operating Expense Y $0 30 $6 $0 3G 30 50 $¢ 30 $0 ] $0
alnf(l.oss) fram Operaliohs 30 $0 30 30 30 $0 $0 30 0 $0 0 $0 0
lus: Non-Cperaling Revenue $0 30 $0 $0
evenue OveriUnder) Expense ) $0 50 $6 $0 $C $0 0 $0 $0 $0 $0 30
TiEs 9 ¢

ofe: The "incrementat™ should nclude revenues and expenses from the aperation of the Heart Cenler of Greater Waterbury ("HOGW"

{folume Statistics:

fovide projected inpatient andfor outpatient statistics for any new selvices and provide actual and projected inpalient and/or outpafient stalistis for any existing services which will change due to the proposat.



Office of Health Care Access

Saint Mary's Health System, Inc,
1.C(i).  Please provide one year of actual results and three years of Total Hospifal Health Systern projections of revenus, expense and volume statistics
without, incrementat to and with the CON proposal in the following reporting format:

olal Facility: FY 2008 FY 2007 FY 2007 FY 2007 FY 2006 FY 2006 FY 2006 FY 2005 FY 2008 FY 2005 FY 2004 FY 2004 £Y 2004
Actuad Historical Histerical Historicat Histarical Historical Historical Historical Histerical Historical Historical Historical Historical
eseription Anmualized Wigut HC{ Increment With HCGW Winul HCS Ingrement With HCGW Wout HC( Increment With HCGW Wiout HCC Increment With HEGW
ET PATIENT REVERUE
on-Government $0 $0 $0 $0
ledicara 30 $0 $0 30
jedicaid and Other Medical Assistance 0 $0 $0 $0
1her Government $0 $0 $0 $0
otal Net Patien] Patient Revenus 30 $C $0 30 30 $0 30 0 $0 $0 30 W %0
ther Operaling Revenue
evenle from Operations $0 $C 30 $0 $0 $0 $0 $0 $0 $0 $0 3G s0
PERATING EXPENSES
alaries and Fringe Benefits 30 30 30 0
rofessional f Contracted Services $0 0 $0 $0
upplies and Drugs 50 30 $0 $0
ag Debts $0 30 $0 30
ther Operaling Expense $0 $0 $0 30
ubtotal 30 30 $0 50 50 $0 50 $0 $0 $0 $0 $0 $0
epreciationtAmortization $0 30 $0 30
terest Expense 30 30 30 $0
zase Expense 0 $0 $0 $0
otal Operating Expense 30 $0 §0 0 $0 0 30 0 0 $0 $0 $0 $0
ainfloss} from Operations 0 $0 30 30 $0 50 $0 30 0 $0 $0 $0 $0
fus; Non-Operating Revenue g0 $0 0 50
evgnue Overf(Under) Expense 30 30 &0 §0 50 0 0 0 50 $0 $0 $0 50
TEs 0 o]

ote; The "Incremental” should include revenues and expenses from the operation of the Heart Cenler of Greater Waterbury ["HCGW™

folune Statistics:
rovide projected inpafient andfor outpalient statistics for any new services and provide acluat and projected inpatient andfor outpatient statistics for any existing services which will change fug to the proposal.



Office of Health Care Access

Greaer Waterbury Health Network
1. G (i} Please provide one year of aclual results and three years of Tofal Hospital Health System projections of revenue, expense and volume statistics
without, incremental to and with the SON proposal in the following reporting format:

oial Facility; FY 2608 FY 2007 FY 2007 FY 2007 FY 2006 FY 2006 FY 2005 FY 2005 FY 2005 Fy 2005 FY 2004 FY 2004 FY 2004
Actual Historival Historical Historical Historical Historical Historical Historical Historicat Ristorical Historical Historicai Historical
escription Amntialized Wiout BC{ Incremoent With HCGW Wigut HEC Insrement With HCGW Wiout HC( Increment With HCGW Wiout HCC Increment With HCGW
ET PATIENT REVENUE
ton-Govermiment $0 56 30 $0
{edicare $0 0 50 30
ledicatd and Other Medical Assislance $G %0 36 $0
tther Government 30 30 0 0
otal Net Patiant Patient Revenue $0 0 &0 S0 $0 %0 0 0 30 30 E $0 $0
ither Operating Revenue
‘evenue from Operations 30 $0 30 3G 50 50 30 $0 $0 30 k2 §0 $0
IPERATING EXPENSES
alaries and Fringe Benefits 0 $0 30 $0
rofessionat ! Contracled Services 3 $0 0 $0
upplies and Drugs §¢ $0 $0 $0
ad Debts 38 30 $0 30
nher Operating Expense $0 $0 $0 $0
ublolal 30 $0 30 30 0 0 0 $0 0 $0 ] 30 $0
epreciation/Amortization &0 $0 30 &0
fteresl Expanse 30 §0 $0 0
ease Expense 30 $0 %0 30
olal Qperating Expense 30 50 50 30 $0 $0 50 30 $0 $0 ] 0 30
ainf(Lossy from Operations 50 $0 $0 50 30 $0 $0 $0 $0 50 E4] %0 $0
{us: Non-Operating Revenue 30 $0 $0 30
evenue Overilnder) Expense k) $0 $0 50 $0 50 30 30 30 $0 50 50 $0
TEs ] 0

ote: The "Incrementall” should include revenues and expenses fom the operation of the Heart Center of Grealer Waterbury ("HCGW')

Jolume Statistics;
rovide projedied inpatient andior outpatient stalistics for any new services and provide actual and projected inpatient and/or sutpatient statistics for any existing services which will change due 1o the proposal.



Office of Health Care Access

St Mary's Hospital
11. B{). Piease provide three years of projections of Total Facillty revenue, expense and volume statistics
without, incremental fo and with the CON proposal in the following reporting format:

Totai Facility: FY 2008 FY 2010 FY 2014 FY 209 FY 2016 FY 2011 FY 2009 FY 2010 FY 201%
Projected Projected Projected Frojected Projected Projected Frojected Projected Projected
PBesctiption Wicut COl increment With CON Wiout COi Increment With CON Wiout COI nerement With CON
NEY PATIENT REVENUE
Non-Government 30 50 50
Medicare 50 §0 $0
Medicaid and Ciher Medical Assistance 30 50 $0
Other Government S0 0 $0
Total Nat Patient Patient Revenue $0 30 $C $0 30 50 S0 30 $0
Other Operating Revenue
Revenue fom Operations S0 $0 £ 50 E] 50 $0 $0 $0
OPERATING EXPENSES
Salaries and Fringe Benefits §0 50 50
Professional / Contracted Services b 50 §0
Supplies and Drugs $0 30 $0
Bad Debls 5C $0 $0
Other Operating Expense 8¢ $0 $0
Sublotal $0 $0 EY 30 30 30 50 s0 $0
Depreciation/Amortization 80 50 0
Inferest Expense §0 0 S0
Loase Expense $0 0 50
Total Operating Expense [ 3] 50 $0 £ 30 $0 30 0 §0
Gaini{l.oss) from Operations 50 0 (36 $0 0 50 0 0 30
Plus: Non-Operating Revenue S0 30 50
Reveme Overf{tinder) Expense $0 0 S0 $0 0 30 50 $0 $0
FTEs o 0 4]
“olume Setistics;

Provide projected inpatient andfor outpatient statistics for any new services and provide actua! and projected inpatient andfor outpatent statisfics for any existing services which wil change due 1o Ihe proposat,



Office of Health Care Access

The Waterbury Hospital
1, B (i}, Please provide three years of projections of Total Facility revenue, expense and volume statistics
without, incrementat to and with the CON proposal in the following reporting format:

ptal Faciiy: FY 2008 FY20M0 FY 2041 FY 2089 FY 2010 FY 2011 FY 2009 FY 2016 FY 2011
Projected Projected Projected Projected Projected Projected Projected Projected Projected
escription Wout COHrorement. With CON Wiout GOt Increment With CON Wout COI Increment With CON
ET PATIENT REVENUE
on-Government 3¢ $0 $0
edicare S0 $0 $0
edlcatd and Other Medical Assistence 30 50 0
ther Government 30 30 §0
»tal Net Patient Patient Revenue $0 $0 50 36 30 30 30 ] 30
ther Operating Revenue
evenue frotn Operations S0 $0 30 36 %0 30 3¢ 30 $0
PERATING EXPENSES
alaries and Fringe Benefits 30 50 $0
ofessional / Contracted Services 30 50 $0
upplies and Drugs 50 $0 $0
2d Debts $0 50 ]
ther Operating Expense $C 50 ¢
sblotal $0 30 50 50 30 $0 S0 $0 50
epreciation/Amotization 30 50 g0
terest Expense 30 30 $0
:ase Expense 50 $0 $0
stal Operating Expense 30 30 $6 36 $0 30 E ER] $0
ainf{loss) from Operations $0 50 $6 EX) $0 50 $0 $0 $0
us: Nor-Operating Revenue $0 $0 $0
avenua Qver/(Under) Expense 50 30 E $0 30 58 $8 50 $0
fEs 0 ) 1]

olurne Statistics:
‘ovide projected inpatient andfor outpatient statistics for any new services and provide actual and prejedied inpatient andfor cutpatient statistics for any exlsting services which will change due to the proposal.



Office of Health Care Access

Jokn Dempsey Hospital
1.B(). Please provide three years of projections of Total Facility revenue, expense and volume statistics
without, incrementat 1o and with the CON proposal in the following reporting format:

ofal Facility: FY 2008 FY2016 FY 2011 FY 2008 FY 2016 FY 2011 FY 2008 FY 2016 FY 201¢
Projected Projected Projected Projected Projected Projected Projected Projected Projected
gscription Wiout GOt increment With CON Wiout €O Increment With CON Wiout Ol lncrement With CON
ET PATIENT REVENUE
lon-Govemment 0 30 $0
ledicare 30 $0 ¢
ledicaid and Other Medical Assistance $0 $0 $6
ither Governmeant 30 30 4
ctal Net Patient Patlent Revenue 30 0 50 $0 $¢ 30 36 5] $0
ther Operating Revenue
.evenue from Operations $0 30 30 $0 30 $0 $0 $0 30
PERATING EXPENSES
alanies and Fringe Benefiis $0 $0 50
rofessional / Canlratied Senices $6 $0 30
upphies and Drugs 50 $0 $0
ad Debls 50 $0 30
ther Operating Expense %0 $0 30
ubtotal $0 30 E $0 50 $0 $0 38 s0
epreciation/Amorization §0 $0 $0
terest Expense 30 $0 $0
sase Expense 56 $0 30
olal Operating Expense 30 30 EN) 30 $0 $0 30 30 50
ainf{Loss) from Operations 50 $6 36 $0 §0 $0 L 30 $0
lus: Nen-Operating Revenue 3 $0 $0
evenue Overf(Lnder) Expense $0 $0 k) 0 50 $0 30 $0 30
TEs 0 g |3}
folume Statistics:

rovide projected inpatient andfor outpatient statistics for any new services and provide actual ang projected inpatient and/or cuipatient statistics for any existing services which will change due to the proposal.



Office of Health Care Access

Saint Maty's Health System, inc
1.C{i). Please provide one year of actual results and three years of Total Hospital Heaith System projections of revenue, expense and volume statistics
without, incremental fo and with the CON proposal in the following repotfing format: '

ofal Hospifal Health System: FY 2008 FY 2010  FY 2011 FY 2000 FY 2010 FY 2011 FY 2008 FY201¢ FY 204
Projected Projected Projected Projected Projected Projected Projectet Projected Projected
eseription Wiout COI Inerement With CON Wiout COtincrement With GON Wigut COlincrement With CON
ET PATIENT REVENUE
on-Government 30 30 $0
ledicare 30 $0 $0
ledicaid and Cther Medicat Assistance o] $0 $0
sher Governmeni 0 30 30
otal Net Patient Patient Revenue 30 0 §0 $G 30 $0 B0 30 30
iher Operating Revenue
evenue from Operations 30 30 $0 50 $0 3G $0 $0 30
PERATING EXPENSES
ghaties and Fringe Benefits 30 80 $0
rofessional / Contracted Services $0 30 30
upplies and Drugs $0 30 %0
ad Debts $0 30 %0
dher Operaling Expense $0 $0 $0
ublotal 30 $0 80 30 30 30 $0 0 50
epreciationfAmortization 80 $0 50
derest Expense S0 30 50
zase Expense 30 %0 30
otal Operating Expense 0 30 30 %0 $0 30 Y $6 30
ain/{l.oss) from Cperations 30 $0 3G $0 50 30 $G 30 50
ius: Non-Operating Revenue 36 30 30
evenue Overl(linder) Expense $0 50 0 30 $0 %0 $0 $0 0
TEs 0 o] 0

folume Statistios:
fovide projected inpatient and/or outpatient statistics for any new services and provide actual and projected inpatient and/or cutpatient statistics for any exlsting services which will change due to the proposal,



Office of Health Care Access

Greater Waterbury Health Network
1.C{i}. Please provide one year of actual results and three years of Total Hospital Health Sysfem projections of revenue, expense and volume statistics
without, incremental to and with the CON proposal in the following reporting format:

‘olal Hospital Hesith System: FY 2009 FY 2010 FY 2011 FY 2009 FY 2010 FY 2011 FY 2008 FY 2010 FY 2011
Projected Projected Projected Projected Projected Projected Projected Projected Projected
lescription Wiout CO! Increment With CON Wiout COf Increment With CON Wiout GO nerement With CON
IET PATIENT REVENUE
lorGovernment $0 %0 $0
tedicare 30 $0 0
fedicaid and Ofher Medical Assistance 30 $0 $0
ther Government 30 $0 30
otal Net Patient Patient Revenue 80 50 30 30 $0 $0 50 30 $0
sther Operating Revenug
evenue from Operations 30 50 30 30 $0 $0 30 30 $0
IPERATING EXPENSES
alaries and Fringe Benefits $0 $0 $G
rofessional / Contracted Services $0 %0 0
upplies and Drugs $0 $0 $0
ad Debfs $0 30 3G
ither Operaling Expense $0 $0 0
ubtotal $0 30 §0 $0 80 30 50 $0 30
epreciation/Amortization $0 50 $0
terest Expense $0 0 0
case Expense %0 $0 §0
ofal Operating Expense 0 %0 $0 $0 30 0 $0 $0 30
ain/(Loss) from Operations 30 30 0 $0 50 50 30 $0 30
ius; Non-Operating Revenue $6 30 $0
evenue OQver/(Linder) Expense $0 30 $0 $0 E 50 $0 50 30
TEs 0 s} 0

Jotume Statistics:
rovide projected inpalient andlor outpatient statistics for any new services and provide actual and projecied inpatient and/or ouipatient statistics for any existing services which will change due to the propoesat,
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L.azarus, Steven

From: lLazarus, Steven

Sent:  Wednesday, July 30, 2008 11:53 AM

To: "Loraine Shea (HCGWY

Subject: RE: Docket No.: 08-31202, CON Application Forms

Loraine,

| mistyped, | do meant the Table 9, should be “Projected” Cardiac Cath. Volume by Operator as titied on the table
itself. The question leading to is misstated (question "0”) and should ask for three years projected.

Hopefully that answers your question.

-Steven

Steven W. Lazarus

Associate Health Care Analyst )
Certification, Financial Analysis & Forecasting %g?: =
Office of Health Care Access P = Py
State Of Connecticut RO S N
410 Capitol Avenue puy g ~ )
Hartford, Connecticut 06134 I ‘c":}” i
Phone (Direct Line): 860.418.7012 ﬁg s
Fax (Primary Line). 860.418.7053 =7 > e
Website: www.cl.gov/ohca 3 g — i
hee v* @
N8
&y D s

From: Loraine Shea (HCGW) [mailto:Ishea@hcogw.org]
Sent: Wednesday, July 30, 2008 11:45 AM

To: Lazarus, Steven

Subject: RE: Docket No.: 08-31202, CON Application Forms

Steven,
| was inquiring about table 9 (below) and these answers refer to table 8. could you review again?

From: Lazarus, Steven [mailto:Steven.Lazarus@ct.gov]
Sent: Wednesday, July 30, 2008 11:41 AM

To: Loraine Shea (MCGW)

Cc: Martone, Kim; Fedorjaczenko, Alexis; Durdy, Barbara
Subject: RE: Docket No.: 08-31202, CON Application Forms

Hi Loraine,
i reviewed our CON Application forms that were sent out and in Questions vi) m, Table 8, OHCA is requesting the
"Projected Operator Volume for each Facility.” The wording in the written question m should state “projected” not

“historical.” In the guestion and the table prior this question (vik, we are requesting the “Historical” Operator
volume for each Applicant.

So to clarify the Table 8 is correct and the question leading to Table 8 should have requested "projected” volume
not “historical” volume,

Please let me know you have require any further clarification and sorry for the confusion.

~Steven

7/30/2008
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Steven W. Lazarus

Associate Health Care Analyst

Certification, Financial Analysis & Forecasting
Office of Health Care Access

State Of Connecticut

410 Capitol Avenue

Hartford, Connecticut 06134

Phone (Direct Line): 860.418.7612

Fax (Primary Line). 860.418.7053

Wehsite: www.ct. gow/ohcg

From: Loraine Shea (HCGW) [mailto:ishea@hcogw.org]
Sent: Wednesday, July 30, 2008 11:10 AM

To: Lazarus, Steven

Subject: RE: Docket No.: 08-31202, CON Application Forms

Steven,
Thank you for forwarding these documents. In reveiw of the application | have one question.

Page 6 or 12 of the application: (at the bottom) It appears to ask for historical volume however the table is
referring to projected volume. Could you clarify that for me? (| have cut and pasted from the application)

o) In the following table format, please provide last three years of cardiac
catheterization volume by inpatient and outpatient, by operator and facility.

rable 9: Projected Cardiac Cath. Volume by Operator

Physician Facility FY 2009 VP | O/F FY 2010 P | O/F FY 2011 P | OF
(# of (#of (# of

Patients) Patients) Patients)

Key: Inpatient= I/P, Outpatient= O/P

thanks very much

Loraine Shea
Executive Director HCGW

From: Lazarus, Steven [mailto: Steven.Lazarus@ct.gov]
Sent: Friday, July 25, 2008 8:36 AM

To: Loraine Shea (HCGW)

Cc: Fedorjaczenko, Alexis; Durdy, Barbara; Martone, Kim
Subject: Re: Docket No.: 08-31202, CON Application Forms

Good Moring Ms. Shea,
Attached you will find the CON Application forms for St. Mary's Hospital, The Waterbury Hospital and John
Dempsey Hospital's proposal filed with OHCA under CON Docket No.: 08-31202-CON. Please feel free to

contact Alexis Fedorjaczenko at (860) 418-7067 or me if you have any questions. The hard copies were mailed
out fo your attention yesterday.

7/30/2008



-Steven

Steven W. Lazarus

Associate Health Care Analyst

Certification, Financial Analysis & Forecasting
Office of Health Care Access

State Of Connecticut

410 Capitol Avenue

Hartford, Connecticut 06134

Phone (Direct Line): 860.418.7012

Fax (Primary Line): 860.418.7053

Website: www. ct. gov/ohca

Saint Mary's Health System Disclaimer:

Page 3 of 3

The E-mail or documents attached to it,may contain confidential information belonging to the sender that is legally priviieged. This
information is intended only for the use of the individual or entity named above. The authorized recipient of this information is
prohibited from disciosing this information to any other party and is required to destroy the information after its stated need has
been fulfilled, If you are not the intended recipient of this information, you are hereby notified that any disclosure, copying, or
distribution of these documents is strictly prohibited. If you have received this information in error, please notify the sender

immediately to arrange for return of these documents.

7/30/2008



HOSPITAL AFFIDAVIT

The Waterbury Hospital, St. Mary's Hospital and John Dempsey
Hospital

Project Title: Replace Primary and Elective Angioplasty and Heart Surgery

programs at The Waterbury Hospital and St. Mary’s Hospital

CFO
(Position — CEO or CFQO)

Applicant:

i Colleen Scoit .
(Name)

of __The Waterbury Hospital being duly sworn, depose and
state that the (Hospital Name) information submitted in this Certificate of Need
application is accurate and correct to the best of my knowledge. With respect to
the financial impact related to this CON application, | hereby affirm that:

1. The proposal will have a capital expenditure in excess of $15,000,000.
[ ] Yes Xl No
2. The combined total expenses for the proposal’s first three years of

operation will exceed one percent of the actual operating expenses of the
Hospital for the most recently completed fiscal year as filed with the Office

of Health Care Access.

Yes [} No

TS e
p UWifos" 58 &
Signature Date o5 ° 0O
=t el

_ g1 > 5
Subscribed and sworn to before me on F {/ S~
Notary Public/Commissioner of Supérior Court
My commission expires: ?’3[ .L‘QLCOQ
Hospital Affidavit

0002

Revised 7/02
09/15/08



HOSPITAL AFFIDAVIT

The Waterbury Hospital, St. Mary's Hospital and John Dempsey
Hospital

Applicant:

Project Title: Replace Primary and Elective Angioplasty and Heart Surgery
programs at The Waterbury Hospital and St. Mary’s Hospital

I, William Casey . Interim CEO and President
(Name) (Position — CEO or CFO)

of Saint Mary's Hospital being duly sworn, depose and state that the (Hospital
Name) information submitted in this Certificate of Need application is accurate
and correct to the best of my knowledge. With respect to the financial impact

related to this CON application, | hereby affirm that:

1. The proposal will have a capital expenditure in excess of $15,000,000,

[] Yes No

2. The combined total expenses for the proposal’s first three years of
operation will exceed one percent of the actual operating expenses of the

Hospital for the most recently completed fiscal year as filed with the Office
of Health Care Access.

Yes [] No

Qe (Lo ool

Signafure / h
=8
N

HFOe @\ W

Subscribed and sworn to before me on &-P{’ tmofy 0, &S ® o

=S e W

= e

I

P g OS5 o

fiitrio gonsns oo D
oy L

Notary Public/Cemmission

issi ; RIAN@
My commission expires: V'CTOR'A C‘P Ne
MY COMMISSION EXPIRES FEB. 28, 2012

Hospital Affidavit

Revised 7/02 )
0003
08/15/08



HOSPITAL AFFIDAVIT

Applicant: ___The Waterbury Hospital, St. Mary’s Hospital and John Dempsey
Hospital

Project Title: Replace Primary and Elective Angioplasty and Heart Surgery
programs at The Waterbury Hospital and St. Mary's Hospital

I, James H. Thornton , Hospital Director
(Name) (Position — CEO or CFO)

of John Dempsey Hospital being duly sworn, depose and state that the (Hospital
Name) information submitted in this Certificate of Need application is accurate

and correct to the best of my knowledge. With respect to the financial impact
related to this CON application, | hereby affirm that:

1. The proposal will have a capital expenditure in excess of $15,000,000.
[ ] Yes No
2.

The combined total expenses for the proposal’s first three years of
operation will exceed one percent of the actual operating expenses of the

Hospital for the most recently completed fiscal year as filed with the Office
of Health Care Access.

Yes ] No

o -
: T« TR
M \ Y ag o =
i TS s
Sighature Date = > -
- / PO
2w
A
Subscribed and sworn to before me on 9 / )/// 0¥
W?"-w X/ M
7 7
Notary Public/Commissioner of Superior Court
My commission expires:
NOTARY Fogpe
MY COMMISSION EXPIRES OCT. 31,2008
Hospital Affidavit
Revised 7/02
0004
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OFFICE OF HEALTH CARE ACCESS
REQUEST FOR NEW CERTIFICATE OF NEED

FILING FEE COMPUTATION SCHEDULE

APPLICANT: TWH, SMH and JDH
FOR OHCA USE ONLY:

PROJECT TITLE: Replace demonstration project of DATE
Elective and Primary Angioplasty and Open Heart Service 1. Check logged (Front desk)

INITIAL

with permanent Elective and Primary Angioplasty and Open | 2. Check rec'd (Clerical/Cert.)

Heart Service Program 3. Check correct (Superv.)

DATE: September 15, 2008 4. Check logged (Clerical/Cert).)

SECTION A — NEW CERTIFICATE OF NEED APPLICATION
1. Check statute reference as applicable to CON application (see statute for detail):

X 192-638.Additional function or service, change of ownership, service termination.
No Fee Required.

19a-639 Capital expenditure exceeding $3,000,000 or capital expenditure exceeding $3,000,000
for major medical equipment, CT scanner, PET scanner, PET/CT scanner, MRI scanner,
cineangiography equipment or linear accelerator.

Fee Required.

192-638 and 19a-639.
Fee Required.

2. Enter $0 on "Total Fee Due" line (SECTION B) if application is required pursuant to Section
19a-638 only, otherwise go on to line 3 of this section.

3. Enter $400 on “Total Fee Due” line (SECTION B) if application is for capital expenditure for major
medical equipment, imaging equipment or linear accelerator less than $3,000,000

4. Section 192-639 fee calculation (applicable if section 19a-639 capital expenditure for major medical
equipment, imaging equipment or linear accelerator exceeding $3,000,000 or other capital
expenditure exceeding $3,000,000 is checked above OR if both 192-638 and 19a-639 are checked):

a. Base fee:
b. Additional Fee: (Capital Expenditure Assessment)

$ -.00

(To calculate: Total requested Capital Expenditure/Cost excluding capitalized financing
costs multiplied times .0005 and round to nearest dollar.) (§ x .0005)
c. Sum of base fee plus additional fee: (Lines Ada + A4b)

d. Enter the amount shown on line Adc. on "Total Fee Due" line (SECTION B).

SECTION B TOTAL FEE DUE:

$ .00

ATTACH HERE CERTIFIED OR CASHIER'S CHECK ONLY (Payable to: Treasurer, State of Connecticut)

W.cert/conforms/confee

Revised 11/06
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State of Connecticut
Office of Health Care Access
Certificate of Need Application

Please complete all questions. If any question is not relevant to your project, Not Applicable will be an
acceptable response. Your Certificate of Need application will be eligible for submission no earlier than
September 6, 2008 and may be submitted no later than November 5, 2008. The Analysts assigned to your
application are Steven W. Lazarus and Alexis G. Fedorjaczenko and they may be reached at the Office of
Health Care Access at (860) 418-7012 and (860) 418-7067, respectively.

Docket Number:
Applicants Names:
Contact Person:
Contact Title:

Contact Address:

Project Location:

Project Name:

Type proposal:

Est. Capital Expenditure:

08-31202-CON

The Waterbury Hospital, Saint Mary’s Hospital
and John Dempsey Hospital

Loraine Shea

Executive Director

Heart Center of Greater Waterbury
1075 Chase Parkway

Waterbury, CT 06708

Waterbury

Replace Demonstration Primary and Elective Angioplasty and Open
Heart Surgery Program at The Waterbury Hospital and Saint Mary’s
Hospital with a Permanent Primary and Elective Angioplasty and Open
Heart Surgery Program at The Waterbury Hospital and Saint Mary's
Hospital

Section 19a-638, C.G.S.

-0-
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Executive Summary

Our case for the Office of Health Care Access’s granting of permanent status to
the Heart Center of Greater Waterbury, as it is currently configured, rests on four
pillars:

I Community access to life-saving services for a large population.

. A program configuration that provides a practical, working solution
for the Greater Waterbury community at this time while optimizing
the use of institutional resources and respecting patient choice.

1. Proven success of the demonstration project.

IV.  The current, and still evolving, standard of care for patients with
heart disease.

Access to life-saving services:

The Heart Center of Greater Waterbury has had an extraordinary impact on our
community by correcting what was once a flawed delivery system for cardiac
care. The Office of Health Care Access took an affirmative step when it granted
approval for the original demonstration project. No longer does the Waterbury
area suffer from being the only major region in Connecticut without a full service,
comprehensive cardiac program.

Because the direct connection between rapid intervention and subsequent
outcome is incontrovertible, it is no longer morally acceptable that such a large
population concentration be deprived of rapid and consistent access to these life-
saving interventions. There is ample evidence that a return to the pre-
demonstration project "drip and ship" process would certainly result in deaths
and disability due to heart muscle damage that could have been prevented.
Local availability of full cardiac services also benefits patients by keeping them
close to the support of family and friends as well as other professional
caregivers. Itis also clear that the success of the Heart Center of Greater
Waterbury has irrevocably changed the standard of heart disease care in our
region to such an extent that loss of the program would precipitate the unraveling
of an entire system of care on which thousands of area residents depend.

A configuration that works:

The two Waterbury hospitals are proud of their history of collaboration on
complex clinical services. Ours is a working relationship that can serve as a
model for other Connecticut communities. The two hospitals continue to work
toward bringing that collaboration to its logical conclusion: a full merger.

Each of our collaborations — the Harold Leever Regional Cancer Center, the
Heart Center of Greater Waterbury, and, most recently, the consolidation of
inpatient pediatrics in partnership with the Connecticut Children's Medical Center-
- has been configured differently, depending on community needs, available
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capital and facilities resources, hospital utilization patterns (particularly
Emergency Department use patterns), transportation patterns, and so forth. The
advanced cardiac program ensures quality outcomes through its completely
common elements: patient care protocols developed with John Dempsey
Hospital; the surgical team (surgeons, perfusionists) also provided under contract
with John Dempsey Hospital; cardiac anesthesiologists; interventional and
medical cardiologists; participation in national quality of care databases and a
quality oversight program with participation from John Dempsey Hospital.
According to the latest literature, individual surgeon’s volume is the key quality
variable for open heart surgery, and our surgeons and interventional cardiologists
are among the busiest in Connecticut.

The demographics and economic vitality of the core towns of our region are
matters of great concern to us, and it is no secret that both hospitals are
financially stressed. Access to capital for equipment and facilities is a particularly
difficult issue. Our hospitals are constantly challenged to find creative and
pragmatic solutions to our diverse community’s health care needs. We believe
that The Heart Center of Greater Waterbury represents just such a practical
solution that has been demonstrably successful, not only in saving lives, but in
achieving high quality outcomes.

In considering our application, we hope that the Office of Health Care Access will
give appropriate weight to the work of those who know and understand the
unique characteristics of our community and the patient population we serve.
We also firmly believe that the Office of Health Care Access should not attempt
to force further consolidation of this program—with the attendant disruptions and
capital costs — unnecessary costs that neither financially distressed Waterbury
hospital can afford. Any further consolidation should occur only within the
context of a broader institutional integration plan.

A successful demonstration project:
By a host of measures, the Heart Center of Greater Waterbury has met or
exceeded expectations.
» Angioplasty volumes that exceeded demonstration project volume
targets by 50%
» Exemplary door-to-balloon times that boast a time-to-treatment that is
better than the national benchmark
= Excellent angioplasty and open heart surgery outcomes, as measured
by our participation in national databases
» Open heart surgery services provided by one of Connecticut's busiest
cardiothoracic surgical practices, at volume levels that have proven
quality performance can and does exist at the community hospital level
= Qutstanding patient satisfaction in the cardiovascular intensive care
units
* Robust community programs providing free health education to
residents
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We believe that the Waterbury program was, in fact, held to a much higher
standard than that applied to both established programs and other recently
approved programs. We hope that the standard of judgment for the approval of a
permanent program will be based on the realities of the greater Waterbury
region, and thoughtfully applied.

Standard of care:

In an urban area such as greater Waterbury, with a large population of poor and
elderly citizens who are often medically fragile, and who cannot travel easily to
other cities for acute care, the lack of a full service cardiac program is simply no
longer acceptable. Interventional cardiac services — angioplasty and open-heart
surgery — are the centerpiece of an entire system of care that includes preventive
medicine and medical therapies as well as these more invasive, acute forms of
care, and thus benefits thousands of greater Waterbury residents, not just the
acutely ill. We also expect that the best treatments for the various manifestations
of heart disease will continue to evolve. The continuation of a full service
program in Waterbury ensures that all current treatment options are at the
disposal of our local caregivers and available to our citizens, and, at the same
time, will enable our program to evolve along with changing technologies.

In conclusion, while we believe that community access to life-saving services is
the critical issue in this case, not hospital finances, it is also clear that the positive
financial impact on the two Waterbury hospitals has been significant and is an
important consideration in the potential merger of the two organizations. As the
Office of Health Care Access evaluates our application, we hope that the agency
will take the above factors into account, each on its own merits, but also
recognize that these elements are completely intertwined. The question of
“sufficient utilization” should be analyzed and evaluated in terms of the overall
community impact, taking into account all the procedures provided by the overall
program, not merely open heart surgery procedures.

Together we have the opportunity to ensure that the appropriate standard of
health care is accessible to the residents of greater Waterbury. It is our mandate
as health care professionals to provide essential life saving services where the
need is so clearly warranted

0009
09/15/08



1. Contact Information

OHCA requires each Applicant to provide a separate contact person. Please complete the
following “Contact Person” information for each Applicant:

Contact Information The Waterbury Hospital Saint Mary’s Hospital John Dempsey Hospital
Required
Name Colleen Scott Chad W. Wable Monte Giannini
Title Chief Financial Officer Executive VP, Strategy | Planning Analyst
Development and
System Operations
Phone & Fax (P)203-573-7280 (P)203-709-3368 (P)860-679-3707
Number (F)203-573-7325 (F)203-709-3238 (F)860-679-4515
Email Address cscott@wtbyhosp.org cwable@stmbh.org Giannini@nso.uchc.edu
Mailing Address 64 Robbins Street 56 Franklin Street 263 Farmington Ave

Waterbury, CT 06708

Waterbury, CT 06706

Farmington, CT 06030

Contact Information | Heart Center of Greater
Required Waterbury

Name Loraine Shea

Title Executive Director
Phone & Fax (P)203-575-5571
Number (F)203-575-5575
Email Address Ishea@hcogw.org
Mailing Address PO Box 2153

Waterbury, CT 06722
Or

1075 Chase Parkway
Waterbury, CT 06708
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2. Expansion of Existing or New Service

What services are currently offered at St. Mary's Hospital (“SMH") and The Waterbury
Hospital (“TWH?") that the proposed Elective and Primary Angioplasty and Open Heart
Surgery services will augment or replace? Include any cardiovascular disease prevention and
health promotion programs.

Response:

Replace: Saint Mary's Hospital (SMH) and The Waterbury Hospital (TWH) d/b/a the Heart
Center of Greater Waterbury (HCGW) have a longstanding history of providing cardiac
services to patients of the greater Waterbury area. These services include inpatient and
outpatient cardiology and medical services as well as timely emergency room care. Over the
last three years the HCGW has had a proficient and active angioplasty and open heart
surgery demonstration project that has been available for over 270,000 people in the
Waterbury region, and directly serviced more than 2,400 patients, all while maintaining
excellent outcomes.

Non-Invasive Cardiology:
o EKG testing with extensive database of historic EKG tests
o Holter monitor testing
o Echocardiography including Trans Esophageal Echocardiography with extensive
database of historic tests
o Stress Testing (treadmill, pharmacologic)
o Cardiology dedicated dual head nuclear cameras

Invasive Cardiology:
o Diagnostic Cardiac Catheterizations
o Single room with Biplane imaging
o Intra-aortic balloon pump placement
o Implants Pacemaker
o Implants Defibrillators

Cardiology Clinics:
o Pacemaker Clinic

Cardiac Rehab:
o Phasel
o Phasell
o Phaselll

Peripheral Vascular:

Interventional and diagnostic procedures

Minimally Invasive Abdominal Aneurysm Endovascular procedures
CT/MRI angiography

Endovascular and traditional open vascular surgery

Peripheral angioplasty

O 0000
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Critical Care Units:

o Critical care units directed by Board Certified Intensivists

o Cardiovascular unit--one stop post operative model for interventional cardiology
patients
Ongoing nursing education in collaboration with Advanced Practice Nurses
High percentage of RN with CCRN certification
Telemetry and hemodynamic units available
24 hour physician unit, coverage provided by on-site surgical and medical
residency program

O 0 0O

Emergency Department:
o Cardiac care protocols in place
o Cardiac monitors available in treatment rooms

Other:
o CT calcium scoring
o Computerized tomography angiography

Advanced Cardiac Services:
o Elective angioplasty
o Primary angioplasty
o Open heart surgery

In addition, HCGW offers an extensive community outreach and education program which is
provided to the greater Waterbury community as a free service. Community outreach
activities include heart health education on the signs and symptoms of heart disease, risk
factors and prevention, a cardiac support group, free screenings for blood pressure and
cholesterol and smoking cessation classes provided in collaboration with the American Lung
Association. Over the last three years thousands of greater Waterbury residents have
benefited from the ongoing education and outreach provided by the Program’s Advanced
Practice Registered Nurse and physicians (See Appendix 2).

SMH and TWH have an active and attending medical staff of 325 and 432, respectively. In a
community with two hospitals there is overlap of medical staff; however both hospitals have
an excellent physician base representing all major specialty areas. Of those, there are 17
cardiologists including 5 interventional cardiologists, 4 cardiothoracic surgeons and 4 cardiac
anesthesiologists actively practicing at both hospitals. HCGW patients benefit from the same
team of physicians regardless of which campus they choose for care.
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Program Physicians

Cardiologists

Board Certification

Ehsan Ansari, MD

Cardiovascular Disease, Internal Medicine,
Interventional Cardiology

Robert Anthony, MD, FACC

Cardiovascular Disease, Internal Medicine

George Antonopoulos, MD

Cardiovascular Disease, Internal Medicine

Paul Bellofiore, MD

Cardiovascular Disease, Internal Medicine

Henry Borkowski, Jr., MD

Cardiovascular Disease, Internal Medicine

Dennis Dobkin, MD

Cardiovascular Disease, Internal Medicine

Paul Kelly, MD, FACC

Cardiovascular Disease, Internal Medicine

Kevin Kett, MD, FACC

Cardiovascular Disease, Internal Medicine,
Interventional Cardiology,

Cardiovascular Nuclear Medicine,
Echocardiology

Michael Malinics, DO, FACC

Cardiovascular Disease, Internal Medicine

Joseph Morley, MD, FACC

Cardiovascular Disease, Internal Medicine

Suphichaya Muangman, MD

Cardiovascular Disease, Internal Medicine,
Interventional Cardiology

David Reis, MD

Cardiovascular Disease, Internal Medicine

Mark Rosenberg, MD, FACC

Cardiovascular Disease, Internal Medicine

Mark Ruggiero, MD

Cardiovascular Disease, Internal Medicine,
Cardiovascular Nuclear Medicine,
Echocardiology

Joel Sherman, MD, FACC

Cardiovascular Disease, Internal Medicine

Stephen Widman, MD, FACC

Cardiovascular Disease, Internal Medicine,
Interventional Cardiology

Ragurahman Vidhun, MD

Cardiovascular Disease, Internal Medicine,
Interventional Cardiology (Board Eligible)

Cardiothoracic Surgeons

Board Certification

Jonathan Hammond, Jr., MD

Surgery, Thoracic Surgery

Daniel Fusco, MD

Surgery, Thoracic Surgery

Paul Preissler, MD

Surgery, Thoracic Surgery

David Underhill, MD

Surgery, Thoracic Surgery

Cardiac Anesthesiologists

Board Certification

Ronald Burt, MD Anesthesia
Ricardo Cardenas, MD Anesthesia
David Heimbinder, MD Anesthesia
Paul Langevin, MD Anesthesia

It is the intention of the Applicants to replace the highly successful advanced cardiac services
noted above with a permanent Program offering continued high quality and service excellence
under the direction of this new Certificate of Need (CON). The greater Waterbury area is
relying on HCGW, in conjunction with John Dempsey Hospital (JDH), to continue to provide
these lifesaving services close to home.

Since July 18, 2005, the HCGW, in conjunction with JDH, has substantially improved the
quality of medicine and, in particular, cardiac care by successfully providing advanced cardiac
services. Thousands of residents have experienced and come to rely upon the current
standard of care for comprehensive cardiac services, over 2,400 of which have received
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interventional care. A permanent cardiac Program will provide a comprehensive chain of care
that begins with diagnosis, continues through all levels of necessary treatment and completes
itself with rehabilitation, community education and prevention that will serve to augment

existing vital cardiac services. The chain must not be broken by removing the “treatment” link.
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3. State Health Plan

No questions at this time.
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4. Applicants’ Long Range Plans

Is this application consistent with your long-range plan?

Yes [X 1 No

If “No” is checked, please provide an explanation.

Response:
The long range plans of SMH and TWH include a shared vision to build upon a history of

successful collaboration to create a health care delivery system that will ensure sustainable
access to quality health care for our community. The Board of Directors and executive
management teams at each hospital see the continuation of the HCGW on a permanent basis
as imperative to achieving this vision. The HCGW is just one example of successful
collaborations between the institutions. The hospitals also enjoy shared endeavors in
oncology, PET/CT imaging, inpatient pediatrics and the Waterbury Health Access Program
(WHAP). In fact, the collaborative relationship between SMH and TWH is a model that other
Connecticut cities with two hospitals should seek to emulate.

As stated above, the Applicant’s proposal is consistent with their vision and plans for the
future. However, one must also look at history and what greater Waterbury has achieved in
terms of advanced cardiac care for its citizens. Just a few years ago SMH and TWH
embarked on what was then a strategic plan to correct a flawed delivery system for cardiac
care in the greater Waterbury area. The result has been to provide greater Waterbury
residents with access to emergency and elective cardiac services in a timely, efficient and
competent manner. It is well known to the Office of Health Care Access that SMH and TWH
are financially distressed hospitals operating in a challenging environment. When the
Program was designed, it was done in a way that made the most cost effective use possible
of the two existing campuses. Where new infrastructure needed to be developed it was done
so with the philosophy of being One Program. The hospitals initially invested approximately
$7 million. Today this single Program has identical catheterization labs, operating room suites
and cardiovascular intensive care unit models. It also has identical care-giving teams of
cardiologists, interventional cardiologists, cardiothoracic surgeons, cardiac anesthesiologists
and perfusionists. The Program works exceedingly well in the context of our existing health
care delivery system including, most importantly, hospital use patterns. It is a model that
should not be modified simply because it is different from other programs in Connecticut.
Residents of other Connecticut urban areas have two hospitals with separate and distinct
advanced cardiac Program offerings. How fortunate for the residents of greater Waterbury,
the fourth largest urban area in the State, that their hospitals had the foresight to be
collaborative in the development of one advanced cardiac care Program. A Program that not
only has saved lives, but has provided continuity of care regardless of which side of the
Naugatuck River one chooses to receive treatment. What was once a long range plan for
advance cardiac services has been successfully implemented and should be allowed to
continue on a permanent basis.

0016
09/15/08



As mentioned above, when the Program was designed it was done in a way that made the
most effective use possible of the two existing hospital campuses. A great deal of thought
and consideration went into the original design of the Program. If the Applicants were asked if
the same infrastructure and design choices would be made again, and if we knew then what
we know now, the answer would be a resounding “yes”. In the development of the Program,
serious consideration was given to alternatives that were evaluated against various criteria
including the community uniqueness, long range plans and collective experience. As a point
of reference, the Program alternatives explored are outlined below.

. Primary angioplasty (only) in Waterbury

. Full service advanced cardiac care in Waterbury — jointly managed, one campus
. Full service advanced cardiac care in Waterbury — jointly managed, two
campuses

Primary angioplasty (only) in Waterbury:

While a primary angioplasty only (PAMI-only) program may be solution for other communities,
it is not so for the fourth largest urban region in the State. PAMI-only programs offer services
to only a small segment of the total population requiring immediate emergency interventional
cardiac care. Given the volume of patients seen in Waterbury, the Program would find itself in
an untenable situation whereby a patient could present with STEMI (ST- Elevation Myocardial
Infarction) and be treated with primary angioplasty intervention, while, simultaneously, another
patient presents with unstable coronary syndrome, undergoes a cardiac catheterization which
identifies the need for coronary intervention, and must subsequently be transferred to another
location for definitive therapy. The cardiologist and clinical staff involved in this scenario could
have treated both patients in one locale, providing the most efficacious treatment, while
saving time and dollars. Moreover, under a PAMI-only program, current caregivers, having
provided a full range of life-saving angioplasty services over the last three years during the
demonstration project, would find themselves in the untenable situation of not being able to
practice what they have demonstrated an ability to do exceedingly well. A step backward in
the standard of care would be an unfortunate and devastating result.

Furthermore, PAMI-only programs often produce a financial loss. Although some hospitals
are able to absorb this loss, the case is quite different with SMH and TWH. The financial
burden for physician coverage and staffing could not be offset by the other cardiac services.
This additional financial burden that would be incurred would further distress the overall status
of both SMH and TWH, and impact the ability of each campus to operate other unprofitable
medical, surgical and psychiatric clinics that are so desperately needed by the poor and
uninsured in this region.

Full service advanced cardiac care in Waterbury — jointly managed, one campus:

Patients receiving care at either of the Program’s campuses benefit from the care of
established, experienced interventional cardiologists, cardiothoracic surgeons and clinicians.
Patients suffering chest pain, or other symptoms associated with a heart attack, are well
advised to go to the nearest emergency department for expert evaluation. While such
symptoms may or may not be due to a heart attack, patients who think they may be having a
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heart attack would choose the emergency department in Waterbury where both coronary
intervention and open heart surgery capabilities exist. Likewise, patients seeking diagnostic
treatment and in need of a cardiac catheterization would choose the location where
therapeutic care is co-located and open heart surgery is available if needed. According to the
Connecticut Hospital Association’s Patient Census Report, the combined total of emergency
department visits at both of the Waterbury hospitals was almost 122,400 in fiscal year 2007.
The emergency departments, catheterization labs, cardiovascular intensive care units and
telemetry units at SMH or TWH campuses could not accommodate such a shift in demand. To
consolidate services to a single campus would cost more, in terms of capital investment, than
the two campus model, because one institution’s facilities would have to be expanded in order
to meet forecasted demand, while the other institutions facilities would suffer from diminished
use—resulting in an unnecessary waste of existing resources.

Full service advanced cardiac care in Waterbury — jointly managed, two campuses:

Having carefully considered other options, we are convinced that the Program as currently
designed, with care provided at both campuses, is the most practical and cost effective way to
provide advanced, comprehensive cardiac care services to the citizens of greater Waterbury.
Our proposal takes advantage of existing facilities and medical expertise, and meets or
exceeds all of the quality standards of regulatory and professional bodies. The local affiliation
is greatly enhanced by an innovative partnership with JDH, opening new opportunities for
medical education, research and further regional collaboration.

SMH and TWH, are in the best position to determine what will work best for the hospitals,
medical community and residents of greater Waterbury.

Consolidation scenario after a potential merger:

It is important to address the effect of a potential merger of SMH and TWH on the provision of
advanced cardiac services. It is well known that the demand for patient care is such that both
hospital campuses would need to be fully utilized for several years post merger. A newly built
hospital, while ideal, may not be financially possible for many years and it may not be the best
approach in the foreseeable future. As such, the first step would be to launch the planning for
numerous integration and transition tasks, while maintaining operations. Complex services or
services that are already producing positive results such as advanced cardiac care may not
be restructured for several years. Reference: Implementation timeline excerpt from the
March 2008 presentation by SMH and TWH to Commissioners of State agencies (Appendix
4). The cardiac program would, by necessity, likely continue to operate in its current two
campus formation for several years after the signing of final merger documents.

It is in the public record that the leadership of SMH and TWH are working towards a full asset
merger of their hospitals for the benefit of health care in the region. There is full commitment
from all parties to make it happen in the near future.

Future leadership will most certainly review the provision of advanced cardiac services to
consider if a re-configuration of these services would bring definitive value to the citizenry,
cardiologists, surgeons and institution. The analysis will be quite complex as the impact of
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such a consolidation of services would impact emergency, trauma, laboratory and blood bank
services, physical space such as dedicated operating rooms, cardiac catheterization

laboratories, inpatient telemetry and cardiovascular unit beds, cardiac rehabilitation services
and numerous other areas.

However, if restructuring the provision of advanced cardiac services would bring significant

benefit to the merged institution and render benefit to the public, and if there is adequate
capital available to fund such a large restructuring of facilities; the merged hospital would take
steps to bring that benefit to the region in due course.
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5. Clear Public Need

i. The record in this docket will include, in addition to other materials, the American College of
Cardiology/American Heart Association (ACC/AHA) practice guidelines.

a. The Applicants may submit any comments in response to this evidence, which they deem
appropriate.

Response:
American College of Cardiology/American Heart Association (ACC/AHA):

The Applicants submit the following comments regarding the ACC/AHA practice
guidelines. The ACC/AHA has produced volumes of guidelines, clinical competence
statements and practice guidelines. For the purpose of this discussion, several
documents from ACC/AHA are referenced with their title and date. The ACC/AHA
published a revised Guideline Update for Coronary Artery Bypass Graph Surgery
(CABG) in 2004. The revised guidelines were approved by the American College of
Cardiology Foundation Board of Trustees in March 2004 and by the American Heart
Association Science Advisory and Coordinating Committee in June 2004 and published
for the first time on August 31, 2004 in Circulation Journal of the American Heart
Association. These guidelines are not the same guidelines considered when the
Program’'s demonstration project was approved in July 2004 and, therefore, serious
consideration should be given to the revisions. Section 7 Institutional and Operator
Competence, 7.1 Volume Considerations (Appendix 5.i.a) provides an extensive review
of relevant literature that the Applicants request OHCA to consider. The studies found
that a wide variation in mortality rates exists and that some low volume programs
maintained excellent outcomes which call into question the use of volume as a sole
proxy for quality. The conclusion reached is as follows:

...In summary, studies suggest that survival after CABG is negatively affected
when carried out in institutions that perform less than a threshold number of
cases annually. Similar conclusions have been drawn regarding individual
surgeon volumes. In states where reporting of outcomes is an accepted
practice (e.g., New York State), the relationship between low volumes at either
an institutional or individual level seems to have diminished over time. This
observation strengthens the argument for outcome tracking and supports a
posture of close monitoring of institutions or individuals that perform less than
100 cases annually. It must be remembered that these same studies also found
a wide variation in risk-adjusted mortality rates in low volume situations; i.e.
some institutions and practitioners maintained excellent outcomes despite
relatively low volumes. Therefore, credentialing policies based on conclusions
drawn from these data must be made with caution....

The above referenced Guideline Update for CABG Surgery continues to support the
argument for monitoring clinical outcomes in those programs that perform less than 100
surgical cases annually. The guidelines certainly do not support the position that an
existing quality program with an institutional volume of less than 100 surgical cases not
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be allowed to operate. As a Program, HCGW has always performed above 100 cases
and, as demonstrated later in the application, is projected to do so in the future. These
guidelines refer to surgeon volume as well which, in the case of this Program, is an
important factor as seen in the response to question 5.i.b.

As the ACC/AHA guidelines refer to the provision of primary and elective angioplasty
services, the Applicants have continuously reviewed the ACCF/AHA/SCAI 2007 Update
of The Clinical Competence Statement on Cardiac Interventional Procedures, an update
of the 1998 Clinical Competence Statement, published June 25, 2007 in Circulation
(Appendix 5.i.a).

The Program has met and adhered to the Clinical Competence Statement as it applies to
institutional system requirements and will continue to do so. The guideline states:

... The interventional laboratory must have an extensive support system of
specifically trained laboratory personnel. Cardiothoracic surgical, respiratory,
and anesthesia services should be available to respond to emergency situations
in order to minimize detrimental coutcomes. The institution should have systems
for credentialing, governance, data gathering, and quality assessment.
Prospective, unbiased collection of key data elements on consecutive patients
and consistent feedback of results to providers brings important quality control
to the entire interventional program. The ACC/AHA/SCAI 2005 Guideline
Update for angioplasty recommends that each interventional program
performing elective angioplasty should have in-house surgical support.
Institutions that do not have in-house surgical support and are performing
primary open surgery only for STEMI, should have an established, well-
organized system for emergency transfer to surgery at another institution....

This updated Clinical Competence Statement also speaks to the operator volume issue
and although the recommended volumes have not changed from 75 procedures per
operator, it is critical to this process to understand the scientific review behind the
recommendations. The Clinical Competence Statement states:

...it is also important to underscore that there are significant limitations to the
simplistic interpretation of procedure volume statistics as a measure of
competence and quality. First, it is uncertain whether this relationship is a result
of the “practice makes perfect” principle, or the fact that patients are more
frequently referred to high-quality operators. Second, it remains unclear where
the “cut-off’ number should be set. Third, studies have shown significant
variability in the volume—outcome relationship within the same registry, with
some low volume operators having better than expected outcomes, and a few
high volume operators having worse-than-expected outcomes. Furthermore, at
present, few or no data exist linking operator volume to case selection,
appropriateness of procedures, peri-procedural Ml, long-term clinical outcome,
or cost effectiveness, each of which measures a component of quality of care....
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Additionally:

... The development of national, regional, and State registries for outcome
assessment is also promoting a shift of the paradigm surrounding quality of
angioplasty from a mere collection of procedure volume to objective assessment
of clinical outcomes...and as more registry data become available, procedure
volume will likely no longer be used as a replacement or a surrogate for quality
assessment....

And:

...Independent of procedure volume, all operators should participate in a
regional or national program for outcome assessment and quality
improvement....

In addition to a regular internal review of outcome data, the Program chose from the very
start to engage an outside organization to provide peer review as well. As the Program
wanted to ensure quality services, outside peer review has been conducted as part of
the quality review process.

The Program has also actively participated in two major databases for provision of risk
adjusted data comparisons to national and regional programs: the American College of
Cardiology-National Cardiac Registry Database (ACC-NCDR) and the Society of
Thoracic Surgeons (STS) Database. The Program utilized these comparisons as
intended, to evaluate processes and to make improvements if necessary.

The Clinical Competence Statement makes recommendations related to clinical
infrastructure including the skill of support staff and the quality of the facilities. During
the planning and implementation of the demonstration project, both facilities with the
assistance of JDH assured that catheterization labs were upgraded, clinical processes
were put into place to ensure excellent care, and a sophisticated data collection system
was established. These guidelines have been met and will continue to be met to ensure
a quality angioplasty program.

...Requirement for Institutional Resources and Support: A high-quality
angioplasty program requires appropriately trained, experienced, and skilled
physician operators. However, the operator does not work in a vacuum. An
operator needs a well-maintained high-quality cardiac catheterization facility to
practice effectively. In addition, the operator depends on a multidisciplinary
institutional infrastructure for support and response to emergencies. Thus, to
provide quality angioplasty services, the institution must ensure that its
catheterization facility is properly equipped and managed, and that all of its
necessary support services, including data collection, are of high quality and are
readily available....

0022
09/15/08



Society of Thoracic Surgeons:

The Society of Thoracic Surgeons (STS) is the nationally recognized professional
organization for cardiothoracic surgeons. The STS established a Quality Measurement
Task Force to develop a methodology for the comprehensive assessment of adult
cardiac surgery quality of care, including both individual measures and an overall
composite quality score. The report of the STS Quality Measure Task force entitled,
“Quality Measurement in Adult Cardiac Surgery: Part 1—Conceptual Framework and
Measure Selection” (Appendix 5.i.a.) was published in 2007 and recommends the use of
National Quality Forum measures of quality in program evaluation. The STS does not
endorse threshold volume for cardiac surgeons or open heart surgical programs
(Appendix 5.i.a.). The 2007 report states the following regarding the use of volume as a
proxy for quality for CABG procedures:

...Structure: Structural measures refer to inherent characteristics of the provider
that are believed to be associated with higher quality. These may include, for
example, the volume of a particular type of procedure performed annually,
advanced information technology such as electronic health records or
computerized order entry, participation in an outcomes database registry,
sophisticated radiographic imaging capabilities, number of approved
residencies, and nurse staffing ratios. For many such measures, the strength of
their relationship with desired health care outcomes is not well defined.

Without question, volume is the most extensively studied structural measure of
quality in all of medicine and surgery. Whether this reflects “practice makes
perfect” or “selective referral” to institutions perceived to be of higher quality is
uncertain. The strength of the volume outcome relationship varies widely. For
complex procedures such as esophagectomy or pancreatectomy that are
performed relatively infrequently even at high volume institutions, the volume-
outcome association is strong. For some frequently performed, relatively
standardized and mature complex procedures such as CABG, where annual
hospital volumes may range from 100 to more than 1000 cases, the volume-
outcome relationship is weak.

Structural measures may be useful proxies for outcomes when the latter data
are unavailable. Conversely, their relative utility diminishes when reliable
outcomes data are accessible. Furthermore, structural measures are often not
readily actionable by providers, and this diminishes their usefulness as quality
improvement tools....

The leading organization for cardiothoracic surgeons has voiced strong opinions on the
matter of volume targets for OHCA to consider in this matter.

American College of Surgeons:

Although this application does not specify other guidelines that will be used in the
consideration of this CON, the Applicants submit that The Guidelines for Standards in
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Cardiac Surgery (Appendix 5.i.a.) set forth by the American College of Surgeons (ACS)
in 1996 are significantly outdated. The 1996 Guidelines state that “current standards of
practice form the basis of the report” however, the standards state that the volume
guidelines are based on data from 1975. In 1975, cardiac surgery was in its infancy. In
1975 the practice of cardiothoracic surgery did not have the benefit of subsequent years
of the additional science and technology that have shaped the practice today.

In 2008, over thirty years later, it is important to consider and review the current status of
the medical literature that speaks to cardiac surgery volume and outcomes.

Appendix 5.i.a. provides the most current medical literature to date related to cardiac
surgery and the volume-outcome connection. A summary of the literature is also
provided below. OHCA defines “utilization” as patterns or rates of use of a single service
or type of service; e.g., hospital care, physician visits, prescription drugs (OHCA
Glossary of Terms). With regard to evaluation of advanced cardiac services, utilization
should be analyzed and evaluated in terms of the overall community serviced and all the
procedures provided by the overall Program, not merely one particular interventional
procedure. If OHCA intends to continue to define acceptable utilization standards, it is of
utmost importance that all factors, literature and current “recommendations” be
considered in this process.

Summary of Recent Medical Literature related to Volume and Qutcome:

The following is a summary of nine studies and their conclusions. These studies were
published subsequent to the approval of the Program in 2004. They demonstrate that
there is no clear relationship between volume and outcome, that volume is a poor
predictor of quality and that the prior studies that found an association between volume
and outcome did not address the effects of surgeon-specific volume. The following more
relevant and recent medical literature must be taken into consideration in evaluating any
advanced cardiac care Program in the greater Waterbury area.

Ricciardi R., Virnig B. A., Ogilvie J. W., Dahlberg P. S., Selker H. P. & Baxter N.N.
(2008). Volume-outcome relationship for coronary artery bypass grafting in
an era of decreasing volume. Archives of Surgery, 143(4), 338-44.

This study was conducted over a period of 16 years. Study leaders hypothesized that
the decrease in hospital procedure volume for CAGB would relate to an increase in the
in-hospital mortality rate. It used hospital discharge data from the National Inpatient
Sample from January 1, 1988 to December 31, 2003. A 20% random sample of all
patients who underwent CABG or angioplasty was used. The study had four different
aims including: 1) to determine trends in coronary revascularization techniques
performed surgically or by angioplasty; 2) to define trends in valve replacement and
repair; 3) to record mortality by year and by CAGB volume to evaluate the effect of
declining CABG volume on the volume-outcome relationship, and 4) to quantify the
difference in mortality between high and low volume hospitals.
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During this period, the rate of CABG increased from 7.2 cases per 1,000 discharges in
1988 to 12.2 cases per 1,000 in 1997 and then declined to 9.7 cases in 2003. During
this same period the volume of angioplasty procedures tripled. For CABG, the
proportion of high volume hospitals increased to a peak of 32.5%, but then decreased to
15.5% in 2003. During this same time frame, low volume hospitals (12-149 CABG/year)
decreased from 49.6% in 1988 to 35.5% in 1997, but then increased to 52.4% in 2003.
The numbers of individuals undergoing CABG procedures in low volume hospitals
peaked in 2003 at 24.6%. In this 16 year time frame CABG mortality rate declined from
5.4% to 3.3% and in every category of hospital defined by volume, there was a
statistically significant decrease in mortality. Hospitals performing the lowest volume of
CABG experienced the largest decrease of in-hospital mortality. The study concludes
that these results should, “challenge the setting of any arbitrary volume cut point:
positive effects on patient outcome are multi-factorial and are inadequately described by
procedure volume.”

Yuh, D. D. (2008). Volume-outcome relationship for coronary artery bypass
grafting in an era of decreasing volume-invited critique. Archives of
Surgery, 143(4), 344.

In this invited critique the author notes that findings of above study suggest that
traditional volume-outcome tenets may be overly simplistic and inaccurate in assessing
current CABG practices. The critique notes that there is growing experiential evidence
that hospital-based quality control, monitoring and best-practice programs may have a
more significant effect on outcomes than volume, particularly in generally routine surgical
procedures such as CABG.

Marcin, J. P., Li, Z., Kravitz, R. L., Dai, J. J., Rocke, D. M., & Romano P. S. (2008,
February). The CABG surgery volume-outcome relationship: Temporal
Trends and Selection Effects in California, 1998-2004. Health Research &
Educational Trust, 43(1). Retrieved from
http://www3.interscience.wiley.com/cgi-bin/fulltext/119390760/PDFSTART

This recently published study examines patient-level clinical data collected from the
California CABG Mortality Reporting Program; a voluntary reporting program from 1998
to 2002 involving between 68 and 81 hospitals. In addition, for the years from 2003 to
2004, patient-level clinical data was examined from the California CABG Reporting
Program which is a mandatory reporting program in the State of California. This study
took place during a transition from the voluntary to the mandatory reporting of CABG
outcomes. In this study the patient was the primary unit of study and in-hospital mortality
was the primary outcome measured. The study acknowledged previous research in the
area of volume and outcomes. It also noted that several recent studies with vigorous
statistical methods and the use of risk adjusted data found limited or insignificant
relationships between volume and outcome. The data elements collected included
patient-level data defined by the STS in addition to data elements defined by other state
programs including Massachusetts, New York, New Jersey and Pennsylvania. For this
group of multiple hospitals in California it was determined that there was a “consistent
but small” volume-outcome relationship for CABG surgery during the years 1998 to
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2002, however this relationship disappeared in 2003 and 2004. The study demonstrated,
as other more recent studies, that CABG volume may no longer be the quality metric to
use to determine Program value. Several reasons were hypothesized for this result
including the use of patient specific clinical and risk adjusted data rather than
administrative data as well as the advances in surgical practice that have increased
overall quality of care to the patient.

Welke K. F., Barnett M. J,, Sarrazin M. S. & Rosenthal G. E. (2005). Limitations of
hospital volume as a measure of quality of care for coronary artery bypass
graft surgery. Annals of Thoracic Surgery, 80(6), 2114-9.

This study reviewed over 900,000 Medicare patients for the purpose of quantifying the
strength of hospital volume as a predictor of mortality following CABG surgery. Through
examination of six years worth of data, the study demonstrated that although on average
higher volume hospitals had lower CABG mortality rates than lower volume hospitals, a
wide variation in risk-adjusted mortality rates existed among hospitals within similar
volume categories and the discrimination of volume as a predictor of mortality was only
“slightly better than a coin flip”. It concluded that while there are many factors that
contribute to the mortality risk of a patient undergoing CABG, hospital volume is a
relatively weak predictor.

Khuri S. F. & Henderson W.G. (2005). The case against volume as a measure of
quality of surgical care. World Journal of Surgery, 29(10), 1222-9.

The purpose of this study was to evaluate the use of volume criteria in setting standards
of quality of surgical care. The conclusion of this study was that the use of risk-adjusted
outcomes is more appropriate for setting such standards. The author notes that allowing
standards based on volume means accepting the premise that low volume hospitals
deliver substandard care and high volume hospitals always deliver good care. The
author, Dr. Shukri Khuri, has been actively involved in the Veterans Administration
National Surgical Quality Improvement Program (NSQIP), the first national, validated,
outcome-based and peer controlled program for measuring and enhancing quality
surgical care. In contrast to many research studies which have reviewed administrative
databases to look at the volume-outcome relationship, NSQIP utilizes a trained nurse to
collect prospective clinical data on all major surgical operations in the V.A. This allows
for the ability to adequately adjust for patient severity of iliness. Work by the NSQIP
indicates that volume of surgical workload is unrelated to quality of care and attempts at
setting volume as a standard are flawed. NSQIP has found no direct relationship
between volumes and outcomes and has demonstrated that the systems of care have
more impact on overall outcomes than does volume. Dr. Khuri notes that any threshold
volume below which quality is likely to be compromised is illusive at best.
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Zacharias A., Schwann T. A,, Riordan C. J., Durham S. J., Shah A, Papadimos T.
J., Engoren M. & Habib R.H. (2005). Is hospital procedure volume a reliable
marker of quality for coronary artery bypass surgery? A comparison of risk
and propensity adjusted operative and midterm outcomes. Annals of
Thoracic Surgery, 79(6), 1961-9.

This study reviews the type of system currently in place within the Program [i.e. same
surgical team providing services at what are considered Low Volume Hospitals (LVH)
and High Volume Hospitals (HVH)]. Zacharias et al. reviewed the results of several
recent studies looking at the association between hospital volume and outcome,
including a study by Peterson, et al. described below. In these studies, the authors
concur that hospital volume-outcome effects are confounded by a significant
independent surgeon volume effect. The purpose of this study was to better define
whether the procedure volume effects are surgeon or institutional in origin. The study
examined 30-day and 3-year mortality for two different institutions served by the same
surgical team over a two-year period. The same perfusion team provided bypass
services at the two hospitals. Results showed that the two hospitals exhibited multiple
demographic and risk factor differences. However, unadjusted operative mortality was
similar for the LVH and the HVH (2.38% vs. 2.98%), with nearly identical observed to
expected ratios, irrespective of preoperative risk category. Hospital volume did not
predict operative mortality. The study concluded that when served by the same high
volume surgeons, similar operative and mid-term outcomes may be achieved in LVH and
HVH and surgeon experience rather than institutional volume may be the more critical
factor. In addition, cardiac surgeons who apply similar patient care standards and
pathways and emphasize a team approach to cardiac surgery care can and do achieve
similar outcomes at independent low volume and high volume programs.

Peterson E.D., Coombs L.P., DeLong E. R., Haan C. K. & Ferguson T. B. (2004).
Procedural volume as a marker of quality for CABG surgery. JAMA, 291(2),
195-201.

This study did an observational analysis of 267,089 CABG procedures performed at 439
U.S. hospitals and reported through the STS National Cardiac Data Base. Overall,
operative mortality for CABG surgery was 2.66%. After adjusting for patient risk, the
rates of operative mortality decreased with increasing CABG volume; however, this
association was not observed in patients under the age of 65 or for those with low
preoperative risk. Hospital volume generally had poor predictive accuracy as a means of
identifying hospitals with significantly better or worse CABG mortality rates. The study
indicates, however, that in contemporary practice, hospital procedure volume is only
modestly associated with CABG risk adjusted outcomes, and therefore is not an
adequate quality metric for CABG surgery. The use of risk adjusted outcomes through
national clinical databases should be supported as a measure of quality. The results of
this study indicating that the volume-outcome effect is not significant in patients under 65
years of age and in those with low pre-operative risk, imply that prior studies performed
exclusively in Medicare patients and without risk stratification would have inflated the
volume-outcome effect. The conclusion was that “the closure of up to 100 of the lowest
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volume centers (i.e. those performing less than or equal to 150 CABG procedures) would
avert fewer than 50 of the 7,110 (less than 1%) of CABG related deaths.”

Papadimos T. J., Habib R. H., Zacharias A., Schwann T. A, Riordan C. J., Durham
S. J. & Shah A. (2005, May). Early efficacy of CABG care delivery in a low
procedure-volume community hospital: operative and midterm results. BMC
Surgery, 5,10. Retrieved from
http://www.pubmedcentral.nih.qov/picrender.fcgi?artid=1131308&blobtype=
pdf

The authors note that the studies related to the volume-outcome connection have had
varying and sometimes conflicting results. This study reviews the experience with a
recently initiated small community hospital cardiac surgery program modeled after a
similar high volume program in the same region. The newer program had cardiac
surgery services provided by the same surgeons who performed services at an HVH.
The authors looked at isolated CABG morbidity and mortality outcomes at the LVH (new
program) and compared them to the national data as reported by the STS National
Cardiac Data Base over the period of time from February 1, 2001 to December 31, 2003.
All CABG procedures at the LVH were performed by the same high volume surgeons
who performed CABG procedures at the HVH. The LVH operative mortality did not
statistically differ from the STS benchmark. This study paradigm, involving a group of
high volume surgeons from a high volume facility establishing a new lower volume
program at another facility is similar to the structure of the HCGW Program and
demonstrates that high quality CABG care with good outcomes can be achieved at a
new lower volume program provided that it is served by high volume cardiac surgeons
and backed up by a highly trained dedicated support team.

Kalant N. & Shrier I. (2004). Volume and outcome of coronary artery bypass graft
surgery: Are more and less the same? Canadian journal of cardiology,
20(1), 81-6.

This research looked at and compared many previously quoted studies relating
procedure volume to outcomes. Although in early studies there seemed to be a
relationship between volume and procedure outcome, the relationship has diminished
over time virtually to zero. The findings of this study, along with the other recent studies,
suggest that the evolution of CABG surgery has reduced the importance of the earlier
evidence linking volume and outcome. Individual studies may still show a small effect of
volume on outcome, but the overall pattern of results does not. Consequently, the
combined evidence does not provide support for a policy of regionalization of CABG
surgery.

b. Please discuss The Waterbury Hospital (‘TWH") and St. Mary’s Hospital (“SMH") d/b/a
Heart Center of Greater Waterbury's (‘HCGW") historical institutional and operator
volumes (Elective and Primary Angioplasty and Open Heart Surgery) in relation to the
ACC/AHA recommended volume guidelines.
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Response:

Related to ACC/AHA recommended volume guidelines, the Applicants have met the
guidelines in all areas.

As to angioplasty: Individual operator volume for each interventional cardiologist has
exceeded the recommended volume number of 75 per year (see Table 7). As to open
heart surgery: The ACC/AHA guidelines do not provide a recommended institutional or
operator volume. However, the guidelines provide that monitoring should occur for
“hospitals or individuals performing less than 100 cases annually.” The Program does
detailed monitoring of the Program’s individual components and as a whole. As
indicated in Table 7, the Program’s cardiothoracic surgeons have each exceeded 100
cases annually as individual practitioners for the last three years. Three of the four
cardiac surgeons at HCGW have practiced for decades. In addition, both campuses
have exceeded or been very close to 100 cases each year of the demonstration project.
As already noted above, the Program continuously monitors the outcomes and quality of
services and, therefore, is in compliance with the recommendations of the ACC/AHA.

As is also noted, the Program participates in the STS National Cardiac database and will
continue to do so for the purpose of monitoring National Quality Forum measures and all
applicable outcomes.

The HCGW is one Program with two physical locations. All Program cardiologists,
cardiac surgeons, cardiac anesthesiologists and perfusion teams practice at both
hospital campuses, utilizing the same processes and maintaining the same practices at
both campuses. HCGW is one Program with two campuses and its volume as a whole
far exceeds any suggested guidelines.

Explain how it was determined there was a need for the proposed interventional cardiac
services at SMH and TWH.

Response:
Need for the Program is not hypothetical, estimated or projected. The need for this

Program has been demonstrated by the more than 2,400 patients in the three years of
operation who have benefitted from the excellent, advanced cardiac services available.
Contrast this demonstrated real need from a typical CON that uses statistics,
assumptions and estimates to calculate need. This Program has absolute verified data:
actual patients served.

Clearly the analysis of the need for this Program must be evaluated in the context of the
present Program. That is, in this application OHCA is not faced with the addition of a
potential new Program that may change the way services are rendered to a community,
but rather with taking away an existing excellent Program. This is unique for OHCA and
must be an important factor in any determination of the permanence of this Program.
Real lives have been saved by the Program and will be saved in the future.
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Coronary artery disease is the number one cause of death in the nation and in
Connecticut. As the fourth largest metropolitan area in Connecticut, unfortunately
greater Waterbury is not immune from this disease. See Figure 1.

Figure 1. Cardiovasculer Diseass Deaths, Connecticut Residents . 2002

Essential
Hypertension 2%

Congestive Heart
Failure §%

Cerebrovascular
16%

Coronary Heart
Diszase 55%

Other 21%

Source: Connecticut Department of Public Health, Vitsl Records Mortality Files, 2005

Population:

Detailed population data is provided in the response to question 5.iii.b. However, in
summary, as a population ages, the demand for cardiac services significantly increases.

o The growth in total population in the primary service area from 2002 to 2006
was 3%. It is expected to grow by an additional 3% to 281,800 by 2011.

o The population over 45 years of age in 2006 was approximately 40% of the total
primary service area population. This is expected to increase through 2011 to
44% of the total population.

o The female portion of the population over 45 years of age in 2006 was 55% of
the total. The female portion of the population over 45 years of age is expected
to remain at this level through 2011 (source: Claritas Inc.). This is critical in the
consideration of present and future cardiac care needs because it has been
shown that coronary artery disease in the female population has been under-
diagnosed in the past and women have a longer life expectancy than men. CT
Women's Health, a 2001 Connecticut Department of Public Health publication
(Appendix 5.ii) states that cardiovascular disease is the number one cause of
death for Connecticut women. The report notes the sex specific differences in
risk factors such as diabetes mellitus and postmenopausal loss of estrogen.




The Connecticut Department of Public Health report on Cardiovascular Disease
Issue Brief #2002-1 from February 2002 (Appendix 5.ii) concurs that
cardiovascular disease is the leading cause of death for Connecticut’'s women.
It notes that normal estrogen levels in pre-menopausal women provide some
protection against heart disease. With the onset of menopause this benefit
diminishes and suggests the demand for cardiovascular services may grow at a
faster rate for postmenopausal women than for the population as a whole.

Cardiovascular health statistics and risk factors are discussed in the response to
question 5.iii.b.

Angioplasty:

Of the over 2,400 patients who have had procedures performed, 1,800 have received
angioplasty. Of these, approximately 300 patients have received lifesaving primary
angioplasty for ST-Elevation Myocardial Infarction (STEMI).

For those patients suffering from STEMI, research and current medical literature confirm
that the time to treatment is critical to survival. The current recommendation to clinicians
from the ACC is to treat a STEMI patient within 90 minutes of arrival at an emergency
department (Appendix 5.ii). This “door to balloon time” (D2B) measures the time of
arrival at the emergency department to the time of initial balloon inflation to open a
blocked artery. The faster an artery is opened the less heart muscle is damaged.

Program data (through July 2008) related to treatment of STEMI patients demonstrates
that 88% of the patients requiring acute angioplasty are treated in less than 90 minutes.
This far exceeds the ACC goal of having 75% of the patients treated in 90 minutes or
less. In addition, the Program’s average D2B time is 67 minutes. The need to continue
with this level of care for the greater Waterbury residents could not be more evident.
(See also response to question 6.E.)

Termination of a service that provides excellent time to treatment will increase disability
due to time lost and will most certainly cost lives. In the greater Waterbury area an
average of 100 citizens per year are treated for STEMI with emergency angioplasty. The
need for continuation of life saving services exists because citizens of greater Waterbury
are at risk of dying without it. This Program exists because the population of greater
Waterbury is at significant risk of preventable death if advanced cardiac services are not
available in a timely and quality manner.

The current standard of practice in Connecticut and the recommendation from the
ACC/AHA is that hospitals with elective angioplasty have on site open heart surgical
back up. Program volumes for angioplasty justify the need for this at both Waterbury
campuses. Waterbury, the fourth largest metropolitan area in Connecticut needs a full
service cardiac program including elective and primary angioplasty and open heart
surgical services.
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The Connecticut Hospital Association's CHIME data has shown a statewide decline of
9% in angioplasty volumes from fiscal year 2003 to fiscal year 2008 (annualized through
first six months). Despite these trends, utilization of these services at HCGW has
exceeded the benchmarks set for the demonstration project. Again, the Applicants
submit that statewide trends absolutely do not subvert the need for quality advanced
cardiac services provided locally.

Open Heart Surgery:

Three years of recent historical data demonstrate that the need for interventional cardiac
services currently exists in greater Waterbury. Over 2,400 patients have utilized the
Program for lifesaving and life changing services including over 600 patients who were
treated with elective, urgent and emergent open heart surgery.

The Advisory Board Company is an independent “think tank” that provides best practice
research and analysis to members of the health care industry. Its Cardiovascular
Roundtable, which was the first Advisory Board research group targeted to a particular
clinical specialty, conducts research that focuses on best practices and factors that
influence practice. With medical advances including new medications and the advent of
drug-eluting stents, the Cardiovascular Round Table has documented a decline nation-
wide in CABG Surgery (Appendix 5.ii). This has also proven true in Connecticut based
on Connecticut Hospital Association data. The Cardiovascular Round Table predicts
that some decline will continue through the end of the decade. With recent news reports
questioning the safety and long term efficacy of drug-eluting stents, however, this is still
open for debate and in fact HCGW physicians purport that the decline will slow and level
out. Conversely, the demand for valve surgery will increase by 15% through the first
decade of the century per the Cardiovascular Roundtable (Appendix 5.ii). Connecticut
data mirrors these projections.

CHIME data has shown a statewide decline as predicted in CABG surgery discharges.
From fiscal year 2003 to fiscal year 2008 (annualized through first six months) CABG
surgery discharges declined 33%. Valve surgery statewide discharges have increased
6% from fiscal year 2003 to fiscal year 2008 (annualized through first six months).

Despite this statewide data, Program data indicates growth of 12% from Program year 1
to Program year 3 for total open heart surgery volume which does not support
termination of services. Again, the Applicants submit that statewide trends absolutely do
not subvert the need for quality advanced cardiac services provided locally.
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iil.

Provide the following information for each Applicant:

a) Primary and secondary service area towns specific to the proposed interventional

cardiac services. Provide the methodology used to delineate the service areas.

Response:
Defining Primary and Secondary Service Area:

Towns comprising the Program'’s primary service area (PSA) and the secondary
service area (SSA) are listed in Table A. HCGW Program data between the years of
2005 and 2008 was analyzed to determine the Program’s primary and secondary
service areas. The towns analyzed also happen to represent the residency of patients
receiving care at both hospitals for the full range of circulatory system disorders. For
the purposes of this application, the focus is on advanced cardiac services.

The Connecticut Hospital Association’s CHIME data for open heart surgery and
angioplasty was utilized in the creation of Table A. In 2007, 92% of angioplasty and
open heart surgery patients lived in the 13 towns that make up the PSA. Just over 4%
of Program patients lived in the SSA. Future volume projections in the application
have been be calculated utilizing data from the Program’s PSA. See Table A.
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Table A Saint Mary’s Hospital and The Waterbury Hospital
Combined Cardiovascular Inpatient Patient Origin — Discharges

2005 to 2008 YTD
Town 2005 2006 2007 2008 YTD
% of Total % of Total | % of Total | % of Total

Beacon Falls 0.65% 0.25% 1.28% 1.31%
Bethlehem 1.94% 1.64% 1.66% 2.10%
Cheshire 1.94% 2.64% 2.04% 1.31%
Middlebury 3.23% 2.77% 2.68% 2.89%
Naugatuck 11.61% 12.70% 11.86% 12.34%
QOakville 4.52% 3.52% 4.97% 5.25%
Prospect 2.58% 4.40% 2.81% 3.41%
Southbury 3.87% 4.15% 3.95% 3.94%
Thomaston 2.58% 3.65% 3.19% 3.15%
Waterbury 44.52% 41.26% 42.73% 40.42%
Watertown 6.45% 5.41% 5.74% 5.77%
Wolcott 5.16% 7.17% 5.74% 4.20%
Woodbury 4.52% 3.52% 3.44% 3.67%
PSA Total 93.55% 93.08% 92.09% 89.76%
Morris 0.00% 0.13% 0.13% 0.00%
Oxford 0.00% 0.88% 0.38% 0.26%
Plantsville 0.00% 0.00% 0.89% 0.00%
Plymouth 0.00% 0.25% 0.64% 0.00%
Seymour 0.00% 0.50% 0.13% 0.79%
Southington 0.00% 0.25% 0.77% 0.79%
Terryville 0.65% 0.50% 0.89% 0.79%
Torrington 0.65% 0.25% 0.51% 2.10%
SSA Total 1.29% 2.77% 4.34% 4.72%
Total Service Area 94.84% 95.85% 96.43% 94.49%
Other 5.16% 4.15% 3.57% 5.51%

Source Data: CHIME Decision Support Tool

Data Includes Patient Origin of patients admitted to SMH and TWH for the following: Valve Surgeries: DRGs 104 and 105;
Open Heart Surgeries: DRGs, 106, 547, 548, 549 and 550; Angioplasties: DRGs 518, 555, 556, 557 and 558

Fiscal Year 2008 YTD data represents October 2007 — March 2008

b) Cardiovascular health statistics and risk factors in the service area. Provide
evidence

Response:
Several health statistics and risk factors have bearing on the need for a full service

cardiac program. They include population data, age distribution, gender data and risk
factor prevalence.

Population:

Table B outlines population statistics at the time the original Program planning
commenced in 2002 and at the intervals of 2006 and 2011. The population of the
PSA continues to grow and supports the need to establish a permanent

0034
09/15/08



cardiovascular program in the Waterbury area. Census data predicts an overall 3%
increase in population from 2006 to 2011 (273,163 to 281,800).

Table B Cardiovascular Primary Service Area Population
2002 to 2011
Town 2002 2006 2011 2006-2011
% Change
Beacon Falls 5,371 5,582 5,887 5.46%
Bethlehem 3,495 3,648 3,832 5.04%
Cheshire 28,733 29,635 30,566 3.14%
Middlebury 6,910 7,220 7,635 5.75%
Naugatuck 31,110 32,198 33,129 2.89%
Oakville 8,383 8,447 8,681 2.77%
Prospect 8,822 9,280 9,791 5.51%
Southbury 18,974 19,938 21,052 5.59%
Thomaston 7,604 8,121 8,512 4.81%
Waterbury 107,447 108,684 110,314 1.50%
Watertown 13,494 14,076 14,536 3.27%
Wolcott 15,467 16,466 17,458 6.02%
Woodbury 9,328 9,868 10,407 5.46%
PSA Total 265,138 273,163 281,800 3.16%

Source: Claritas, Inc.

Age Distribution:

Age is the most predictive factor for estimating utilization of angioplasty, open heart
surgery and cardiac diagnostic services. An aging population will have a higher
incidence of cardiovascular and coronary artery disease and a greater need for
cardiac diagnostics and therapeutic procedures. The Program’s PSA has historically
had a higher proportion of older individuals than the State and the nation and data

indicates this trend will continue.
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Table C Cardiovascular Primary Service Area Population
2011 Age Demographics
2011 45 years and over 65 years and over
National 40.0% 13.6%
Connecticut 44.0% 14.9%
HCGW PSA 43.56% 15.36%

Source: Claritas, Inc.

The following shows a significant 11.3% increase in the age 45+ population for the
Program’s PSA between 2006 and 2011. As stated above, this growth in the aging
population signifies a projected increase in demand for care and anticipated
increases in the utilization of cardiovascular services.

Table D Cardiovascular Primary Service Area Age 45+ Population
2002 to 2011

2006-2011
Town 2002 2006 2011 % Change
Beacon Falls 1,853 2,147 2,526 17.65%
Bethlehem 1,563 1,797 2,042 13.63%
Cheshire 11,068 12,344 13,576 9.98%
Middlebury 3,242 3,572 3,975 11.28%
Naugatuck 10,485 11,806 13,316 12.79%
Oakville 3,177 3,447 3,879 12.53%
Prospect 3,573 4,084 4,661 14.13%
Southbury 9,870 10,770 11,872 10.23%
Thomaston 2,779 3,309 3,871 16.98%
Waterbury 38,311 39,686 42,785 7.81%
Watertown 5,582 6,310 7,032 11.44%
Wolcott 5,899 6,818 7,908 15.99%
Woodbury 4,057 4,191 5,319 26.91%
PSA Total 101,459 110,281 122,762 11.32%

Source: Claritas, Inc.
Gender:

In addition to the age and general statistics, the female age distribution was
analyzed. This information is important since as reported by the Connecticut
Department of Public Health, the market demand for cardiovascular services is
predicted to grow at a faster rate for postmenopausal women. Additionally, women
are living longer than men (Reference Appendix 5.ii). This segment of the population
has been inadequately served throughout the United States. Women have been
targeted by many hospitals for education regarding the availability of services and are
a responsive audience for information.

Census data indicates that the 45+ female segment of the population will increase
10.7% in the Program’s PSA between 2006 and 2011. Again, we see indications of
an overall increase in cardiovascular demand for the PSA.
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Table E  Cardiovascular Primary Service Area Age 45+ Female Population

2002 to 2011

2006-2011
Town 2002 2006 2011 % Change
Beacon Falls 959 1,100 1,303 18.45%
Bethlehem 819 938 1,072 14.29%
Cheshire 5,906 6,440 7,230 12.27%
Middlebury 1,710 1,912 2,136 11.72%
Naugatuck 5,709 6,397 7,172 12.12%
Qakville 1,693 1,849 2,070 11.95%
Prospect 1,884 2,155 2,472 14.71%
Southbury 5,620 6,063 6,655 9.76%
Thomaston 1,466 1,737 2,021 16.35%
Waterbury 21,610 22,101 23,646 6.99%
Watertown 2,991 3,370 3,775 12.02%
Wolcott 3,171 3,640 4,211 15.69%
Woodbury 2,157 2,467 2,859 15.89%
PSA Total 55,695 60,169 66,622 10.72%

Source: Claritas, Inc.
Risk Factors:

According to the “The Burden of Cardiovascular Disease in Connecticut: 2006
Surveillance Report”, a Connecticut Department of Public Health Report (Appendix
5.iii.b.), the most prevalent modifiable risk factors for cardiovascular diseases include
high blood pressure, high cholesterol, smoking, diabetes, obesity and physical
inactivity. Additional key risk factors are increasing age and lower socioeconomic
position. All of these risk factors are present and prevalent in the greater Waterbury
area and support the need for provision of advanced cardiac services on a local level.

The Center for Disease Control's (CDC) Behavioral Risk Factor Surveillance System
(BRFSS) tracks health conditions and risk behaviors in the United States every year.
The March 2007 Community Health Data Scan for Connecticut, (Appendix 5.iii.b)
commissioned by the Connecticut Health Foundation, utilized the BRFSS data in
combination with other data sources to identify the risk factors and health status of
Connecticut residents. Waterbury, Connecticut is included in the “Manufacturing
Center” health reference group (HRG) in this 2007 report. The report identifies the 3
Urban and 10 Manufacturing Centers (including Waterbury) as needing the greatest
health-promoting investments. Within these communities, Black/African American
and Hispanic residents are in greatest need. These individuals often yield higher
rates of risk factors and poor health statistics. This is of particular concern for
Waterbury, as these race/ethnic groups comprise approximately half of the total
Waterbury population according to www.census.gov (Appendix 5.iii.b).

Cardiovascular risk factor and health statistics for the overall Manufacturing Center
HRG are typically higher and more prevalent than Connecticut State averages and
are further defined in the sections that follow.

0037
09/15/08



High Blood Pressure:

High blood pressure leads to an added burden on the heart, which results in
abnormal heart functioning. Although the rate of high blood pressure is consistent
with the State average, as the population continues to age, high blood pressure will
also continue to increase and statistics reported through the CDC’s BRFSS
prevalence data for the State of Connecticut identify that the rate of hypertension
among Connecticut residents continues to increase over time.

High Cholesterol:

High cholesterol has a major impact on the increased risk of coronary artery disease.
The rate of individuals with high cholesterol in Waterbury is equal to or lower than the
State averages, between 24% and 27%. However, even at this percentage rate, the
presence of high cholesterol combined with other prevalent risk factors remains of
high importance in assessing need for advanced cardiac care.

Smoking:

According to the American Heart Association, a smoker’s risk of developing coronary
artery disease is two to four times that of a nonsmoker. Additionally, smokers have
about twice the risk of nansmokers for sudden cardiac death for those with coronary
heart disease. Cigarette smoking also acts with other risk factors to increase the risk
for coronary heart disease. The rate of smoking in Waterbury is higher than average,
approximately 23% for all race and ethnicities compared to a State average of 20%.

Percentage Cunently Smoking

All Race and
All Race and Ethnicity, Age-
Ethnicity, Crude Adjusted White, Not
Percentage Percentage Hispanic Black, Not Hispanic| Hispanic Asian, Not Hispanici
Area % Margin of % |Margin o % |Margln off % Margin ofj % IMargin of] % FMargIn off
error error error error error error
Bridgeport 25.7 37 25.1 3.5 30.1 6.3 26.1 7.1 19.9 5.7
Hartford 246 3.5 241 3.5 26.8 6.5 21.5 6.1 21.7 5.5
New Haven 19.2 3.1 19.0 2.9 19.5 4.1 25.2 6.3 15.9 7.4
HRG 1 (3}-UC 23.0 2.0 22.5 2.0 24.4 3.1 24.0 3.7 19.1 3.3
HRG 2 (10)-MC 23.3 1.8 23.3 1.6 25.0 1.8 20.0 4.3 22.4 5.3 7.6 31
HRG 3 (15)-DS 21.8 1.6 22.3 1.6 23.4 1.8 17.0 5.7 23.7 8.4
HRG 4 (27)-WS 14.3 1.8 16.6 2.2 16.1 2.0 19.3 8.8
HRG § (39)-MT 22.0 1.4 22.9 1.4 23.2 1.6 17.8 78 21.2 7.8 7.3 39
HRG 6 (75)-RT 18.0 1.4 18.9 1.6 19.1 1.6 11.3 5.7
Connecticut 20.4 0.6 209 0.6 21.3 0.8 20.9 2.5 20.6 2.7 7.4 2.5

Source: Community Health Data Scan for Connecticut

Diabetes:

Cardiovascular disease is the primary cause of death for persons with diabetes,
accounting for about 65% of the mortality. Diabetic persons are two to four times
more likely to develop coronary artery disease than the rest of the population and are
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at much greater risk of having a stroke. People with diabetes often have high blood
pressure and high cholesterol and are overweight, further increasing their risk for
cardiovascular disease (The Burden of Cardiovascular Disease in Connecticut: 2006
Surveillance Report Appendix 5.iii.b).

The prevalence of diabetes in Connecticut is comparable to the nation and will
increase over time due to the aging population. According to the Connecticut
Diabetes Prevention and Control Plan 2007-2012 a recent Connecticut Department of
Public Health Publication (Appendix 5.iii.b):

...An estimated 163,000 Connecticut adults 18 years and older, have diagnosed
diabetes (2003-2005 data). The Centers for Disease Control and Prevention
(CDC) estimates that about 30% of all diabetes cases are undiagnosed, partly
because symptoms develop gradually and severe symptoms may only occur
after several years. An additional 70,000 Connecticut adults are estimated to
have undiagnosed diabetes. Thus, a total of 233,000 Connecticut residents are
estimated to have either diagnosed or undiagnosed diabetes....

According to the results of the Community Health Data Scan, the rate of diabetic
individuals in Waterbury is higher than the State averages for all races and
ethnicities, with an average of approximately 6%. It should be noted that the “Black,
Not Hispanic” and “Hispanic” groups have almost double the rate of diabetes than the
rest of the population.

Statistics reported through the CDC’s BRFSS prevalence data for the State of
Connecticut identify that the rate of diabetes among Connecticut residents continues
to increase over time. Similarly, the Connecticut Diabetes Prevention and Control
Plan 2007-2012 concludes that,

...the prevalence of diabetes in Connecticut and the United States is likely to
increase for a few reasons. First, large segments of both populations are aging.
Second, the fastest-growing segment of the U.S. and Connecticut populations
include Hispanic Americans and other minority groups, who are considered at
higher risk for diabetes nationwide. Finally, Americans are increasingly
overweight and sedentary. According to recent estimates, the prevalence of
diabetes in the United States is predicted to reach 8.9% of the population by
2025....
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Percentage Told They Have Diabetes

All Race and
All Race and Ethnicity, Age-
Ethnicity, Crude Adjusted White, Not
Percentage Percentage Hispanic Black, Not Hispanic| Hispanic Asian, Not Hispanic|
Margin of Margin of] |Margin off Margin o IMargin of] IMargin ofr
Area % error % error % error % error % error % error
[ Bridgeport 8.7 2.2 9.9 2.4 10.1 35 8.8 4.1 9.8 5.1
Hartford 7.6 2.0 8.7 2.2 7.6 3.1 10.4 4.9 8.4 4.1
New Haven 7